
Sacramento County Jail Documents:
Highlights of Mays v. Sacramento Lawsuit Monitoring & Other County Reports

Mays Consent Decree Monitoring Reports

1. Third Medical Care Expert Report (LaMarre/Saylor) – 10/25/22 (pdf)
2. Third Suicide Prevention Expert Report (Hayes) – 8/23/22 (pdf)
3. Second Monitoring Report re Restrictive Housing, Discipline, Classification - 07/19/22 (pdf)
4. Second Medical Care Court Expert Report (LaMarre/Saylor) – 10/4/21 (pdf)
5. Second Mental Health Care Court Expert Report (Perrien) – 10/4/21 (pdf)
6. Second Suicide Prevention Court Expert Report (Hayes) – 10/4/21 (pdf)
7. First Monitoring Report on Americans with Disabilities Act Compliance – 03/26/21 (pdf)
8. First Monitoring Report re Restrictive Housing, Discipl, Classification - 02/25/21 (pdf)
9. First Medical Care Court Expert Report (LaMarre) - 1/20/21 pdf)
10. First Mental Health Care Court Expert Report (Perrien) - 1/20/21 (pdf)
11. First Suicide Prevention Court Expert Report (Hayes) - 1/20/21 (pdf)

Important Class Counsel Letters

1. Class Counsel Letter to Board of Supervisors re: Consultant Reports, Jail Population Reduction,
and Physical Plant Remediation - 9/1/22 (pdf)

2. Class Counsel Letter to County Deputy CEO Eric Jones on Restrictive Housing Report – 7/29/22
(pdf)

3. Class Counsel Letter re: Urgent Concerns about Detoxification Protocols and Booking Loop
Conditions - 3/1/22 (pdf)

4. Sacramento County Counsel Response to Class Counsel Letter re: Urgent Concerns about
Detoxification Protocols and Booking Loop Conditions - 3/1/22 (pdf)

5. Class Counsel Letter re: Dispute Notice as Mental Health/Suicide Prevention Compliance Issues
- 10/29/21 (pdf)

Significant Court Documents

1. Environment of Care in Sacramento County Jail Facilities Expert Report – 08/18/22 (pdf)
2. Memorandum of Agreement: Mental Health and Suicide Prevention Remedial Measures

Implementation – 06/03/22 (pdf)

County Consultant Reports

1. Nacht and Lewis Main Jail Capacity Report
2. O'Connell Sacramento Jail Study
3. Still Sacramento County Peer Review Report

Expert Reports on Jail Conditions (filed with Complaint, July 2018) [For reference]

1. Expert Report on Mentally Ill Prisoners and the Use of Segregation at Sacramento County Jail
(Eldon Vail)

2. Expert Report on Mental Health Services at Sacramento County Jail (Bruce Gage, M.D.)
3. Expert Report on Suicide Prevention Practices at Sacramento County Jail (Lindsay Hayes)
4. Expert Report on Americans with Disabilities Act Assessment of Sacramento County Jail (Sabot

Consulting)
5. Expert Report on Inmate Classification and “Total Separation” Segregation (James Austin,

Emmitt Sparkman, Robin Allen)
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Mays Consent Decree Monitoring Reports

1. Third Medical Care Expert Report (LaMarre/Saylor) – 10/25/22 (pdf)

Examples of In-Custody Deaths from this report:

● A man in his late 30s was admitted to SCJ in February 2022. He reported drinking a
gallon of hard liquor daily for two years during medical screening intake. He had a history
of alcohol detox, but the nurse did not document his symptoms. No documented health
check or CIWA assessment was performed the next day (in violation of policy).
The day after, other incarcerated individuals reported he had a seizure. Although CPR
was initiated and EMS was called, he was pronounced dead at the hospital. This case
represents a profound failure to recognize, monitor, and treat a patient at risk of
severe alcohol withdrawal. The patient was not evaluated with a medical provider
in accordance with policy. (p76)

● A man in his mid-sixties arrived at SCJ in July 2022 and died of septic and hemorrhagic
shock twelve days later. His medical history included opioid substance use disorder,
hepatitis C infection, weight loss, and back surgery. The patient also reported that he
was diagnosed with intestinal cancer. He was taking methadone.

○ At the time of intake, the nurse did not make an urgent referral to a medical
provider. The day after his arrival, he submitted a Health Services Request (HSR)
reporting that he has intestinal cancer with weight loss to 106 lbs. at 6’ 1” tall. He
stated that he needed milk and fruit juice and that he could not eat solid food
without vomiting. He also reported a blood sepsis infection which warranted
immediate notification and evaluation by a medical provider or declaring
him unfit for booking and sending him to the hospital.

○ The patient remained in booking for approximately 18 hours because there was
no bedspace available in 2 East. During this time, he fell off the bench. The
patient’s clinical condition warranted a medical bed.

○ The next day, a LVN noted the patient was detoxing. There was no
accompanying detoxification assessment in the medical records (i.e., COWS
assessment). A medical provider did not see the patient within 24 hours for
a history of opioid substance disorder. This encounter would have provided
an opportunity to inquire about a history of injection drug use and endocarditis (a
bacterial infection of the heart valves) which the patient later reported in health
requests.

○ The patient submitted a Health Service Request stating that he had intestinal
cancer weighed 106 lbs. and was unable to eat solid food. He reported having a
“blood sepsis infection.” An RN apparently examined this HSR and scheduled a
routine nurse sick call, but did not document this on the HSR. This RN should
have immediately notified a medical provider.

○ The day after his arrival, a medical provider saw the patient, who reported
profound weight loss, intestinal cancer, inability to tolerate solid foods without
vomiting and rectal bleeding. The provider did not hospitalize the patient for
medical evaluation and treatment. Instead, treating the patient’s condition
as routine with plans to see him in one month. This is egregious. (p79-84)

● A man in his mid-fifties with COPD, hypothyroidism, and advanced methamphetamine
induced cardiomyopathy with an ejection fraction (EF) of 10-15% whose course was
complicated by repeated nonadherence to medical treatment. He was seriously
chronically ill at the outset of his incarceration, and his condition gradually deteriorated
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from intake in March 2022 until he decided on comfort care only in May 2022 shortly
before he died.

○ There were multiple lapses in the care of this patient which were overlooked
on the mortality review. These began from essentially the moment the
patient arrived at the facility with the discontinuation of all of his cardiac
medications despite severe systolic heart failure which caused the patient
to have acute decompensation requiring hospitalization in the cardiac
intensive care unit. Patients with this degree of heart failure commonly have low
baseline blood pressure, which admittedly does make management challenging.
However, if the facility clinicians were uncomfortable managing his care, they
should have called his cardiologist as they knew where he was getting care prior
to his incarceration. When the patient expressed anxiety and depression
about his medical condition and the care he was receiving at the jail, he
was appropriately placed on an antidepressant at the hospital only to have
it summarily discontinued by the jail staff without discussion.

○ He was also started on Jardiance for heart failure at the hospital and then was
incorrectly assumed to have diabetes when he returned to the jail. When he
refused to have an A1c test because he was not diabetic, he was described
as “difficult,” then placed on a diabetic diet.

● A man in his 30s with a history of substance use disorder, including heroin and alcohol
use, with a documented alcohol withdrawal seizure documented from a prior
incarceration in 2019 was admitted to SCJ in July 2021.

○ Initially deemed not fit for incarceration due to swelling and redness in his legs,
he was sent to Sutter Emergency and diagnosed with bilateral lower extremity
cellulitis and an open ulcer. He was returned to the jail with orders for antibiotics
and basic wound care. During his medical screening intake (same day), he
disclosed using nasal heroin less than 24 hours ago. No further COWS
assessments were done that day.

○ The next day, he was seen for a detox evaluation by a nurse and detox protocol
was initiated. Although twice daily COWS assessments were ordered per
protocol, no further evaluations are documented.

○ Two days later, he was found pulseless and not breathing by custody staff.
Despite CPR/AED, he died. Cause of death on autopsy: dilated cardiomyopathy.
None of the providers (hospital staff included) documented an evaluation of calf
tenderness or other evidence of possible deep vein thrombosis. Though not the
case for this patient, pulmonary embolism secondary to undiagnosed DVT is a
relatively common cause of morbidity and mortality which should be considered
in the setting of leg swelling and redness. Mortality review did not comment on
the delay initiating the opioid withdrawal protocol or lack of detox
evaluations once the protocol was initiated. (p89-90)

2. Third Suicide Prevention Expert Report (Hayes) – 8/23/22 (pdf)

○ County jail staff are arguing in response to Provision G) 1. Inpatient Placement (that
individuals who require psychiatric inpatient care as clinically indicated are placed in the 2P
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unit within 24 hours of identification) that more space is needed and this issue would be
solved with the additional space proposed in the Jail Annex project.

i. However, the current facility is already severely understaffed (e.g., 49% of
individuals placed in safety cells were not seen within 4 hours due to
insufficient mental health staff).

○ Contrary to the County’s continued response that inmates on suicide precautions had
access to dayroom or out-of-cell activities based upon security and medical judgments,
this expert’s review of Custody Logs for inmates on suicide precautions in either the Main
Jail booking or SITHU cells found that inmates continued to be denied dayroom access.
With the exception of offering showers and telephones, all inmates on suicide
precautions continued to be locked down. “The SCSO’s response continues to be
contrary to this expert’s observations and medical chart review.”

○ In fact, the February 2022 on-site assessment found a dramatic increase in the use of
sobering cells for the initial housing of suicidal inmates. As previously indicated, this
expert found that 39 percent of inmates identified as suicidal at booking were placed in
sobering cells during the month of March 2022. These safety, ad seg, and sobering cells
continue to be clearly utilized as the initial default setting for many suicidal inmates.

○ Consent decree requirement: No prisoner shall be housed in a safety cell, segregation
holding cell, or other Temporary Suicide Precautions Housing for more than six (6)
hours. If mental health or medical staff determine it to be clinically appropriate based on
detoxification-related needs, this time limit may be extended to no more than eight (8) hours.

i. In April 2022, the average length of stay was 13.3 hours, with the shortest
confinement of 19 minutes and the longest confinement over 5 days (120) hours.
Approximately 41 percent (79 of 195) of inmates were held in these booking cells for
six (6) hours or less.

ii. In May 2022, the average length of stay was 12.3 hours, with the shortest
confinement of 23 minutes and the longest confinement over 9 days (220) hours.
Approximately 43 percent (83 of 192) of inmates were held in these booking cells for
six (6) hours or less.

○ Hayes noted “serious and extensive violations found in the documentation of
observation of inmates on suicide precautions” including that “Custody Logs are kept in
a binder on the deputies’ desk outside of the SITHU in violation of the ACH suicide
prevention policy.” The expert observed the assessment of two inmates who had been
identified as suicidal, but were not in suicide-resistant cells or properly observed by custody
personnel

○ UC-Davis’s “Mental Health Program Update” submitted during the February 2022 on-site
assessment included the following “challenges/barriers”: “No mechanism for constant
observation. SITHU decommissioned and no female SITHU. Do not have staff to
provide constant observation for patients on suicide precautions.” The specific
requirements for Constant Observation within the Consent Decree are very specific
and require that “Staff should be physically stationed outside of the prisoner’s cell to
permit continuous, uninterrupted observation.” Any practice involving use of CCTV as
an alternative to the physical observation of staff, as well as not posting staff within the
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dayroom of the SITHU in order to maintain continuous and uninterrupted observation, would
be in violation of the Constant Observation requirements of this provision.

○ “Mental health clinicians will continue to struggle with development of adequate
safety plans unless the process is collaborative between the patient and the clinician,
and patients are granted routine possessions (books, writing materials, etc.) and
out-of-cell activities that can assist with coping skills in reducing suicidal ideation. As
previously noted, inmate-patients in the 2P-APU do not receive safety planning until they are
discharged from the placement. This also continues to be problematic.”

○ …the use of safety smocks as a default for all suicidal inmates initially housed in
Temporary Suicide Precautions Housing in Main Jail booking could certainly be
interpreted by an inmate as a punitive management tool to deter perceived
manipulative and/or attention- seeking behavior.

○ Regarding the requirement for developing and implementing a four- to eight-hour pre-service
suicide prevention curriculum and training for new Jail employees (including custody,
medical, and mental health staff) Hayes said: “The history regarding compliance with
this provision has been both frustrating and unnecessarily prolonged.” Context:
Hayes gave SCSO and UC Davis the materials for the suicide prevention training he
developed in January 2021, but they chose to each develop their own instead. The
SCSO's was not consistent with the Consent Decree requirements and required
extensive revisions.

○ Available training data indicated that approximately 79 percent (242 of 307) of custody
staff, 67 percent (131 of 196) of medical staff, and 83 percent (73 of 88) of mental
health staff had received the two-hour suicide prevention training as of June 30, 2022.

i. As stated in the First Monitoring Report and repeated here again, although the
provision of CIT and CINT training to IOP/JBCT deputies fulfills a portion of this
provision, it was unclear as to the percentage of custody personnel that were
trained, as well as no indication whether deputies assigned to all Designated
Mental Health Units [i.e., the Suicidal Inmate Temporary Housing Unit (SITHU),
acute psychiatric unit, IOP, and JBCT] completed the [specialized suicide
prevention and working with prisoners with serious mental health ilness]
]training.

○ The screening of three newly admitted inmates was observed. Two nurses were assigned to
the booking area at the time of the observation. In each of the three cases, both nurses
inexplicably neglected to ask Questions 2, 3, 6, and 7 in the suicide risk inquiry
section of the Nurse Intake Encounter form. In addition, both nurses did not review
the electronic health record (EHR) to answer Question 8. (emphasis is original - from
Hayes).

i. Based upon observation of the intake screening process and medical chart review,
nursing staff are deliberately ignoring the requirement of Question 8 in the
suicide risk inquiry section of the Nurse Intake Encounter form to review the
applicable medical chart of newly admitted detainees.

ii. In one case (Case No. 1), the inmate was booked into the Main Jail on February 10,
2022. Despite the fact that his medical chart indicated he had been placed on suicide
precautions (and 2P-Pre-Admit list) in April 2019, the intake screening form was
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marked “No” to Question 8 by a nurse. The inmate was not referred to mental
health and was not seen by a clinician until 12 days later when he threatened
suicide on February 22, 2022 and was assessed by a clinician during daily rounds
observed by the expert.

○ Hayes observed not enough space for confidentiality and multiple intakes being
conducted simultaneously in close proximity. His recommendation: One option would
be installation of multiple interview booths similar in design to the current “ACMH
Interview Room” located in the booking area.

i. From this medical chart review, it was obvious that confidential settings were
utilized more during the expert’s on-site assessment, and non-confidential cell
front interaction was utilized more when the expert was not on-site.

3. Second Monitoring Report re Restrictive Housing, Discipline, Classification - 07/19/22
(pdf)
○ Documents the widespread, long-standing, and unlawful use of solitary confinement

for people with serious mental illness.
○ “With no meaningful exclusion of people with serious mental illness from solitary

confinement and no systematic input from mental health staff into the disciplinary
process, people in the Jails are still placed into disciplinary housing and restrictive housing
for behavior that stems from mental illness. This contributes to the concentration of people
with serious mental illness in the Jails’ restrictive housing units. It also represents a
missed opportunity for alternative, clinically-driven interventions for people with
unmet mental health needs.”

○ “At the core of this crisis is the oversized jail population, which the County has failed
to manage in a humane or lawful manner.”

○ "Staffing shortages are endemic and prevent mental health staff from providing adequate
input into the disciplinary process, providing adequate individual or group mental health
treatment, or having confidential interactions with patients. (It is important to note that
staffing shortages are simply a reflection of jail population. At a smaller population
level, existing staff could provide more extensive and less superficial treatment.)"

○ “The County also has not yet met its legal obligation to incorporate comprehensive mental
health input into the disciplinary process in order to ensure that people are not punished
for behaviors that are manifestations of their mental illness or subjected to punitive
measures that exacerbate their mental illness.”

○ “The Sheriff’s Office has not demonstrated the leadership or oversight necessary to
bring its classification practices in line with the requirements of the Remedial Plan. People
continue to be placed and retained in restrictive housing in violation of the Remedial
Plan, reflecting an excessive reliance on solitary confinement and a failure to set and
implement new norms with respect to its use.”

○ Sheriff’s classification staff fail to meaningfully consider mental health staff’s clinical
input before placing the patient in restrictive housing.

○ “The SSO also fails to meet its obligation to provide appropriate alternative housing for
LGBTI people. Transgender and intersex people are systematically housed in
conditions that amount to restrictive housing, solely on account of their identity.”
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○ “At the core of this crisis is the oversized jail population, which the County has failed
to manage in a humane or lawful manner.”

○ “The County has failed to provide sufficient mental health resources to meet the
needs of the population it chooses to incarcerate, relying instead on solitary
confinement to manage people with unmet mental health needs.”

○ “The primary finding of this report is that the County remains in noncompliance with most of
the key components of the restrictive housing provisions of the Remedial Plan. Conditions in
the Jails’ restrictive housing units amount to prolonged solitary confinement for many.
Dozens of people spend almost every hour of the day locked in small, dark cells. People go
weeks or even months without any access to fresh air. Even when they are permitted to go
to outdoor recreation, they are confined to another grim concrete space, with no grass, no
exercise equipment, and dark tarps that block any view of the outside world.”

○ “The County also has not yet met its legal obligation to incorporate comprehensive mental
health input into the disciplinary process in order to ensure that people are not punished
for behaviors that are manifestations of their mental illness or subjected to punitive
measures that exacerbate their mental illness.”

4. Second Medical Care Court Expert Report (LaMarre/Saylor) – 10/4/21 (pdf)
○ “The COVID-19 pandemic continues to present challenges to Remedial Plan

implementation”
○ Of 75 provisions, only 12 (16%) are in substantial compliance and 19 (25%) are in partial

compliance, while 37 (49%) are not in compliance. Of note, 7 (9%) items were not
evaluated.

○ Net increase: 2,721 in 4/5/2020 to 3,146 on 9/22/2021
○ Main Jail is operating at 99% capacity (1,854 as of 9/22/21), which exceeds its original

capacity of 1,250 when it was constructed in 1989.
○ “With respect to testing, counseling, monitoring and medical evaluation of patients in

quarantine and isolation, we have serious concerns.”
○ “There are insufficient medical and nursing staff to meet Remedial Plan requirements.”
○ “Lack of custody posts dedicated to essential health care functions and custody culture

interferes with health care delivery”
○ “space inadequacies… with no readily identifiable solution except construction, substantial

population reduction, or both”
○ “A significant number of clinical encounters… are performed in a setting that lacks privacy,

such as at cell side or in the housing unit day room”
○ “Health record review shows that there has been custody interference in the provision of

health care… and a culture in which custody decisions interfere with or override medical
care.”

○ “The environment of care at the jail is inadequate to enable the jail to provide constitutional
health care and meet Consent Decree Requirements”

○ Medications are also inadequately reconciled, with minimal chart review, and no
crosschecking against outside sources. This results in significant delays in chronic
medication administration for new intakes”

○ “The lack of access to care begins following intake screening and throughout the course of
incarceration… predictably results in preventable suffering, and patients are at risk of
hospitalizations and death”.

○ Nurses did not initiate medical referrals for 16% of people with chronic disease. Of those
who received referrals, 37% were not seen by a provider.
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○ The “sobering cell” in the intake area is “in disrepair, dirty, and dehumanizing”
○ “The health care system does not provide inmates timely access to care for their serious

medical needs… The lack of timely access to care is a critical issue causing harm to
patients and the County must immediately prioritize access to care.”

○ Incarcerated people “almost universally reported that they are not seen for weeks, and some
are never seen... inmates don’t submit HSR’s because they “know nothing will happen”.

○ When people formally request medical care “it is weeks before a nurse, medical or mental
health provider sees them, and sometimes they are not seen at all.” Declaring “man down” is
seen as the only way to receive timely medical attention.

○ “detainees lack a means of recourse for failure to respond to their health concerns”
○ Chronic disease program has not been implemented. This results in care that is “haphazard

and disjointed… via record review only, without examining the patient… without informing
the patient… this results in patient confusion and dissatisfaction, refusals of medications.”

○ “The Mortality Review process fails to identify problems with health care systems and quality
of care”

○ COVID has limited numerous efforts and stretched staff thin. Patient are not informed of their
results in a responsibly way, and do not receive monitoring or care when requested.
Vaccination rates are improving among people incarcerated, but still inadequate. Vaccination
or regular testing is required among staff, but compliance with this is not yet reported.

○ People who test positive are not being evaluated by a medical provider, which is inconsistent
with CDC guidelines. There is a patient who submitted two medical requests for covid
symptoms over the course of several weeks without ever undergoing medical evaluation. He
tested positive during this time, and he was found dead in his cell 2 weeks after his last
request.

○ Nurses are also supposed to conduct health checks on those in quarantine, but these are
not consistent. There is a report of a person who tested positive of covid, and then did not
receive requested medical attention for 3 days and then was subsequently transported to
the ER by ambulance.

○ There is also a patient who had a history of alcohol dependence and was placed in isolation
after intake. He specifically requested medical care, but only received care/monitoring from
a mental health workers and nurses. A week into his incarceration, he was found dead in his
cell.

○ “Lack of custody posts dedicated to essential health care functions and custody
culture interferes with health care delivery”.

○ Absence of dedicated custodial staff leads to missed appointments and medications
– “multiple examples of unkept health care appointments due to lack of custody
escorts”. Dedicated staff positions have been allocated, but these staff are often
utilized elsewhere, and medical escorts are not prioritized. Shortages are attempted to
be remedied with overtime for deputies, which is inefficient and unsustainable.

○ The culture of the SSO staff does not prioritize or facilitate healthcare activities. “Health
record review shows that there has been custody interference in the provision of health
care… and a culture in which custody decisions interfere with or override medical care.”

○ There is record of an LVN and RN who were not permitted to assist a gravely disabled
patient with feeding and other activities of daily due to inadequate custody staff. By the time
he received medical attention, he was found to have profoundly low blood pressure due to
dehydration and GI bleeding, and was transferred to the hospital.

○ Recommendations:
i. Access to Care:“The health care system does not provide inmates timely access to

care for their serious medical needs… The lack of timely access to care is a critical
issue causing harm to patients and the County must immediately prioritize access to
care.”
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1. Policies have been updated, as has the Health Services Request (HSR)
forms and confidential boxes to deposit the forms. Additional medical escort
positions have been assigned. None the less, delays in responses to health
services requests (HSRs or Kites) persist.

ii. Medication Administration and Monitoring:“Medication administration is
dependent on availability of deputies, who are not always available.”

1. Perform an analysis of essential health care functions requiring custody
escorts and identify the numbers of deputies needed to provide timely and
appropriate care. Establish health care dedicated custody posts for essential
processes, that cannot be redirected to non-health care functions.

iii. “The County needs to finalize and implement medication related policies and
procedures, to include procedures for medication administration that complies with
standards of nursing practice.

iv. Review in Custody Deaths: “The quality of the mortality reviews is lacking.” “The
Mortality Review process fails to identify problems with health care systems and
quality of care… In multiple instances, clinically important information is missing from
the mortality review completely…” Recommendation: “The Medical Director needs to
take a more proactive role in ensuring that autopsy reports are timely received and
meaningful reviews are conducted with corresponding corrective action plans as
indicated.”

v. Staff education: “All jail custody staff shall receive formal training in medical needs,
which shall encompass medical treatment, critical incident response, crisis
intervention techniques, recognizing different types of medical emergencies, and
acute medical needs, appropriate referral practices, relevant bias and cultural
competency issues, and confidentiality standards. Training shall be at a minimum
every two years.” The monitors were not provided information regarding compliance;
unclear what efforts have been made.

Example: neglected monitoring of a Covid-positive patient, lack of notification of diagnosis, and ultimately
death.

● On 1/1/2021 a patient submitted an HSR in complaining of feeling sick, “I have fever, sore throat
and body aches.” A nurse did not assess the patient. On 1/11/2021 the patient tested positive for
COVID-19 but there was no documentation by a medical provider or nurse that he tested positive.
On 1/24/2021 the patient submitted an HSR asking “Was my COVID-19 test positive or
negative?”. There is no documentation that the patient was informed of his test result. On
1/30/2021 the patient submitted an HSR complaining that “my body aches, I have no taste buds, I
have off and on fever, night sweats, and my joints hurt, I have no appetite.” Four days later a RN
documented seeing the patient but did not measure the patient’s temperature or perform any
meaningful assessment. Despite having tested positive for COVID-19 and reporting worsening
symptoms as evidenced by his HSRs, the nurse did not refer the patient to a provider. Two weeks
later the patient was found unresponsive and died. Due to the lack of autopsy reports, the
patient’s cause of death is unknown.

Example: mental health care interrupting medical care.
● A patient with serious mental illness and cognitive impairment fell off her bunk, injuring her left

arm. Over the course of the next week, she was repeatedly referred for nurse evaluation for
weakness and difficulty walking, but “refused” to be evaluated on 3 occasions, 2 of which
occurred during the middle of the night (12:52 AM and 2:42 AM respectively). Mental health staff
continued to advocate for her and when she was finally assessed 8 days later, it was discovered
that her left upper arm was broken into multiple pieces which were not in proper alignment. In this
challenging case, the patient’s mental illness interfered with her ability to advocate for the care
she needed. Had nursing staff collaborated more closely with their mental health colleagues, they
may have recognized this vulnerability and modified their approach to ensure that she was
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properly and timely evaluated. Ultimately, it was the mental health staff who persevered until she
was seen.

5. Second Mental Health Care Court Expert Report (Perrien) – 10/4/21 (pdf)
○ Many “overdue and readily achievable” changes in staff procedures can improve

treatment of incarcerated individuals in Sacramento County jails, but there is a
general “absence of urgency” among jail management and decision-makers.

○ “While the physical plant provides the most obvious impediment to providing adequate care,
there is also a failure of staff to recognize where small adjustments could improve service
delivery.”

○ The parties agree that reduction in jail population is the most cost-effective method to
achieve constitutional and statutory standards.

i. “To date, the County also has failed to implement durable jail population measures to
mitigate space deficiencies in the Jail. A meaningful commitment by the County
to maintain and build on the Jail population reduction that was achieved
during the pandemic, for example, would create opportunities to make
progress towards an adequate, cost-effective, and time-efficient remedy. As the
parties jointly set forth in the Consent Decree, “population reduction of the jails will
facilitate compliance with this Remedial Plan.” Remedial Plan Section II.B.1.
Opportunities for substantial population reduction are available.” (Plaintiff’s Counsel
letter to BOS 10/29/21)

ii. [As of October 2021,] “The jails have added approximately 600 additional detainees
to the census in one year. This lower census prior to April 2020 was perceived by all
staff to have made their responsibilities easier to achieve, though the proportion
(25-27%) of seriously mentally ill (SMI) detainees generally remained the same. The
ongoing reduced census within the Sacramento Jail system has provided all staff
with some breathing room and time to plan clinically for various service levels and for
compliance with the Consent Decree.”

iii. All population reduction measures should be designed to promote public safety
through evidence-based programs. (II.B.1)

iv. If through the monitoring process it is determined that the County is not fulfilling the
provisions of this Remedial Plan due to staffing deficiencies, the parties will meet and
confer regarding what steps to take to reduce the population of the jail, including
available resources to facilitate population reduction.

v. One possible solution would be to contract out for inpatient treatment. It did appear
that defendants were looking at that as a possible solution in their space study. It is
highly recommended that this be seriously pursued as a viable option given that
other units do not appear to offer a positive therapeutic milieu with appropriate
confidential treatment space.
○ The County is not moving with urgency

i. “By the culture of deliberate indifference to detainees’ constitutional rights,
Sacramento Sheriff Office continues to demonstrate a lack of reasonable
diligence toward the Mays Consent decree.”
○ “County must seriously review what access to inpatient care may be

available in the community and attempt to contract inpatient services with
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appropriate housing that are not inside of the jails” (pg.19). Options can
include utilizing UC Davis psychiatric facility beds through an amended contract,
identifying another private facility to provide contracted mental health beds, or
utilizing Sacramento County mental health beds.

○ “One possible solution would be to contract out for inpatient treatment. It did
appear that defendants were looking at that as a possible solution in their space
study. It is highly recommended that this be seriously pursued as a viable option
given that other units do not appear to offer a positive therapeutic milieu with
appropriate confidential treatment space.”

○ “Inexpensive alternatives would include allowing the patients to complete
art projects that would then be displayed, allowing patients to take pride in
how they’ve improved the unit and demonstrating that they are in a
treatment area rather than a punitive area such as the restricted housing
unit (RHU). Standards of care require that inpatient treatment provided on site
must conform to the community legal standards of care including utilization of
licensed and/or certified staff. There were no social workers or psychologists
providing treatment in 2P at the time of the site visit. This was underscored in the
medical record with the absence of indicated treatment, lack of appropriate
interdisciplinary team meetings, and individualized treatment plans. When
treatment plans were generated by nursing staff, they were often not adequate
for the functional level of the patient. The dayroom was not frequently used
according to unit staff. On occasion an individual patient may be able to sit in the
dayroom, but there is no opportunity to engage with peers in a pro-social manner
while being supervised by staff.”

○ One possible solution would be to contract out for inpatient treatment. It
did appear that defendants were looking at that as a possible solution in their
space study. It is highly recommended that this be seriously pursued as a
viable option given that other units do not appear to offer a positive
therapeutic milieu with appropriate confidential treatment space.”

6. Second Suicide Prevention Court Expert Report (Hayes) – 10/4/21 (pdf)
○ “The First Monitoring Report resulted in 53 of 63 total suicide prevention provisions in Partial

Compliance, with 10 in Non-Compliance. No provisions were in Substantial
Compliance.”

○ “Given that the County had well over a year to demonstrate measurable compliance (with
the federal court approving the Consent Decree on January 13, 2020), these findings
continue to be very disappointing.”

○ After the first monitoring reports, Plaintiffs/County Counsel suggested “focus areas” in terms
of suicide prevention, so the expert again repeated the five focus areas that are not only
critically important to compliance but also relatively easy to resolve.”

○ “Policy development should be the primary focus.
i. Consistent use of “safety suits” or “smocks” across various cell types.
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ii. Develop immediate, interim measures to ensure privacy and confidentiality during
intake/suicide assessments - “rather than focusing on preliminary plans for a jail
annex.”

iii. Change the policy around observation of suicidal people, which would quickly come
into compliance with a policy revision that prohibits ordering of closed-circuit
television monitoring.

iv. Consistent property/privileges afforded to suicidal patients in 2P Unit, like those in
solitary confinement/ad-seg and SITHU cells.”
○ “Given the huge responsibility and urgent need to implement and sustain ~63

suicide prevention provisions, expert again recommends in this report the Suicide
Prevention Subcommittee (which was reinstated in April 2021) meet more
frequently than quarterly, and to focus more seriously on these policies.
This body had only met 3x date (and had previously been disbanded by Sheriff
Scott Jones, even with spiking suicide rates).”

(Below is summary from Class Counsel Letter re: Dispute Notice as Mental Health/Suicide Prevention
Compliance Issues - 10/29/21 (pdf))

A. Focus Area #1: Develop Compliant Suicide Prevention Policies

○ “The first focus area identified by suicide prevention expert Lindsay Hayes was revision of
the Jail’s suicide prevention policies. The parties have finalized the ACH suicide prevention
policies; timely and effective implementation is now essential.”

○ “The monitoring experts have found repeated instances of staff – in many cases, JPS staff –
not being aware of or following existing policy. Dr. Perrien noted earlier this year that a
“troublesome aspect” of her monitoring was that staff was not adhering to existing policies:
“Policies can be re-written, but supervisors must ensure that staff adhere to those policies.”
First Report of Compliance in Mental Health Services Based on Consent Decree at 7,
Docket 136-2. This is a critical opportunity for JPS and Sheriff’s Department staff to
demonstrate their commitment to bringing their practices into compliance with the Remedial
Plan and the Constitution.”

B. Focus Area #2: End Overuse and Unnecessary Use of Safety Smocks

○ “The second suicide prevention focus area addresses necessary changes to the use of
“safety smocks,” sometimes called “safety suits.” See Remedial Plan Sections VII.B.5, M.2,
& N.1-7.”

○ “At present, class members identified as at current risk of suicide are stripped of all clothing,
including underwear, and given only a safety smock made of heavy, tear-free material
fastened with straps or Velcro. The garment is open at the bottom and on the sides. While
the suicide smock is a suicide prevention tool (its structure and thickness prevent it from
being used as a makeshift noose), the Mays Consent Decree and modern practice demand
that it not be used beyond what is clinically necessary. The safety smock leaves a person
physically exposed without modesty, is uncomfortable, and provides little warmth. The
unnecessary use of safety smocks is cruel, humiliating, and counterproductive; people who

12

https://www.disabilityrightsca.org/system/files/file-attachments/2021-10-29%20Mays-Pltfs%20Ltr%20re%20Dispute%20Notice%20MH-Suicide%20Prevention%20Demands%20for%20Remedial%20Action.pdf
https://www.disabilityrightsca.org/system/files/file-attachments/2021-10-29%20Mays-Pltfs%20Ltr%20re%20Dispute%20Notice%20MH-Suicide%20Prevention%20Demands%20for%20Remedial%20Action.pdf


are suicidal will deny or refuse to report suicidal thoughts for fear of being put in a safety
smock, which at the Jail can last for days at a time.”

○ “Despite the relatively discrete and critically important nature of this issue, the experts found
that there has been no progress towards compliance in 2021, with continued unnecessary
and deeply harmful use of the safety smock, in violation of the Mays Consent Decree. These
failures must be addressed without any further delay.

○ “Mr. Hayes provides specific examples of safety smock misuse in the SITHU/safety cells and
attributes the failure in significant part to custody staff. In one case (identified as Case No.
5). Mr. Hayes observed a patient on suicide precautions who had been in a safety smock for
four days. Even after the clinician specifically notified custody that clothing should be
restored, custody staff failed to do so. (Suicide Prevention Report at 63.)”

○ “Dr. Perrien found deficiencies with respect to safety smocks in the acute unit, attributing the
failure in significant part to JPS mental health staff. She documented that people “continued
to be regularly restricted to a suicide resistant smock . . . by psychiatry beyond what
appeared to be clinically indicated. Progress notes did not consistently renew those orders
nor were there clinical justifications for those restrictions.” Mental Health Report at 45.”

○ “This issue can and must be resolved very quickly, but it will require attention, training, and
quality assurance from custody, ACH, and JPS. Compliance requires, among other things,
that (1) decisions about the use of a safety smock or removal of normal clothing be made by
mental health staff based on individualized clinical judgment, (2) mental health staff
determine a patient’s need for a safety smock at the initial suicide precautions evaluation
and at least daily thereafter, and (3) provision of regular clothing occur “as soon as clinically
appropriate. Remedial Plan Section VII.N. JPS mental health staff must fulfill their duties,
and custody staff cannot ignore or undermine appropriate clinical orders.”

C. Focus Area #3: Address Inadequate Privacy/Confidentiality

○ “The third suicide prevention focus area addresses the requirement for reasonable privacy
and confidentiality during the intake and suicide risk assessment processes. Remedial Plan
Sections C.2, D.1, K.3. The County has failed to make progress on this critical issue. As
noted above, full compliance with these provisions will require substantial modifications to
the Jails’ physical plant. But the County has failed to implement “immediate, interim
measures” to improve privacy and confidentiality. Suicide Prevention Report at 7.”

○ “To the contrary, health care staff still routinely conduct non-confidential, cell-front suicide
risk and related assessments. This places class members in a terrible position of having to
disclose private information in front of deputies and other incarcerated people in order to
seek the help they need. The County has failed to take even basic interim steps, such
as fixing the inoperable telephone inside the designated JPS Interview Room in the
Main Jail’s booking area and developing additional privacy booths for intake nursing
staff. Suicide Prevention Report at 33. These failures are inexcusable and demonstrate
a lack of urgency about important issues affecting the health and well-being of class
members.”

Focus Area #4: End Reliance on CCTV Observation for Class Members on Suicide
Precautions
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○ “JPS has failed to remedy longstanding defects in its practices for monitoring people on
suicide precautions. In two consecutive reports, Mr. Hayes has called on the County to stop
relying on CCTV surveillance in place of in-person observation. This is because too often,
video feeds are not adequately watched, leading to suicides and serious suicide attempts
being caught on video without timely intervention.”

○ “Although the Consent Decree requires an end to the practice and although Mr. Hayes noted
that JPS “can quickly come into substantial compliance through policy revision,” the problem
persists. Of particular concern, JPS leadership appears to be unaware of the persistence of
these bad practices; they report that the problem has been resolved despite documented
examples to the contrary. See, e.g., Suicide Prevention Report at 54.

○ “The County is on clear notice that its suicide observation practices are deficient and
dangerous. The failure to remedy this issue immediately violates the Consent Decree, puts
class members at risk of great harm and even death, and exposes the County to significant
liability in the event of an in-custody death that could have been prevented through this
straightforward change to practice. The inclusion of CCTV monitoring in JPS/ACH clinical
orders should cease immediately.”

Focus Area #5: End the Improper Denial of Privileges and Property During Suicide
Precautions

○ “The fifth focus area addresses the inappropriate denial of property and privileges to people
on suicide precautions. Remedial Plan Sections VII.M.1-3. The County’s failure to
demonstrate meaningful progress towards compliance results in severe and indefensible
harms to class members every day.”

○ “The Consent Decree requires that mental health staff have the primary responsibility to
determine, based on individualized clinical judgment, the removal and return of (1) routine
privileges (e.g., visits, telephone calls, recreation) and (2) clothing and possessions (e.g.,
books, slippers/sandals, eyeglasses) (M.1 & M.2). Any denial of these privileges or property
must be “documented with clinical justification” and “reviewed on a regular basis.” The
Remedial Plan states that “[c]ancellation of privileges should be avoided whenever possible
and utilized only as a last resort” (M.3). In other words, people who are requiring mental
health care should not suffer the deprivation of basic items and privileges unless strictly
necessary from a clinical perspective.”

○ “Here too, the County has failed over the course of two monitoring periods to make changes
that would “quickly [facilitate] substantial compliance” with the Consent Decree. Suicide
Prevention Report at 7. Instead, the Jail’s practices have been defined by inconsistency and
dysfunction across the custodial and health care disciplines.”

○ “Mr. Hayes found that people on suicide precautions continue to be categorically denied
routine privileges, including visits, showers, phone calls, and out-of-cell time, as well as
access to the courts. Suicide Prevention Report at 58, 64. He found that all people on
suicide precautions in safety or SITHU cells “were always locked down.” Id. at 47, 59.”

○ “Staff also continue to indiscriminately deny personal property to people on suicide
precautions, in clear violation of the Consent Decree. In one recent example, a deputy
rejected out of hand a clinician’s attempt to provide a book and word search game to a
person on suicide precautions. Suicide Prevention Report at 61 (when JPS clinician
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removes patient from suicide precautions and attempts “to provide him with a book and word
search game, a deputy interceded and said ‘No.’”). As discussed in Part II.B, above, the
blanket denial of clothing to people on suicide precautions also persists.”

○ “Mr. Hayes’ report describes the resulting significant and altogether unnecessary harm to
specific class members. To recount just one example, Mr. Hayes observes one man (Case
No. 2) to be “very depressed, teary-eyed, and frustrated that he had been clothed in a safety
smock for five days and prohibited from having a shower and shave. He was concerned
about his appearance for an upcoming court hearing. The inmate complained that ‘they don’t
let me out for anything.’” After discussion with Mr. Hayes and a JPS supervisor, the clinician
found that the man was clinically ready to get his clothes back and a shower. The next day,
Mr. Hayes again observed the patient, who had a “brighter affect[] than the day before” and
“was grateful that he had his clothes and, although he had not yet received a shower or
shave, was looking forward to his scheduled court hearing the following day.” Staff reported
that this was the first time in at least three years that a class member on suicide precautions
in the SITHU was allowed clothing. Suicide Prevention Report at 59-60.”

○ The failures lie with both custody staff and JPS mental health staff. Mr. Hayes stated that the
“blanket denial of such routine privileges by deputies, as well as the lack of documentation
by JPS clinicians in recommending both clothing and privileges when appropriate, continues
to be very problematic.” Suicide Prevention Report at 61-62.”

○ “JPS mental health staff and leadership have failed to take steps towards implementation, in
terms of both training and practice. Mr. Hayes found that JPS clinicians were unfamiliar with
Consent Decree requirements on the privileges and property issue, and wrongly stated to
him that “clothing issue and privileges were the sole discretion of the deputies, not JPS.”
Hayes Report at 59. Dr. Perrien noted that, in the acute mental health unit, “the primary
issue appeared to be that the psychiatrist continued to refuse those items to the [] patients
who requested their clothes back or reading materials but the psychiatrist would not allow it
nor provide a clinical rationale for that decision.” Mental Health Report at 45.”

○ “Custody staff and leadership have similarly failed to conform their practices to their legal
and constitutional obligations. The aforementioned example of a deputy categorically and
reflexively refusing to allow a class member to receive a book and word search game from a
clinician is troubling. Another deputy, misinformed on Consent Decree requirements and
appropriate suicide prevention practice, “freely admitted that they did not believe suicidal
inmates should be permitted to attend court hearings or receive telephone privileges
because such activities might result in bad news” that could cause the person to attempt
suicide. (Mr. Hayes clarified that the staff had it backwards, noting that the “most ideal time
to receive any potentially bad news would be while the inmate was still being observed on
suicide precautions.”) Id. at 47. These findings suggest a troubling lack of accountability and
knowledge about the Consent Decree.”

○ “The County – including JPS – must develop and implement a corrective action plan to
achieve compliance now, through issuance of policies and departmental memoranda,
provision of targeted training across both custody staff and JPS mental health staff, and
effective supervision/quality assurance procedures. Progress toward compliance must
happen without delay, including as follows:
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i. 1. Class members on suicide precautions, regardless of location, must be provided
routine privileges and property consistent with individualized clinical judgment, with
custody consultation as warranted. Such privileges must include (a) social and legal
visits, (b) telephone calls, and (c) out-of-cell activities (dayroom, outdoor recreation,
etc.).

ii. 2. Property must be provided as soon as clinically appropriate, consistent with
individualized security considerations, including books, games/activities, writing
implements (pen/pencil and paper), tablets, clothing, slippers/sandals, eyeglasses,
toothbrush, deodorant, etc.

iii. 3. All people on suicide precautions should be allowed to attend their court hearing
unless the clinician, based upon clinical judgment and in consultation with security
staff, determines that transportation to court would adversely impact the individual.

iv. 4. Health care and custody policies must be revised consistent with the above,
making explicit that these requirements apply to people on suicide precautions
regardless of placement (safety cells, SITHU, etc.).

v. JPS mental health staff must be trained and held accountable as to their role.”

F. Additional Area for Immediate Remedial Action: Provide Access to Meals, Fluids,
Hygiene, Shower, Prescribed Medications, and Toileting to People on Suicide
Precautions

○ “An additional area of deficiency in both policy and practice relates to the provision of the
most basic of human needs to people on suicide precautions. Recent monitoring reveals
shocking denials of water, hygiene, showers, and toileting, all in clear violation of the
Consent Decree. See Remedial Plan Section H.4.”

○ “One class member recently reported that he spent approximately two days on suicide
precautions in a Main Jail holding cell that had no toilet or running water. Over the course of
those two days, he asked both custody and mental health staff for access to a toilet so that
he could defecate. His request was denied each time, with one staff member telling him to
defecate on the floor in the corner of the cell. He was ultimately forced to defecate on a
paper plate, leading to his getting feces on his feet. He asked repeatedly for water and
supplies to clean himself, and was denied. He was forced to eat his lunch that day in this
state.”

○ “Mr. Hayes’s report confirms that these cruel and unacceptable practices persist: “In
practice, inmates housed in safety cells continue to not be offered showers, were required to
request hydration, and could only defecate into a floor grate.” Suicide Prevention Report at
46; see also id. at 58 (“Most inmates on suicide precautions either did not receive a shower
or rarely, if ever, received a shower.”); id. at 59 (people held in SITHU were “prohibited from
taking a shower” even during multi-day placements).”

○ “Progress toward compliance must happen without delay, including as follows:
i. 1. People on suicide precautions must be offered showers at least daily, and upon

reasonable request. Prompt assistance with hygiene and cleaning must be provided
whenever circumstances warrant.

ii. 2. People on suicide precautions must be affirmatively offered water at least every
two hours, and upon request.
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iii. 3. People on suicide precautions must be affirmatively offered food at least
consistent with normal daily meal provisions, and upon request (e.g., if they missed a
meal due to their mental health or suicide observation status).

iv. 4. People held in cell that does not have a toilet must be provided access to a toilet
promptly upon request. No one should ever be directed or forced to defecate on the
floor or through a grate on the floor.

v. 5. Health care and custody policies must be revised consistent with the above,
making explicit that these requirements apply to people on suicide precautions
regardless of placement (safety cells, SITHU cells, etc.).8

vi. 6. JPS staff must be trained and held accountable as to their role.”

7. First Monitoring Report on Americans with Disabilities Act Compliance – 03/26/21 (pdf)
○ “At the conclusion of the first round of monitoring, the County remains largely

noncompliant with the ADA/Disability provision of the Remedial Plan. The rollout of the
new ADA Tracking System, the new electronic health records system, and related trainings
indicate that the County is on the precipice of meaningful progress on several aspects of the
ADA/Disability Remedial Plan” (p. 3).

i. “Other aspects of the Remedial Plan have seen little or no progress and will require greater
attention moving forward. Most concerning is the lack of any clear plan or path for the
County to comply with Consent Decree requirements to address Jail physical plan
deficiencies that result in access barriers for class members with disabilities…” (p. 3)

○ “The Remedial Plan contains a detailed set of provisions necessary for the
County to achieve ADA compliance. The Plan requires the revision of
policies, operations orders, and other documents to facilitate and ensure
ADA compliance.” (p. 4)

i. “The County is required to implement an adequate system for screening class members for
disabilities and disability-related accommodation, housing, classification, and other needs.
This screening process begins at the time each class member arrives at the Jail, and it must
be paired with the provision of adequate orientation and notice as to class members’ ADA
rights and the process for requesting ADA accommodations and related assistance.” (p. 4)

ii. “A critically important component of the Remedial Plan is the provision of safe and
operational Health Care Appliances, Assistive Devices, Durable Medical Equipment
(HCA/AD/DME) for class members with disabilities who need them, both during their
incarceration and when released… Importantly, “medical necessity” is not the
appropriate standard for determining when disability-related accommodations are
warranted” (p. 4).

iii. “The Remedial Plan requires that class members with disabilities be housed in facilities that
accommodate their disabilities, are consistent with their individual security needs, and
provide equal access to Jail programs, services, and activities, with accommodations
provided as needed” (p. 4).

○ “The Jail’s ADA Tracking System must effectively and reliably incorporate the
information gathered by both health care and custody processes. All relevant
staff- custody, classification, healthy care, and program staff- need to have
complete information about the needs of people with disabilities. The health care
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and custody procedures for tracking people with disabilities historically
and currently are not linked, adversely impacting the system’s
effectiveness” (p. 6).

i. “The Existing tracking system is the product of ad hoc, disjointed efforts by staff who
have not been provided the necessary resources or direct” (p. 6).

○ “The Remedial Plan requires that the County employ a dedicated ADA
Coordinator at each facility who is responsible for coordinating efforts to comply
with ADA-related requirements and policies, has sufficient command authority to
carry out such duties, and works with the executive management team on ADA
compliance processes…” (p. 7)

i. “Turnover in the SSO Compliance Units appears to be a significant issue… The
frequent turnover on the Compliance teams will make successful implementation of the
ADA/Disability Remedial Plan provisions much harder and less durable. Class Counsel
urges the County to make adjustments such that Compliance team members remain in their
roles for a sufficient period, with professional advancement pathways consistent with the
importance of these positions.”

ii. “The work of the Compliance teams must be guided by the requirements in the
Remedial Plan and not historical practices” (p. 8).

8. First Monitoring Report re Restrictive Housing, Discipl, Classification - 02/25/21 (pdf)
○ For the people who remain in restrictive housing, the conditions are grave. In the Main Jail,

in particular, many people have gone months without seeing sunlight or feeling fresh
air. Dozens of people who are classified as TSEP are locked alone in their cells nearly
around the clock, getting out of their cells no more than ten hours per week. They report
serious adverse effects from the deprivations, such as racing thoughts, depression,
and suicidal ideation. Many of them have significant underlying mental health needs,
which are exacerbated by the social and sensory deprivations of their living
conditions. Deputies and residents in the restrictive housing units in the Main Jail report
that many people confined there exhibit signs of severe mental health decompensation –
smearing feces on the walls, hoarding food items, and shrieking and banging on their cell
doors. Some of these people cycle between the extremely deprived conditions of
TSEP and the acute mental health unit (which itself provides limited treatment and
programming), where they are housed for a brief period before being discharged to
the very setting in which they decompensated. (p4)

○ Ongoing deficits in mental health resources continue to cause the SSO to overuse
restrictive housing to manage its population of people with serious mental illness.
The volume of people with serious mental illness who live and program alone in the Jails’
restrictive housing units due to the lack of appropriate treatment settings for them, in turn,
strains the physical plant limitations of the Main Jail and prevents the SSO from providing
adequate out-of-cell time to meet its Court-ordered obligations. These serious problems
cannot be addressed without a significant reduction of people with serious mental
illness in the Jails or a substantial expansion of mental health resources in the Jails.
(p4)
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○ The Department is still substantially noncompliant with the classification provisions of
the Remedial Plan. Classification staff fail to conduct in-person classification reviews or
even to notify people of the outcomes of their classification reviews. Classification staff do
not provide written notice of the reasons for placement in restrictive housing or the criteria
under which a person can earn their removal from restrictive housing. The SSO continues
to place and retain people in restrictive housing for reasons that do not comply with
the Consent Decree’s Remedial Plan.(p4)

○ In particular, the Jail has not implemented the Remedial Plan provisions requiring
mental health input into the disciplinary process. In several cases, it appears that the
SSO imposed excessive terms of discipline. Concerns also emerged about the
placement of some class members in maximum security housing following
disciplinary violations. (p4-5)

○ The lack of staff training on the requirements of the Remedial Plan and the absence of
clear policies to implement the Remedial Plan constrain the SSO’s ability to come into
compliance. Although the Consent Decree has been in effect for over a year, the SSO
still issues grievance responses citing inapplicable standards and contradicting core
tenets of the Remedial Plan. (p5)

○ Conditions in the Jails’ restrictive housing units do not comport with the Remedial
Plan. Most notably, the SSO is consistently failing to provide class members in
restrictive housing with the required number of out-of-cell hours. At the Main Jail,
people are offered very few hours out of their cells each week at unpredictable hours. During
the limited time of their cells, class members are provided few programming opportunities
and, at least since October 2020, no outdoor recreation at all. As a result of the harsh
conditions of restrictive housing at the Main Jail, class members report feelings of
increased isolation, anxiety, and worsening depression. (p8)

i. The most significant feature of restrictive housing at the Jail is the extremely limited
number of out-of-cell hours. The Remedial Plan requires that all people at the
Jail, except those subject to Administrative Segregation Phase 1 or Disciplinary
Segregation, receive at least 17 hours of out-of-cell time per week. Section
VIII.B.1.1 But class members in restrictive housing reported—and the Jail’s logs
confirm—that people are receiving far fewer than 17 hours out of their cells per
week. (p8)

ii. In December 2020, when Plaintiffs’ counsel interviewed several class members in
restrictive housing, class members in the Main Jail’s 8 West unit reported that
they receive, at most, ten hours out of their cells per week and as few as one
hour per week. The SSO’s out- of-cell logs for those same class members confirm
their reports. (-8)
1. According to the SSO’s logs, one class member on 8 West was offered about

one hour per week out of his cell. When interviewed, that class member said
that he is released only two or three days per week, usually for less than
thirty minutes each time. During that time, he showers and makes a phone
call, then returns to his locked cell for several more days, until he is again
released for another half hour. (p8-9)
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○ The Remedial Plan requires the elimination of the TSEP classification in favor of a
two- phase administrative segregation system with strict time limits for each phase.
Jail leadership at RCCC still refer to people as TSEPs. At the Main Jail, classification staff
have adopted the terminology of “Ad Seg 1” and “Ad Seg 2,” but have not
implemented the corresponding time limits (15 days in ad seg 1 and 30 days in Ad Seg
2, barring certain disciplinary offenses or extraordinary circumstances). As a result, TSEPs
are sometimes referred to as “Ad Seg 1,” but there is no limit on how long they may
remain in that setting or the criteria for their retention, and their conditions of
confinement largely are unchanged from the previous TSEP classification. “Ad Seg 2”
refers to people who live in double-cells and program in small groups with others, but again,
the time limits and limiting criteria have not been implemented. (Footnote, p8)

○ The SSO reports that it is unable to provide class members the required number of
out-of-cell hours due to the large number of people on restrictive classification
statuses and the minimal programming space. As of January 6, 2021, the Main Jail
housed 37 people on T-SEP status and 61 people on Administrative Segregation Phase 2
status. Many of those people are housed in the 8 West housing pods and share limited
dayroom space. Because of their classification statuses, each person programs alone
or in very small groups. But with so many people programming separately, the SSO is
unable to provide the required out-of-cell time per week for each person. (p9)

○ To maximize limited space, the SSO runs dayroom at night and also during the day.
However, on account of frequent lockdowns and modified programs (discussed
below) and competing demands for dayroom space, class members may go several
days without accessing the dayroom during the daytime. As a result, they cannot call
their families and loved ones during normal waking hours. This practice violates the
Remedial Plan, which expressly requires the SSO to provide all class members in
non-disciplinary restrictive housing with at least five hours or three weekdays per
week of phone access “during normal business hours.” Sec. VIII.B(3). (p9)

i. In addition to the constraints related to the size of the restrictive housing population
and limited space in the Main Jail, restrictive housing units frequently are locked
down or on “modified programming,” periods during which no out- of-cell time is
provided as a general matter. Class members report that their units are locked
down several times a week for a variety of reasons, most commonly because
there is insufficient custody staff available to run programming. If a particular
unit falls below a given deputy-to-inmate ratio, then the entire unit must be
locked down, according to Jail policy. During times of particularly low custody
staffing levels, two deputies escorting a person to an outside medical facility
(“med run”), for example, will result in a lockdown and loss of programming
opportunities for the entire unit. If staffing remains low for the full day, then the
unit will also remain locked down for that entire day, during which time no one
can leave their cells to program. Jail staff confirmed that lockdowns are a
challenge for achieving compliance with the Remedial Plan at the Main Jail. (p10)

ii. The frequent lockdowns result in people at the Main Jail being offered
out-of-cell time sporadically and at unpredictable hours. Although the SSO
purports to have a rotating schedule of out-of-cell time for class members, so that
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each person has an opportunity to be out of their cell at various times of the day, the
lockdowns happen so often that there is no clear or consistent schedule
governing out-of-cell time for class members. Consequently, class members
are confined to their cells for days at a time with no reliable indication of when
they will be let out next. (p10)

iii. Custody staffing deficits are a long-standing and entrenched problem for the
SSO. In 2018, a neutral expert retained by Sacramento County determined that
“[t]he level of custody staffing for both jails is startlingly and dangerously low
for even their current operation and as a result they operate in a state of near
perpetual emergency.” Doc. No. 1-2 at 8. The expert concluded that the extremely
harsh conditions for people in restrictive housing conditions “are being driven
by the lack of Deputies assigned to supervise those units.” Id. at 34. In October
2018, Sheriff’s Department then-Chief Deputy Jennifer Freeworth acknowledged that
staffing shortages prevent the SSO from providing “the adequate number of
out-of-cell time. See Plaintiffs’ Motion for Summary Judgment, Doc. No. 61-1 at 19.
Custody staffing shortages cannot justify unconstitutional conditions of
confinement and must either be addressed through substantial population
reduction or through significant increases to staffing levels. (p11)

○ The Remedial Plan requires the Department to provide reasonable access to a variety
of programming opportunities, including personal calls, education and rehabilitative
materials, personal and legal visits, and religious services, among others. Sec. VIII.B.3. The
SSO currently provides only a few of those programming opportunities and in a
limited fashion. When people in restrictive housing are allowed out of their cells, it is their
only opportunity to shower, make personal calls, order commissary, and spend their
remaining time in the dayroom. For people that are only allowed out of their cells for 30
minutes at a time, they must choose which of those activities they want to participate
in. Class members report that at times, they must forego personal calls so that they
can shower. The SSO also has failed to provide some of the programming services
that the Remedial Plan requires. For example, class members report that they cannot
access religious services. (p11)

○ Class members on 8 West at the Main Jail have not been provided any outdoor
recreation since October 2020, even though the Remedial Plan requires that “the
opportunity to exercise shall be provided to prisoners seven (7) days per week, including
outdoors/recreation time when feasible.” The SSO reports that a lead abatement
construction project on the recreation yard shared between the seventh and eighth floors of
the jail has prevented class members on those floors from accessing the outdoors at all for
months. One class member, who was booked at the Jail in September 2020 and spent
his first couple weeks in quarantine at the Jail before moving to 8 West, said that he
had not seen the sun in the several months since he was arrested. (p12)

i. The Department has not compensated for the lack of outdoor recreation with
expanded dayroom time, the introduction of indoor exercise equipment, or
enhanced rehabilitative programming. Instead, class members simply are
confined to their cells for even longer hours and are not afforded any
meaningful opportunity to exercise. (p12)
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○ Numerous class members also reported that upon placement in restrictive housing,
their cells were filthy, with feces on the walls and trash on the floors. This practice
violates the Remedial Plan provision intended to address this very issue. Sec. VIII.B.5
(“The County shall establish procedures so that all housing unit cells are searched and
cleaned prior to a prisoner’s placement in the cell.”). (p12)

○ With so few social and recreational opportunities, the harsh conditions of restrictive
housing at the Jail significantly impact class members’ mental and physical health.
People reported that the extreme and isolating environment, especially for individuals on
TSEP status who program completely alone, increases their anxiety and depression. In a
letter to the Court, one class member explained that the “isolation ... is making us wors[e],
boxed in like a caged animal 23 hours a day with no opportunity to interact or socialize,
driving a great number of us to a mental breakdown . . . or . . . suicidal thoughts.” Doc No.
123 at 5. Several class members reported to Plaintiffs’ counsel that they try to pass the time
each day by sleeping. Many described symptoms of depression and anxiety, such as racing
thoughts and feelings of hopelessness. Other class members said that they dwell on
their criminal charges all day because they have nothing else to do to occupy their
time and no one to interact with. These conditions do not promote rehabilitation or
prosocial conduct. (p13)

○ The conditions are particularly harsh for individuals housed in the 8 West 400-pod.
Since summer 2019, the Jail has used that pod to house a group of seven to ten people who
are co-defendants in the same criminal case. The SSO has classified all of them as TSEP,
but their conditions of confinement are even more restrictive than other TSEPs. For
example, there is a padlock on each cell door in addition to the normal locking
mechanism that other cell doors are equipped with. Whenever these class members are
released from their cells, officers must remove the padlock, which can take several minutes
to do. If an emergency were to occur at the Jail that required immediate evacuation,
custody staff would need to individually unlock each person’s padlocked cell.
Padlocks are also placed on the visiting booths that these class members occupy for
personal or legal visits. These measures raise questions about whether these class
members are being housed in the “least restrictive” manner appropriate to their
individual factors. See Remedial Plan, Sec. VIII.A. (p13)

i. The SSO requires class members in this pod to move cells every few weeks.
They are moved at random and, at times, in the middle of the night. The cell
moves are initiated and executed with no prior notice to the class members.
During the cell move, officers remove one of the class members from his cell and
take him to a different floor to undergo an x-ray. Officers then search through the
class member’s entire cell and his belongings. The class member’s property is then
packed, and he is moved to a different cell in the 400-pod. Several class members in
the 400-pod reported that the cells they are moved into are often unsanitary and
have not been cleaned before the move, as noted above. (p13)

ii. Class members in 8 West 400 and their attorneys also report that the visiting
booths used for confidential attorney-client meetings are not soundproof.
When conducting attorney-client interviews in one visiting booth, class
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members report that they can hear the conversation happening in the next
booth. (footnote p13-14)
○ Interviews with people on TSEP status at RCCC indicated they are offered

more out-of-cell time than those at the Main Jail. They have regular access to
an outdoor recreation yard, and their out- of-cell time is provided in a more
routine manner, without interruptions based on lockdowns or other factors. But,
even still, class members generally report that they receive less than 17
hours out-of-cell time each week. In particular, people on both TSEP and
administrative segregation status at RCCC report that they are offered
around one to two hours of dayroom time every day, along with two or
three hours of outdoor recreation each week, amounting to about ten to 14
hours of out-of-cell time per week. This does not meet the Remedial Plan
requirement. (p14)

○ Women classified as General Population Maximum Custody (“GP Max”) at
RCCC raised concerns about their conditions of confinement. The Remedial
Plan requires the SSO to “review the housing and restrictions of female prisoners
classified as high security to ensure that this population is not subject to
Segregation conditions of confinement.” Sec. VIII.A.1(c).  Notwithstanding this
provision, conditions for women classified as GP Max are markedly more
restrictive than for other members of the general population. They are
generally confined to their cells, unlike people in the other housing units for
females at RCCC, who can move freely throughout the dorm. Like people
classified as PC, women on GP Max status are prohibited from participating in
group rehabilitative, educational, and vocational programs. They report that they
generally are permitted out of their cells for an hour in the nighttime to shower
and use phones and for an hour or two during the day to exercise outside. These
conditions resemble those of restrictive housing, in violation of the
Remedial Plan. (p14)

i. With relatively few female housing units, some women are classified as GP Max
because they have “keep seps” with people in each of the three female GP dorms.
These “keep sep” alerts can be placed by any deputy, and no formal process
exists for class members to challenge their accuracy or current relevance. The
SSO notes that the Classification Unit removes keep sep alerts whether there is no
further documentation of the issue “if it is discovered.” An express policy regarding
the use and review of keep sep alerts would be advisable. (p14)
○ Several class members housed in the Ramona housing unit also raised

concerns about conduct by some custody staff members. In particular,
multiple class members said that some deputies refer to them as “nasty
bitches” and use other offensive language toward them. One class member
reported that a deputy recently told her that she was “a sorry excuse for a
human being.” The class members reported this treatment mostly comes from
deputies who work the B shift at night. Plaintiffs’ counsel has reported these
concerns to Jail leadership, which has indicated it has investigated the matter
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and provided verbal counseling. Plaintiffs’ counsel will continue to monitor this
serious issue. (p15)

○ Class members at RCCC also raised concerns about the conditions in the
Protective Custody (“PC”) units. People classified as PC are placed in
specialized housing to address potential concerns about their own safety in the
general population, not because they pose a heightened risk to others. They
generally should not face harsher restrictions with respect to their living
conditions due to their PC needs. The Remedial Plan provides that “the
County will not operate Protective Custody (PC) units with
Segregation-type conditions of confinement. Prisoners placed in Protective
Custody shall have the same programs and privileges as general
population prisoners, absent exceptional circumstances that are
documented.” Sec. VIII.F.2. (p15)

i. Several class members who are classified as PC at RCCC reported concerns about
their conditions of confinement. One class member reported that he was able to
go outdoors just three times in two weeks. He has no television or tablet in his
cell and reports that he spends at least 20 hours per day locked in his cell with
little to do. Another class member, who is housed in PC because he dropped out of
a gang, reported as follows: “We’re in cells and twice a day each tier is let out for
an hour and three times a week we get yard in an enclosed area. The pod itself
is small with two skylight windows. . . . Not being able to see outside or the sky
tends to drive you crazy.” By contrast, he wrote, people in the general
population dorms “have free access to the outdoors most of the day.” He
continued: “My question is why we are being treated differently when the GP
when our only difference is we chose not to be active gang members?”
(p15-16)
○ A key concern with respect to the conditions of confinement in restrictive

housing units is inadequate staff training about the requirements of the
Remedial Plan. While Jail leadership is knowledgeable about the Remedial Plan,
many staff members interviewed by Plaintiffs’ counsel did not appear to
know how many hours of out-of-cell time should be provided to people held
in the jail and did not demonstrate familiarity with other basic components
of the Remedial Plan.

i. This deficiency is reflected in the SSO’s grievance responses, which routinely
fail to cite the correct governing standards. For example, a class member who
lives on 8 West filed a grievance in August 2020 about having inadequate time to
shower, make legal and personal calls, and order commissary items. The grievance
response, signed by both a deputy and a sergeant, states: “You have been
allotted more than the 3 hour mandated time” out of cell per week—perhaps
referring to the Title 15 requirement that jails provide “a minimum of three
hours of exercise distributed over a period of seven days.” Cal. Code Regs, tit.
15 § 1065. This grievance response is misleading and misinformed; the SSO is
under a federal court order to provide 17 hours per week of out-of-cell time.
(p16)
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ii. Plaintiffs’ counsel also raised concerns about a grievance response issued in
August 2020 in which the SSO stated: “We are working to comply with all
aspects of the consent decree, however at this time it is a recommendation.”
Again, the grievance response conveys inaccurate information about the
nature of the Consent Decree and the SSO’s obligations. (p16)
○ …the SSO fails to comply with the Remedial Plan’s procedural

requirements regarding classification. Classification leadership and staff at
both jails reported that classification reviews for people in restrictive housing are
done in 30-day intervals, but it is a “computer review.” The person whose
classification is under review does not participate. There is no process to notify
the person of the date of their upcoming classification review. There is no
process to notify the person of the outcome of their classification review.
Classification staff provide no statement of reasons for retention in
restrictive housing and no plan or criteria for the person’s removal from
restrictive housing. (p17)

i. In some cases, classification deputies interview people about classification issues,
but generally only in response to written grievances. Even then, there is no
systematic process by which classification staff establish or document
benchmarks regarding the person’s retention in administrative segregation.
(p17)

ii. Moreover, the grievance responses reviewed by class counsel universally fail
to provide adequate information. In one case, a class member grieved his
retention in administrative segregation. The grievance response stated the date of
the person’s next classification review, but failed to provide any reasons why he was
in administrative segregation at that time or how he could get out. The class member
did not participate in the subsequent classification review and did not receive any
information about the outcome of that review. The grievance therefore failed to
convey necessary information about the person’s placement in administrative
segregation. (p17)

iii. By failing to communicate with class members about the reasons for their
placement in restrictive housing and the criteria for their removal, the SSO
fails to comply with the requirements of the Remedial Plan. It also misses an
opportunity to incentivize good conduct among people living in restrictive housing
units. As the County’s custody expert opined in 2016: “[I]nmates in segregation need
to have incentives for positive behavior and need access to programs to help them
gain control of their behavior. It is a simple carrot and stick approach.” Doc. No. 1-2
at 17. (p18)

iv. The SSO is in the process of implementing a new classification system, through
ATIMS Jail Management Software, which will allow for certain reforms to the
classification system. Jail staff is optimistic about the implementation of ATIMS,
which they believe will allow many people in the general population to move to lower
classification levels than they have been assigned under the current Northpointe
system. Jail staff reported that they anticipate many people who currently are
classified as “GP medium” and “GP high” will transition to lower classification
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levels, which will permit greater programming opportunities and allow more
people to transfer to RCCC and vacate scarce space at the Main Jail. (p18)

v. These are important developments, but greater action is needed to bring the
Jails’ classification practices into compliance with the Remedial Plan. The SSO
must develop written policies governing its classification procedures that
implement the Remedial Plan. It also must develop and implement training
about the requirements of the Remedial Plan so that classification staff
understand their obligations. (p18)
○ Despite progress reducing the restrictive housing population, the SSO remains

out of compliance with the administrative segregation provisions of the
Remedial Plan. The Remedial Plan is specific about the circumstances under
which a person may be placed and retained in administrative segregation. While
Jail leadership have taken steps to eliminate the TSEP classification in favor of
the “Ad Seg 1” terminology at the Main Jail, the SSO continues to place people
in restrictive housing for reasons that do not comport with the Remedial
Plan and to retain them there for too long. (p18)

i. Plaintiffs’ counsel’s review of classification files yielded multiple examples of
people housed in administrative segregation despite the lack of qualifying
criteria. In one case, classification staff reported that a class member was placed in
administrative segregation because he was found drunk on a general population
floor and used offensive language toward a deputy. In another case, a class member
was placed in restrictive housing due to an allegation that he had hit another person
in his housing unit. The alleged victim was never located, and the class member was
found not guilty of the charge, but nonetheless he was moved to 8 West and placed
on TSEP status. In one case, the reason supplied for a class member’s
placement in administrative segregation was that “this inmate is a level 3 with
CDCR, almost a level 4”—a particularly remarkable and troubling justification
for placement in administrative segregation, since being Level 3 in the
California Department of Corrections and Rehabilitation (“CDCR”) is not a form
of restrictive housing and generally involves vastly more out-of-cell time,
access to programming, and freedom of movement as compared to the Jails’
restrictive housing units. (p19)

ii. In many cases, the rationale supplied by the SSO for placement and retention in
administrative segregation relates to gang affiliation during previously completed
terms in the state prison system. (p19)

1. First, as set forth above, the Remedial Plan requires that placement in
restrictive housing be based on recent conduct, not past behavior or
affiliation. Second, indefinite placement in restrictive housing violates the
Remedial Plan. Moreover, the practice is irrational and obsolete. CDCR
itself does not impose such draconian conditions on validated gang
affiliates. In the past, CDCR had a practice of sending gang affiliates to the
Security Housing Unit for indefinite terms regardless of whether they had
violated a prison rule. That practice was abandoned pursuant to litigation, in
part due to defects in the gang validation process upon which Sacramento
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County Jail continues to rely. Now, CDCR only imposes restrictive housing
on people with gang validations if they are found guilty of serious
offenses. Even then, the terms of restrictive housing are not indefinite. It
is unacceptable for the SSO to rely on a CDCR process to impose a
harsher and longer penalty than would result from CDCR’s own process.
(p20)

○ Among the most substantial hurdles to compliance with the Remedial Plan
is the ongoing use of restrictive housing for people with serious mental
health needs. The Remedial Plan expressly prohibits the use of restrictive
housing for people with serious mental illness except in “exceptional and
exigent circumstances,” but all parties agree—and medical and custody
records demonstrate—that the units continue to house dozens of people
with serious mental illness, at a rate that far exceeds this group’s
representation across the Jail system. (p20-21)

i. Indeed, SSO classification staff and floor deputies report that many people in
the TSEP classification are there because of “severe psych” needs. Class
members and custody staff describe people living in restrictive housing on 8 West
who shriek, smear feces, bang on cell doors, and experience extreme delusions and
paranoia. Some of them live in restrictive housing while awaiting scarce treatment
beds in 2P or the IOP program. Others cycle back and forth between designated
mental health units and restrictive housing.

ii. The story of one class member, who was booked into the Main Jail in October
2020, captures this harmful cycle. At the time he was booked into the jail, the
patient was identified as having a serious mentally illness and given a
diagnosis of schizophrenia. Medical records indicate that he was unkempt,
delusional, and had pressured speech. Soon after booking, the class member was
transferred to 8 West for restrictive housing on account of an allegation that he
fought with another incarcerated person. (The allegation was never
substantiated, and no guilty finding resulted.) (p21)

1. Once housed on 8 West, the class member received no group mental
health treatment and very limited individual mental health care. All of
his mental health contacts were provided at cell-front, across a locked
cell door. Despite his known mental health needs and vulnerabilities, he
was subject to the same harsh and highly deprived conditions of
confinement as everyone else in the unit—no access to direct sunlight or
fresh air, extremely limited out-of-cell time, and no social contact with others.
(p21)

2. In that setting, the class member decompensated.
3. This patient’s case captures the interplay between Jails’ overtaxed mental

health program and its restrictive housing practices. It also
demonstrates substantial noncompliance with critical components of
the Consent Decree. (p22)

a. First, the Remedial Plan expressly states that people with serious
mental illness who meet the criteria for a Designated Mental Health Unit
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(2P, IOP, OPP) will not be placed in segregation (Sec. VIII.D.1). This
patient was placed and retained in 8 West despite clear indications of
serious mental health needs and despite being on the waitlist for IOP.
See First Report of Compliance in Mental Health Services Based on Consent
Decree, Dr. Mary Perrien, Doc. No. 136-2 (Jan. 20, 2021) at 39-40 (noting
that 58% of the people in the Jails’ restrictive housing units have
serious mental illness notwithstanding the Remedial Plan provisions
prohibiting their placement in that setting). (p22)

iii. In other words, there are not enough treatment spaces or resources to provide
humane and appropriate conditions for people with mental health needs in the
Jails. In the absence of these resources, people decompensate in restrictive housing
and suffer needlessly. Five years since the onset of remedial negotiations focused in
large part on the conditions of confinement for people since serious mental health
needs, it is clear that the County cannot come into compliance with the
Remedial Plan without reducing the population of people with serious mental
illness in the Jails and increasing the resources within the Jail for those who
remain. (p24)
○ JPS staff and SSO staff confirmed that the SSO currently does not comply

with the remedial provisions requiring mental health involvement in the
disciplinary process. There currently is no process or practice in place to
solicit mental health input into the disciplinary system. Although hearing
officers may elect to mitigate sanctions based on their observations of a person’s
mental health needs, no policy requires them to do so or informs them how
they should incorporate mental health input into the disciplinary process.
See Mental Health Report, Doc. No. 136-2 at 49-51 (finding noncompliance with
Remedial Plan provisions regarding discipline). This failure is of particular
concern because people with serious mental illness are overrepresented in
restrictive housing. The need for mental health input into the disciplinary
system was a core finding of the County’s retained expert on restrictive
housing in 2016, see Doc. No. 1-2 at 26. The Remedial Plan attaches a
carefully drafted and extensively negotiated form, JPS – Rules Violation
Mental Health Review (Exhibit A-3), which is foundational to reaching
compliance with several provisions of the Remedial Plan. (p25)

○ The imposition of disciplinary sanctions was not a core area of inquiry for this
report, but Plaintiffs’ counsel became aware of a number of concerning
situations in recent months that raise questions about the overuse of
disciplinary sanctions and restrictive housing placements in the Jails. (p25)

i. Plaintiffs’ counsel’s investigation revealed that this sort of maximum-security
placement following disciplinary terms is in many cases automatic. This
practice should be reviewed and modified, consistent with the Remedial Plan
requirements to reduce the use and misuse of restrictive housing conditions and
provide placements in the least restrictive setting appropriate based on individualized
assessments. (p26)
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○ Ongoing shortages of space and staffing continue to pose serious
obstacles to compliance with the restrictive housing provisions of the
Remedial Plan. Given the scope and depth of the challenges facing the County
in complying with the Remedial Plan, it is Plaintiffs’ counsel’s position that
discussions about durable population reduction are warranted and in the
interest of all parties.(p28)

9. First Medical Care Court Expert Report (LaMarre) - 1/20/21 pdf)
○ “This case exemplifies the structural and systemic process issues described

in this report, such as failure to take an adequate substance abuse history, failure
to monitor and initiate treatment and lack of medically supervised withdrawal.
This case demonstrates lack of cooperation between medical and mental
health staff and indifference by two nursing staff to this patient with
serious medical needs. This may reflect a wider cultural issue at the jail in
how health care personnel view their obligations to provide timely, appropriate
and compassionate care to patients.”:
“A detainee was admitted in July 2020 and died 11 days after arrival at the jail.
His medical history included substance use disorder involving benzodiazepines
and heroin and left arm abscess. The patient had a previous admission on
1/26/201858 and 12/8/2019.

Upon arrival a RN conducted intake screening. The patient reported
heroin and benzodiazepine use. The nurse did not take a history of
amount, frequency, duration or last use of each substance and did not
perform a urine drug screen. He denied mental health conditions. The
patient had a left arm abscess that the nurse cleaned and dressed.
COWS=3, CIWA=not performed. The nurse ordered Essential Medication
Review, Priority Flex Nurse (PFN) Appointments x 2 and MD Sick Call x
2, MH referral, SARS CoV-2 and tuberculin skin testing. The nurse did not
refer the patient to a substance use disorder (SUD) counselor.
A nurse did not perform substance use withdrawal monitoring (e.g.,
COWS or CIWA) the remainder of the day or the following day.
Approximately 56 hours after his arrival a nurse practitioner (NP) saw the
patient for follow-up of his left arm abscess. The NP noted the patient
appeared to be detoxing with elevated BP and pulse. The patient using
other drugs and denied nausea, vomiting and diarrhea. Temp=99° F,
BP=181/85 mm Hg, pulse=137/minute, resp=16/minute, oxygen
saturation=100%. The NP did not perform a COWS or CIWA assessment,
order a urine drug screen, address the patient’s abnormal vital signs,
order vital sign monitoring, or opiate and/or benzodiazepine withdrawal
medications.” (pg47)

10. First Mental Health Care Court Expert Report (Perrien) - 1/20/21 (pdf)
○ “Over half of the jail system population (55.22%) have a length of stay of seven days

or less with similar numbers of new arrivals. This places a typical but heavy burden on the
intake process, relying on nursing and mental health staff to accurately identify those newly
arriving detainees who require urgent and emergent referrals to mental health for services
such as treatment for suicide prevention and those detainees with serious mental illness
(SMI) who require ongoing treatment in the least restrictive setting. When extending
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the time to six months, 94.82% of the population has a length of stay that is six months or
less. This data reinforces the need for all mental health service providers to be quite familiar
with community and prison resources as discharge planning and continuity of treatment
services will need to be a focus on mental health treatment in the jails upon identification
of detainees with mental illness and development of the initial treatment plan, regardless of
the detainee’s legal status at that time. This will be addressed further in that section of the
Remedial Plan.”

○ “In anticipation of the August 2020 site visit by this expert, another information request was
submitted that included a census of all mental health caseload participants by level of care
with specific information as defined in the Remedial Plan included, and average amount of
out-of-cell structured treatment time provided to patients in the IOP by facility and the
inpatient program. Finally, on November 6, 2020, this expert requested an updated census
list by level of care structured similar to the list received in August 2020. Only the outdated
August data was ever provided despite clarification and a second request. The average
structured therapeutic activity hours provided to patients in the IOP or acute
programs was also not provided though staff acknowledged that while groups could
possibly be held in the 2P inpatient program, they were not.”

○ “The more troublesome aspect identified during this monitoring round was not just that
certain aspects of the Remedial Plan were not spoken to (i.e., 7 hours of structured
therapeutic activities out of cell) but that staff did not adhere to policy (e.g.,
confidentiality). Policies can be re-written, but supervisors must ensure that staff
adhere to those policies.”

○ “As we move forward toward compliance with the Consent Decree, ensuring that
Defendants present a properly executed status report to the experts with sufficient time to
question staff will be critical in the production of the experts’ reports and in establishing that
Defendants can monitor themselves.”

○ “More of the records were not formalized into case studies because it quickly became
apparent that detainees were overwhelmingly seen cellside and those contacts cannot
be considered a clinical contact due to the non-confidential nature of the contact and
the inability to provide treatment in that setting as well as the dangers in discussing
anything meaningful or of a sensitive nature in the housing unit.”

○ “Prioritization for Future Monitoring Report”
i. “Defendants and Plaintiffs discussed the possibility of conducting a focused review

for the next monitoring round. Because there have been so many significant
leadership changes impacting program service delivery at the Sacramento County
Jails and staff are inexperienced in being monitored by the Federal Court, it seemed
advisable to help them focus on significant areas where sustained attention would
proof dramatically fruitful across several additional areas. For example, resolving
space issues would address treatment delivery, treatment access, bed planning, and
possibly recruitment and retention. To harness the expertise of All Parties early in the
Remedial Process encourages All Parties to take charge of the case rather than let
the determine the Defendants plans and dictate All Parties’ subsequent moves and
recommendations. This process was discussed openly amongst experts, defendants
and plaintiffs and all parties appeared open.”
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ii. “Because of the parties’ willingness to participate in such an endeavor and the
unique timing of it, this expert strongly recommends to the Court that the Experts be
directed to conduct a focused monitoring review for the 2nd Monitoring Period. The
Parties will meet to ultimately select the agreed upon areas of focus, but these are
the mental health recommendations in no particular order:”

iii. “1. Space – space is at an absolute premium at the Main Jail and lesser so but still a
challenge at RCCC. Treatment cannot be provided without acceptable space
available for individual and group therapy.”

● “While onsite in August 2020, mental health managerial staff
indicated that mental health line staff were consistently using
classroom space if it was available. However, once on the housing
units, this was quickly observed to be an expectation of mental
health management that had not manifested into an operational
reality. Speaking to a mental health provider who very
honestly acknowledged that at times the workload simply
forces providers to do cell side interviews. Mental health
management was committed to reinforce their expectation with
staff regarding confidentiality but seemed surprised to observe
the failure to use open classrooms and unaware of what the
actual operations had been. Supervisors must complete direct
observation and audits to ensure that operational and cultural
changes such as the expectation for privacy for detainees were
consistently happening.”

iv. “2. Staffing – once space is available there must be sufficient numbers of
appropriately licensed competent staff to use that space to deliver appropriate
treatment.”

a. “The parties agree that the custodial and health care staff must
be increased to meet minimal constitutional and statutory standards.
Presently, there are insufficient deputies to supervise out-of-cell
activities for people in the general population and administrative
segregation, and to provide security for health-related tasks. The
parties agree that reduction in jail population is one
cost-effective method to achieve constitutional and statutory
standards.” (II.B)

b. “The County intends to hire additional custodial and health care staff.
The parties agree that population reduction of the jails will
facilitate compliance with this Remedial Plan. All population
reduction measures should be designed to promote public safety
through evidence-based programs.” (II.B.1)

c. “If through the monitoring process it is determined that the County is
not fulfilling the provisions of this Remedial Plan due to staffing
deficiencies, the parties will meet and confer regarding what steps to
take to reduce the population of the jail, including available
resources to facilitate population reduction.” (II.B.2)
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d. Policies and Procedures
e. “The Remedial Plan states that the County shall establish policies and

procedures that are consistent with the provisions of this Remedial
Plan and include the following:(IV.A) (below are sections IV.A.a-h)

f. 1. A written document reflecting the complete spectrum ofmental
healthcare programming and services provided to prisoners;

g. 2. Minimum and maximum timeframes for when each type of mental
healthcare service will be completed, including but not limited to
laboratory tracking and psychiatry follow-up services, inaccordance
with prevailing community and professional standards;

h. 3. An intake and referral triage system to ensure timely and effective
resolution of inmate requests and staff referrals for mental healthcare;

i. 4. Specific credentialing requirements for the delivery of mental
healthcare services, including but not limited to only qualified mental
health professionals may make critical treatment decisions.

j. 5. Clinical monitoring of inmates, including but not limited to those
who are involuntarily medicated, clinically restrained or secluded,
segregated, or on suicide watch;

k. 6. Descriptions of specialized mental health programming that
specifically identify admitting and discharge criteria and the staff
members who have the authority to place inmates in specialized
mental health housing;

l. 7. Procedures for involuntary medications and other appropriate
measures for the management of inmates with serious mental illness
who lack the capacity to give informed consent, in accordance with
relevant state law;

m. 8. Training for all staff members who are working with inmates with
mental illness in all aspects of their respective duty assignments.”

n. Organizational Structure
o. Organizational Structure (IV.B)
p. 1. The County shall develop and implement a comprehensive

organizational chart that includes the Sheriff’s Department
(“Department”), Correctional Health Services (“CHS”), Jail Psychiatric
Services (“JPS”), Chief Administrative Officer, Medical Director of the
JPS Program, and any other mental health staff, and clearly defines
the scope of services, chains of authority, performance expectations,
and consequences for deficiencies in the delivery of mental health
care services. (Section IV.B.1)

q. 2. A Medical Director of Jail Psychiatric Services shall be designated
and shall oversee all mental health care functions in the jails,
including psychiatric prescribers and psychiatric nurses. The Director
shall possess clinical experience and a doctoral degree. (IV.B.2)

r. 3. The Medical Director of Jail Psychiatric Services shall participate in
jail executive leadership and shall be responsible for overseeing
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program development, clinical practice, and policy, as well as
interfacing with jail and medical leadership and community mental
health. (IV.B.3)

v. “3. Use of Force – this is a high risk, high liability area that usually involves significant
cultural change for both mental health and custody staff to reduce unnecessary uses
of force.”

vi. “4. Treatment – assess need through bed planning and start to increase delivery.
When a system is in a state of crisis need studies are not accurate. Only as the
system begins to provide regular, functional services can bed need studies more
accurately reflect the need of a functional system.”

a. The County shall continue to operate its acute inpatient program and
its Outpatient Psychiatric Pod (OPP) program. The County shall
establish a new Intensive Outpatient Program (IOP) for inmates who
require a higher level of outpatient psychiatric care than what is
provided in the OPP program.

○ Patient Privacy (IV.C): All clinical interactions shall be private and confidential absent a
specific, current risk that necessitates the presence of custody staff. In making such
determination, custody and clinical staff shall confer and review individual case factors,
including the patient’s current behavior and functioning and any other security concerns
necessary to ensure the safety of medical staff. Such determinations shall not be based
on housing placement or custodial classification.(IV.C.1)

1. For any determination that a clinical interaction with a patient requires the
presence of custody staff, staff shall document the specific reasons for the
determination. Such decisions shall be reviewed through the Quality Assurance
process. (IV.C.1.a)

2. If the presence of custody staff is determined to be necessary to ensure the
safety of medical staff for any clinical counter, steps shall be taken to ensure
auditory privacy of the encounter.(IV.C.1.b)

3. The County’s patient privacy policies, as described in this section, shall apply to
contacts between inmates and Triage Navigator Program staff and/or other
staff that provide mental health- related services on site at the Jail.(IV.C.1.c)

4. Jail policies that mandate custody staff to be present for any mental health
treatment in such a way that disrupts confidentiality shall be revised to reflect
the individualized process set forth above. Custody and mental health staff
shall be trained accordingly.(IV.C.2)

5. It shall be the policy of the County that mental health clinicians shall not
conduct their patient contacts at cell front except pursuant to documented
refusals or specific, documented security concerns that warrant cell front
contacts. (IV.C.3)

6. For each clinical contact, mental health staff shall document whether the
encounter was confidential, including whether it took place at cell front. If the
contact occurred at cell front or otherwise was non-confidential, the reasons
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shall be clearly documented in the individual patient record and for purposes of
Quality Assurance review procedures. (IV.C.4)

7. A process shall exist for sick call slips or other mental health treatment-related
requests to be collected without the involvement of custody staff. (IV.C.5)

○ “Confidential clinical contacts are a key component to mental health care.
Particularly in forensic and correctional settings, patients are often cautious,
possibly paranoid, and develop trust slowly. At times their well-being in the milieu
is based on keeping information about themselves hidden or secret. This is true
for other detainees and other staff though this lack of trust may be at odds with
receiving adequate mental health treatment. Therefore, maintaining private
settings for clinical contacts is a critical element to care. While the physical
plant, particularly at the MJ (more than RCCC) presents a challenge, this
does not excuse staff from making every effort to maintain confidentiality.”

○ “This item was noted as non-compliant because it was the exception rather than
the norm that mental health staff documented where clinical contacts occurred
and whether they were confidential. For example, a visiting room in the main jail
had reportedly been used for individual sessions, but security staff present during
the August 2020 tour indicated that the door would be left at least slightly ajar.
The expert asked staff to go on each side of the partition and talk with the door
slightly ajar and the expert outside where an officer would stand and the
conversation could be overheard. There were other examples of non-confidential
settings that could not be determined just by location. Unfortunately, the majority
of contacts occurred cellside and were clearly not confidential. There was rarely
an explanation of the reason the contact occurred at the cell. Holding
meetings at cell front or in open spaces with non-clinical staff around, inmate
porters in the area, and deputies moving about or standing close by reduces the
type and quality of information clinicians will obtain from detainees. Detainees
repeatedly reported that their contacts were rarely private and that they withheld
important mental health information due to the non-confidential nature of the
setting.”

○ “This was a deeply disappointing area to find clinical staff repeatedly failed to
meet compliance. While onsite in August 2020, mental health managerial staff
indicated that mental health line staff were consistently using classroom space if
it was available. However, once on the housing units, this was quickly observed
to be an expectation of mental health management that had not manifested into
an operational reality. Speaking to a mental health provider who very
honestly acknowledged that at times the workload simply forces providers
to do cell side interviews. Mental health management was committed to
reinforce their expectation with staff regarding confidentiality but seemed
surprised to observe the failure to use open classrooms and unaware of
what the actual operations had been. Supervisors must complete direct
observation and audits to ensure that operational and cultural changes such as
the expectation for privacy for detainees were consistently happening.”
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○ “These cell front contacts continued through November up to the writing of this
report based on record review. There were some occasions where contacts were
noted to have occurred in a confidential setting in the classroom, though when
this expert had been onsite detainees had reported that even classroom contacts
were not confidential because the door would be left open and a deputy would
be present whether at the MJ or RCCC. In fact, in one case reviewed from
RCCC, the deputy actually interrupted the therapeutic session because he
heard the detainee raise his voice with the clinician and heard the detainee
curse. The unacceptable nature of that interruption cannot be stressed
strongly enough. The fact that there was an informal write-up about the
incident written by the deputy confirms that there is a culture in the jails
where neither clinical staff nor security staff understand the professional
boundaries of their respective positions and the sanctity of the therapeutic
relationship. One training will not correct this culture. It should be noted that
documentation by psychiatrists typically did not indicate if the detainee was seen
cell front or in a private setting whereas social worker were much more likely to
provide that information.” (pg 27)

○ Mental Health Care
i. The County shall designate and make available custody escorts for mental health

staff in order to facilitate timely completion of appointments and any other clinical
contacts or treatment-related events. (IV.F.6.a)

ii. The County shall ensure sufficient and suitable treatment and office space for
mental health care services, including the Triage Navigator Program and other
mental health-related services provided on site at the Jail. (IV.F.6.b)

iii. Locations shall be arranged in advance for all scheduled clinical encounters.
(IV.F.6.c)

iv. The County shall track and document all completed, delayed, and canceled mental
health appointments, including reasons for delays and cancelations. Such
documentation shall be reviewed as part of the Quality Assurance process. (IV.F.6.d)

v. “The SSO and JPS are encouraged to explore the possibility of dedicated escort
teams though the IOP and JBCT have assigned staff already. Other systems use
mental health or healthcare escort cadres who are dedicated to make sure that this
large number of contacts and activities occur, allowing housing deputies to focus
on the other escorts and unit activities and programs. It is also important that
provider show up on time for their appointments in their scheduled offices and areas.
The Space Committee should document meetings and discussions regarding what
spaces should be available to see inmates in so that more appropriate identified
space can be made available for therapeutic activity.”

vi. “Mental health and security management must immediately initiate a treatment
tracking system for the inpatient program and IOP. The amount of actual treatment
delivered out of cell needs to be documented and tracked so that weekly averages
can be calculated. Detainees need to be provided with actual therapeutic
interventions outside of their cells and in confidential settings. While seeking to
identify confidential settings, community meetings and community activities in
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common areas can be utilized as out of cell activities so that detainees are not
isolated in their cells for extended periods of time as currently occurs. Once a
baseline of service delivery is established, the treatment teams’ goals should be to
include it by at least 10% each week.”

vii. “Defendants have indicated that funding was approved for additional officers
for pill call. This should eliminate the medication administration problems.”

○ Medication Administration and Monitoring
i. “Psychotropic medications were prescribed without treatment targets being identified

for those medications. There was no purpose identified for the prescription (e.g.,
hallucinations, anxiety, depression). It was not unusual for psychotropic medications
to be changed without the prescribing providers seeing the detainee in person.”

ii. “Policies should be updated to be consistent with the Remedial Plans. All staff should
be trained on the revised policies. Peer review should focus the measures. The
problems with medication administration must be addressed immediately. There is
no reason to believe that other detainees aren’t also refusing important medical and
mental health medications because of the late administration. This also occurred in
the acute inpatient unit. Nursing staff must resolve this with SSO staff. There was
apparently a simple remedy that worked in the past and could be easily employed
again. Then this must be closely monitored by supervisors and part of the QI
system.”
○ Programming and Privileges

i. “While this has been negatively impacted by the global pandemic and physical plant,
there must be an interim solution that provides for this out-of-cell time and structured
therapeutic activity for patients. Many of the detainees with mental illness/SMI are
locked down for long periods of time, particularly if they are in the inpatient unit. It is
like solitary confinement for them with long periods of time spent in their cells with no
therapeutic break. The IOP detainees in the MJ were allowed to come out of their
cells at times and be in their dayroom area. However, the detainees interviewed
during the on-site time in August all asked for more therapeutic activity, those in the
MJ and RCCC where detainees were more contained to their cell. Females in the
IOP and OPP in the MJ were kept separate and fed in their cells. They all reported
that they would appreciate some normality in their Mental Health unit by being
allowed to eat in a communal setting in the dayroom. RCCC female detainees in the
mental health programs were kept primarily in their cells as well and also had a lot of
requests for additional treatment groups, more meaningful clinical groups, and
expressed great appreciation for several correctional staff who would make a point to
be sure that they received more yard time.”

ii. “Clinical staff and security staff must be trained on the remedial plan and
educated that detainees in mental health units receive all of the property and
privileges that they would have based on their classification and custody level.
If security staff restrict any property or privileges of a detainee in a mental health unit,
then security staff must inform mental health staff and there must be a plan to restore
those privileges/property at the earliest time that would be appropriate. Until that
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time, the treatment team which includes at least one security representative will
regularly review the restrictions on a weekly basis until they are restored.”

○ Bed Planning
i. “Bed planning is partially compliant because the County recognizes that there is a

significant need for more mental health beds at the IOP, OPP, and acute inpatient
levels of care at this time. There have been efforts made toward obtaining
funding to design the annex, though the impact of the current pandemic and
budgetary losses are not fully known to this expert. There is such a need for
more mental health unit beds that managers from all entities repeat the need for
such space at every opportunity, appropriately advocating for their staff and the
population that they are treating. It is incredibly difficult to adequately treat people
who there is insufficient space to provide that treatment. At the time of the August
site visit, there were 14 people on the 2P inpatient waitlist while in early December,
there were 39 people on the inpatient/IOP waitlist. That is almost a 300% increase in
just four months.”

ii. Of equally great concern was the 72 detainees with SMI in restrictive housing
(segregation6) as of December 8th, 2020. The Remedial Plan (IV.F.5) clearly states
that detainees with SMI will not be housed in restrictive housing “...unless the
detainee presents an immediate danger or significant disruption to the therapeutic
setting and there is no reasonable alternative...” Instead, these detainees are to be
housed in appropriate alternative treatment programs. These detainees make up
more than half (58%, 72 of 124) of the total restrictive housing population. It is
typically viewed as a sign of a problematic mental health program when detainees
with mental health diagnoses are over-represented in the segregation population.
Caseload detainees make up roughly 40% of the total jail population but nearly 60%
of its segregated population. There must be room within alternative treatment
programs such as the IOP to move those detainees out of restrictive housing and
into treatment with a goal of a less restrictive environment as treatment progresses.
In addition, increased treatment access through increased bed space and increased
treatment activities at all levels of care must be prioritized so that decompensation
can be identified and staff can intervene before a detainee reaches the point of
requiring a restrictive setting like segregation.”

iii. “Because there is not currently sufficient bed space, mental health providers
must juggle their patient caseloads and maintain detainees on waitlists for longer
than the patient should be held in a space where the appropriate treatment cannot
be provided. Again, the future MJ Annex building seems to be the answer
everyone is counting on, but there needs to be an interim plan until the Annex
is built and can be inhabited. Will there be an additional release plan for
detainees with SMI who can be placed in a living space in the community? Is
there inpatient care in the community that the County can establish a contract
for placement for those detainees whose needs exceed the services that can
be provided at the jail?”
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iv. “There are clearly only several options when there are people in custody who require
services. One must build beds to provide services or release people to the
community.”

v. “Recommendations: The SSO, ACH, JPS management should include interim bed
planning in their existing space, treatment and bed planning while waiting for large
construction projects like the MJ Annex. It appears that smaller reconstruction efforts
can make large improvements at RCCC but that it will take more at the MJ. It is not
appropriate to leave class members waiting for three years or more to receive
appropriate services in an appropriate setting. Therefore, while planning for those
large scale projects, the County must also plan for reasonable interim steps that can
provide reasonable options for adequate service delivery.”

○ Use of Force
i. “While there has been some training curriculum provided regarding deescalation, it

was not presented in context or explained. There was no current policy that had
been updated to be compliant with the Remedial Plan and address the needs of
detainees with mental health and or intellectual disability needs. In fact, the SSO
First Status Report indicated that this area was one that had been slowed down due
to the need for staff to address the essential duties as a result of the global
pandemic. Because of the importance of this policy and the multiple aspects for
policy, training, and review contained within this policy, it is critical that this policy be
focused on soon so that staff can be trained and then monitored to ensure that the
training is practiced.”

ii. “Recommendations. This policy review and update should be prioritized so that it is
completed within the next six months with training to occur within the four months
following completion.”

○ “Placement of Prisoners with Serious Mental Illness in Segregation”
i. “RCCC was identified as the IOP where more violent segregation inmates would be

housed. However, the records for those inmates in IOP at RCCC were extremely
difficult as the detainees were frequently moved back and forth from MJ to
RCCC and back to MJ and from cell to cell to cell. The notes in the medical
chart rarely or never explained these moves. There were two cases when the
inmates were identified as being on an alternative treatment program (ATP) but the
ATP was being used to justify cutting back on out of cell treatment for the detainee
without any individualized effort to increase treatment, even when the detainee was
extremely ill and likely cheeking medications or refusing them due to late
administrations.”
○ “As there seemed to be universal agreement to this idea, it is recommended that

a meeting be scheduled as soon as possible with the top managers, their
representatives, plaintiffs’ representatives, and the experts to discuss how this
process might work and to agree on the priority areas. For example, priority
areas could include maximizing utilization of the electronic health record to
establish the types of tracking and reports requested that would assist in
managing and monitoring healthcare services and daily operations. Another
priority item would be space and staffing utilization. The annex is at least 3-4

38



years off under the best of circumstances and an interim plan must be developed
and implemented for the adequate provision of services. With this would be an
assessment of need and bed planning to evaluate how many of what types of
bed would be required now and in the future for building. The same would be true
for how many of what discipline of staff to provide the necessary services. Use of
Force would be a priority due to the degree of risk to both detainees and
staff when force is used and the benefits gained when force can be
avoided. There may be a total of 8-10 items when mental health, suicide, and
medical combine their priorities, but the list should not be so large that it remains
unwieldy. Then the parties could utilize the experts as consultants on those
priority items. Defendants have voiced a willingness to participate in this
process.”

11. First Suicide Prevention Court Expert Report (Hayes) - 1/20/21 (pdf)
○ Third, several provisions (C.2, D.1, and K.3) address the requirement for

reasonable privacy and confidentiality during the intake and assessment
processes to identify and manage suicidal inmates. The County should
focus on developing immediate, interim measures to ensure such privacy
and confidentiality, rather than focusing on preliminary plans for “jail
annex” construction or attempting to mitigate the problem by purchasing “white
noise” machines.

i. Current SCSO and ACH policies do not address privacy and confidentiality
during the intake screening process, nor do current practices reflect compliance
with this provision.This expert was informed that, apart from preliminary plans
for a “jail annex” which would include a new booking and processing area, or
purchasing “white noise” equipment in an attempt to mitigate the problem,
current practices remain the same, and the County does not have any interim
remedies to address the requirement for reasonable sound privacy and
confidentiality during the intake screening process.

ii. In addition, this expert was informed that an existing attorney booth in the Main
Jail’s booking area had been designated and modified for exclusive use by
JPS clinicians when they are assessing inmates at risk for suicide. The booth
has a solid glass barrier that separates the clinician from the inmate, thus providing
full security. However, this expert was provided conflicting reports as to whether
or not the door to the attorney booth remained open or closed during the
assessment. Although custody leadership informed the experts that the practice
was to keep the door closed at all times, with the deputy providing visual observation
through the door’s window, other custody leadership informed the mental health
expert that the practice was for the door to remain open. Allowing the door to
remain open would not only defeat the purpose of designating the booth for
JPS clinical use, but severely compromise privacy and confidentiality.

iii. As found during the review of multiple medical charts of inmates placed on suicide
precautions and subsequently assessed by JPS clinicians, the assessments are
consistently performed cell-side and there was no indication that any suicidal
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inmate was assessed either in the converted attorney both in booking or in a
classroom/dayroom area of any housing unit at the Main Jail. Ironically,
following discharge from suicide precautions and referral into the IOP, the
expert did find examples of inmates being seen by JPS clinicians in a
classroom as part of the initial assessment into the program.
○ This expert reviewed multiple medical charts of inmate-patients placed on suicide

precautions. The review determined that all inmates placed on suicide
precautions and housed on an outpatient basis in either the SITHU or safety cells
were clothed in safety smocks for the entire duration of their suicide precautions.
As such, use of safety smocks was not individualized on a case-by-case basis.
Contrary to this provision, safety smocks “were utilized as a default.”

○ Review of various medical charts found that intake nurses were not consistently
creating orders for mental health referrals when in-coming detainees presented
with FOSS levels, 2P pre-admit, suicide attempt, serious mental illness, etc. The
vast majority of mental health referrals generated by intake nurses appeared to
be driven by current self-reported information from the detainee, rather than also
including prior information available from the Problem List.

i. The JPS Suicide Risk Assessment (SRA) template is very comprehensive and
exceeds the requirements of this provision. However, review of various medical
charts found that JPS clinicians did not consistently complete all of the required
domains on the form.
○ Consent decree requirement: The County shall ensure that prisoners who require

psychiatric inpatient care as clinically indicated are placed in the 2P unit within 24
hours of identification, absent exceptional circumstances. In all cases, the
provision of clinically indicated treatment to any prisoner requiring inpatient level
of care shall be initiated within 24 hours.

i. Sacramento County’s response to this provision, as authored by the SCSO in the
First Status Report (July 17, 2020), was “Jail Annex planning.” This response was
unclear and could be interpreted to mean that future Jail Annex construction would
include expansion of the 2P Acute Inpatient Unit. Further explanation is necessary.

ii. The medical chart review of inmates placed on suicide precautions found that all
cases resulted in an automatic order for 2P pre-admit. In practice, not all inmates
placed on suicide precautions were eventually placed in the 2P Acute Inpatient
Unit. In fact, only a small percentage of suicidal inmates are housed on the 2P
Unit. Rather, most of these inmates are initially housed in a safety cell and then
transferred to the Suicidal Inmate Temporary Housing Unit (SITHU), located in
3-West Unit, lower 300 pod, cells 302 – 310 for male inmates or 3-West Unit lower
100 pod, cells 101 – 1044 for female inmates. Most inmates remain on suicide
precautions in the SITHU for several days or longer, while still maintaining a
pending 2P pre-admit order. Eventually, the issue is resolved and the 2P
Pre-Admit order is withdrawn.

iii. It would be the expert’s opinion that not all inmates presenting with suicidal ideation
and subsequently placed on suicide precautions meet the criteria for a 5150 order
and placement on the 2P Acute Inpatient Unit
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○ Currently, there are 4 safety cells located in the Main Jail: 2 in the male booking
area, 1 in the female building area, and 1 in the 2P Acute Inpatient Unit. In
addition, there is 1 safety cell and 1 holding cell (North Holding No. 2) located at
RCCC. There are 6 segregation cells in the Main Jail’s booking area, as well as
at least 1 sobering cell. Although the safety cells are prioritized to temporarily
house suicidal inmates, any of the remaining segregation, holding, and sobering
cells could be designated as Temporary Suicide Precautions Housing.

○ Review of all current SCSO and ACH/JPS suicide prevention policies, including
SCSO Policy No. 4/05 - Use of Safety Cells/Segregation Cells/Multipurpose
Rooms/North Holding No. 2. found that they did not include the requirement
regarding adequate frequency for meals, fluids, hygiene, showers, prescribed
medications, and toileting for inmates on suicide precautions. In fact, inmates
housed in safety cells were not offered showers, were required to request
hydration, and could only defecate into a floor grate.

i. Both custody and JPS leadership confirmed the expert’s medical chart review
findings of the denial of all routine privileges. One of the many concerns
demonstrated in these cases is the possibility of a suicidal inmate denying that
they are suicidal simply because they would like to take a shower, have a
telephone call, get out-of-cell access, or go to court. The blanket denial of such
routine privileges was very problematic.
○ Contrary to the County’s response, this expert’s medical chart review saw no

evidence that inmates on suicide precautions in either the safety cells or
SITHU cells were allowed any out-of-cell access, including dayroom. In
practice, all inmates on suicide precautions were are locked down. Both
custody and JPS leadership acknowledged the current practice. The expert also
sensed that custody supervisors were driving the management of inmates
on suicide precautions, rather than the Consent Decree requirement that
“Qualified mental health professionals shall have the primary responsibility
to determine, based on clinical judgment and on a case-by-case basis in
consultation with custody staff.”

○ As previously indicated, this expert found during the medical chart review that
when an inmate is identified as suicidal and placed on suicide precautions,
they are often initially housed in a safety cell. This is the normal default
mechanism utilized by custody staff prior to assessment by a JPS clinician.
In addition, a JPS clinician could continue the safety cell placement following
assessment, often because a SITHU cell might not be available. Therefore, there
is rarely a clinical justification for safety cell placement, and the placement
is simply done by default.

○ Despite the unequivocal language in both these policies the medical chart
review found inappropriate use of CCTV in the 2P Acute Inpatient Unit. For
example, in Case No. 1, a psychiatric provider wrote in the Initial Psychiatric
Evaluation on October 14, 2020 that “patient also has a high risk for suicide given
extensive history of past, multiple attempts, and current unpredictable behavior.
Therefore, we will continue the camera and Q-30 checks.” On October 20, the
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order was renewed for CCTV, safety smock, and Q-30-minute checks after the
patient again threatened suicide by stating “I want to die.” In Case No. 2, there
were orders on multiple days (e.g., June 13, 2020 and June 14, 2020) for the
suicidal patient which included CCTV, safety smock and Q- 30-minute
observation. The following week on June 20, the patient was observed banging
his head on the wall and cell door, and the subsequent order was to restart CCTV
surveillance, but not an increase of observation to 15- minute checks.

○ In conclusion, JPS clinicians will continue to struggle with development of
adequate safety plans unless the process is collaborative between the
patient and the clinician, and suicide prevention policies are revised to
allow clinicians to utilize their clinical judgment in granting routine
privileges that can act as coping skills in reducing suicidal ideation. And as
noted above in Case No. 8, inmate-patients in the 2P Unit do not receive safety
planning until they are discharged from the placement. This is also problematic.

○ In sum, this expert’s review of the medical record found several potentially
problematic issues in need of further review, including 1) why the inmate,
despite a history of mental illness and referrals by both intake nursing and
classification personnel, was not seen by a JPS clinician for 12 days, 2)
why the intake nurse only asked 2 of the approximate 11 mental health
intake screening questions, and 3) why the inmate was not seen in a timely
fashion by a provider and/or JPS clinician following three separately
documented complaints of mood swings and wanting to restart his
psychotropic medication. This expert reviewed a two-page ACH Incident
Report summarizing the review of this case by JPS personnel. Dated October 18,
2019, the report noted that the case was “closed, incident resolved,” a very
problematic finding given the fact that none of the findings noted above
were addressed in the report.
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Important Class Counsel Letters

1. Class Counsel Letter to Board of Supervisors re: Consultant Reports, Jail Population
Reduction, and Physical Plant Remediation - 9/1/22 (pdf)

a. Despite efforts to revise policies and improve practices consistent with Consent
Decree requirements, conditions in the Jails remain deplorable. Nationally
recognized subject matter experts, appointed by the federal court, have opined
extensively about the inadequacies of the Jail physical plant and operations. In
particular, public reports have documented that:

i. People incarcerated in the Jails lack sufficient access to basic medical
care and mental health care. The Jails do not have sufficient health care
staff to meet the needs of the current population. Health care
appointments take place in settings that lack necessary confidentiality.
Given chronic space deficiencies, patients routinely meet with health care
staff at cell front and in areas where custody staff and other incarcerated
persons can easily hear and observe the communications.

ii. The Jails subject people to prolonged, harmful solitary confinement,
including people with serious mental illness, a direct violation of the
Consent Decree.

iii. The Jails lack sufficient accessible housing for people with disabilities. As
a result, people with disabilities are unable to access basic programs and
services in the Jails.

iv. The jail facilities are filthy and unsanitary.
b. In October 2021, Mays class counsel initiated the dispute resolution process, the

precursor to federal court enforcement, regarding the County’s persistent failure
to comply with core terms of the mental health and suicide prevention provisions
of the Consent Decree. After extensive negotiation, the parties entered into a
legally enforceable Memorandum of Agreement to resolve some of the identified
compliance issues. Among other things, the County agreed to expand mental
health treatment and programming in the Jails and implement critical suicide
prevention practices. Other items remain unresolved, as the County lacks a plan
to meet Consent Decree requirements.

c. The County must set a course for Consent Decree implementation. The County
has agreed, by October 15, 2022, to establish a plan for jail population
reduction measures, including funding and an implementation schedule, to
be developed with input from community stakeholders. The County also
agreed, by December 21, 2022, to develop a plan for addressing the physical
plant deficiencies that prevent compliance with the Consent Decree. If the County
fails to meet these benchmarks, we are prepared to pursue enforcement litigation
in federal court.

d. It is important to note that, while remediation of physical plant deficiencies is
essential, the Mays Consent Decree does not require the County to build
additional jail beds or engage in any particular form of construction. It
requires the County to meet minimum conditions for the people it chooses to
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incarcerate. The County is free to determine the manner in which to comply
with those legal obligations. The court-appointed neutral experts and class
counsel have repeatedly called for jail population reduction, including in
reports and letters regarding unacceptable conditions of confinement. Significant
and sensible reduction of the jail population is a critical step toward compliance
with the Consent Decree and resolution of the Mays litigation.

2. Class Counsel Letter to Deputy CEO re: Restrictive Housing - 7/29/22 (pdf)
a. “These deficiencies are long-standing…Nearly three years after the parties

submitted a negotiated Consent Decree to the federal court, the Sheriff’s Office’s
lack of progress toward remediation in this area is profoundly troubling. We
want to ensure that you and other County leaders are aware of these problems,
both because of the seriousness of the legal violations involved and because of
the critical implications for broader questions relating to the jail population, the jail
physical plant, and the vision for the jail system’s future. The County cannot
move beyond court oversight until it addresses its excessive reliance on solitary
confinement. Indeed, in the absence of substantial and timely progress in this
area, costly enforcement litigation is likely.”

b. “As detailed in Section V of the report—which we strongly encourage you to
read—the dangerous overuse of solitary confinement in the Sacramento County
Jail is inextricably tied to the excessive jail population. In some cases, people
spend months or years in solitary confinement simply because they are afraid to
share a cell with others. Due to jail overcrowding, the Main Jail fails to provide
single cell housing options outside of solitary confinement and certain intensive
mental health units. This practice is outside the norm of functional criminal
detention systems and undermines necessary progress away from the overuse
and misuse of solitary confinement. Similarly, the persistent lack of out-of-cell and
outdoor recreation time reflects the inadequacy of the space at the Main Jail for
the population it detains. The County’s abject failure to provide constitutional
conditions of confinement underscores the urgency of jail population
reduction measures.”

c. “These failures also reflect significant structural deficiencies in the Sacramento
Sheriff’s Office (SSO). The constant rotation of staff, even high-level officers,
between patrol and corrections means that no one in the SSO has taken
ownership over Consent Decree compliance. New jail leaders scarcely have
time to gain an understanding of the Consent Decree and its implications for jail
practices and conditions before they are rotated out of the jail. Under the current
system, the primary responsibilities for addressing the broken system of
restrictive housing fall on a classification sergeant, who does not have the
authority to address the magnitude of the problems presented. Higher level jail
leadership has had limited engagement with the Consent Decree, and even if
they did, they too rotate frequently in and out of the Jail. In our experience in
numerous carceral systems, this structure is a recipe for failure, and will serve
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to prolong the period of federal court oversight of the Sacramento County Jails in
Mays.”

d. “We reiterate that the SSO must create a permanent position to handle
Consent Decree compliance and oversee the major changes needed. Other
counties have done this with success. The SSO needs stable leadership to
set expectations, engage in long-range planning, report progress and
setbacks, and hold custody staff accountable to the County’s legal
obligations.”

e. “As County leadership considers a plan for achieving compliance with the Mays
Consent Decree—including the analyses in the “Main Jail Capacity to Meet the
Consent Decree” report, the Sacramento County Jail population management
study, and the report on hygiene and environment of care in the jail system—we
urge you to consider carefully the implications of the restrictive housing
monitoring report.”

f. “We appreciate your attention to these critical issues. We are available at your
convenience to discuss any aspect of our report.”

3. Class Counsel Letter re: Urgent Concerns about Detoxification Protocols and Booking Loop
Conditions - 3/1/22 (pdf)

a. People in the booking loop holding cells are not receiving necessary medical or
mental health care, regardless of their repeated requests. This dangerous
situation is the consequence of serious health care staffing deficits that have
become even more acute recently, the lack of minimally adequate space in the
booking loop to deliver basic health care, and the overcrowding-driven bottleneck
that keeps people in the booking loop for many days at a time.

b. In one case, a man with serious mental health needs reported that he asked
custody staff “at least ten times a day” if he could see mental health staff. He
repeatedly informed them that he needed medication to treat his psychiatric
condition. Rather than facilitate access to care, custody staff in the booking loop
reportedly told him that it was not their job to schedule mental health
appointments for him.

c.   In another instance, confirmed by the Jail’s own medical records, a woman
reported to jail officials at the time of booking that she had significant quantities of
heroin and methamphetamines in her system. The intake nurse informed her that
she would be monitored and would receive intake medications within 24-48
hours. Instead, the woman was placed into a holding cell in the booking loop for
three days. During that time, she was sweating, vomiting, and defecating
constantly. She reports that her bones were aching and she wanted to crawl out
of her skin. Medical records confirm her report that she did not see a nurse or
other health care staff once during that period of time. Instead, she went through
severe withdrawal with no medical attention.

d. The stakes of these failures are profound. A man in his late thirties died earlier
this month in the Main Jail booking loop. While the official cause of death has yet
to be determined, medical records indicate that he reported a significant ongoing
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alcohol substance use disorder at the time of intake. Despite knowledge of this
condition, no health care staff member documented any assessment of the
patient for days. He remained in the booking loop without any documented
medical attention until he died two days later in a holding cell, under
circumstances consistent with untreated alcohol withdrawal.

e. Even before the recent overcrowding-driven reliance on the booking loop for
housing, the court-appointed medical experts in this case reported that the
County is failing to adequately monitor or treat people going through substance
use withdrawal. They noted that “untreated or inadequately treated substance
abuse withdrawal predictably results in preventable suffering, and patients are at
risk of hospitalizations and death.” Madeleine LaMarre & Karen Saylor,
Monitoring Report of the Medical Consent Decree (Oct. 4, 2021), ECF No. 149-1
at 11. They criticized the use of the booking loop for monitoring substance use
withdrawal, noting that it is “completely unacceptable,” “dirty,” and
“dehumanizing.” Id. at 18. The failure to adequately treat this high-risk population
is patently unlawful. See Consent Decree, Sec. VI.A, C, N (requiring sufficient
healthcare staffing, ready access to health care, regular nursing assessments for
people experiencing detoxification in the first five days, and the provision of
medication interventions to treat withdrawal syndromes). It is difficult to imagine a
more dangerous situation. Staffing deficits and population challenges do not
justify the failure to provide basic, life-saving care to people who are in an
exceptionally high-risk state.

f. Immediate Action is Necessary
g. The County must act to remedy these conditions immediately. In particular, the

County must take the corrective actions outlined below. Medical Care for Persons
at Risk of Withdrawal from Alcohol, Benzodiazepines, and Opiates With respect
to the severe deficits in the provision of care to people experiencing withdrawal
from substances, Plaintiffs’ counsel demands the following:

h. (1) The County must provide 24/7 nursing staffing to the booking loop. Nurses
must make regular rounds of all holding cells in which people are being held and
must be readily available to people who need care. If the current staffing
resources available to the Jail are not sufficient to meet this nursing demand, the
County must redeploy resources immediately.

i. (2) Because the County has demonstrated its inability to comply with basic
protocols regarding monitoring people who are experiencing detox, it must revise
its policies to initiate the detoxification regimen for all patients with alcohol,
benzodiazepine, and opiate substance use disorder, independent of CIWA and
COWS score at intake. A first dose of medication should be administered while
the patient is in booking. Nurses must conduct a CIWA and/or COWS
assessment within 6 hours of intake.

j.   (3) A medical provider must evaluate all persons with substance use disorder
within 24 hours of arrival at the Jail.

46



k. (4) Nurses must monitor persons with substance abuse disorder according to the
severity of withdrawal and in accordance with the Standardized Nursing
Procedure.

l. (5) Nurses must identify and use dedicated space in the booking loop or
elsewhere in the jail to do assessments of people who are experiencing detox.

m. (6) The County must produce within 90 days a plan to expeditiously establish a
dedicated detox monitoring unit in the Main Jail.

n. (7) The County must develop a quality assurance system to review its practices
with respect to detoxification, including through sampling medical charts of
patients who are identified as having substance use disorder at intake. The
County must generate a monthly report on its findings, to be provided to Plaintiffs’
counsel and the court appointed medical experts.

o. (8) The County must produce a monthly report of all people who are identified as:
(a) having substance use disorder, and/or (b) experiencing detox at the time of
intake so that Plaintiffs’ counsel and the court-appointed medical experts can
independently monitor compliance with detoxification protocols.

p. The dangerous situation in the Jail is a direct result of unacceptably high
population levels. As of February 25, 2022, the overall census of the
Sacramento County Jail was 3,399. This stands in contrast to the total population
of 2,500 in the summer of 2020. With the ongoing need to maintain quarantine
and isolation units to protect people from transmission of COVID-19 and
significant, persistent staff shortages in custody and health care, the Jail simply
cannot safely and humanely house a population of this magnitude.

q. If the County is unable to produce a plan to address these deficits with
urgency, Plaintiffs’ counsel will invoke the court to enforce our clients’
rights to life-saving medical care.

r. We and the court-appointed medical experts are available to discuss these
demands and a plan for implementation. Booking Loop Conditions and
Population Pressures

s. To address this situation, the SSO should take the following measures:
t. (1) Early release criteria: The SSO has reinstated its policy of releasing people

with 90 days or less remaining on their sentences. This is a welcome
development, and to our understanding has led to the early releases of more
than 300 people. But with the high booking rates and enormous backlogs in
criminal courts, the 90-day early release policy does not go far enough to
address the magnitude of the crisis. The SSO must act promptly to expand its
release plan, for example by releasing people who meet certain criteria with less
than 180 or 270 days remaining on their sentence.

u. (2) Booking restrictions: The Sheriff’s January 13, 2022 letter to the County’s
local law enforcement agencies on “COVID-19 Related Arrestee Booking
Temporary Restrictions” appears, based on the County’s data, to have had little
to no effect on the number of new arrivals coming into the jail’s booking loop. The
Sheriff’s Office should further narrow its criteria for accepting new bookings – for
example, by considering all arriving individuals for immediate diversion rather
than booking, consistent with the emergency “zero bail” policy that was in effect
earlier in the pandemic.
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v. (3) Release authority: The Sheriff’s Office, with its community partners and sister
agencies, achieved substantial population reduction in the early months of the
pandemic. These efforts undoubtedly mitigated the level of COVID-19 infections
and adverse health outcomes for people incarcerated in the jail system. The
Sheriff retains its authorities, including pursuant to to reduce the jail population to
address an

w. (4) Booking loop cap: As a backstop to prevent the conditions present today, the
SSO should institute a firm cap on the number of people who can be held in the
booking loop. The booking area was not designed for human habitation and may
not serve as a de facto housing unit. Plaintiffs’ counsel is available to discuss a
specific cap on the booking loop occupancy and the procedures for its
implementation.

x. As class counsel, we are cognizant of the particular challenges facing jail
administrators at this time and aware of the hard work of the jail staff and
leadership to meet the needs of people in the jail. Nonetheless, the time has
come for a more robust response to the unacceptable conditions in the
Sacramento County Jail. We request a written response from the County on this
important matter no later than March 8, 2022.
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4. Sacramento County Counsel Response to Class Counsel Letter re: Urgent Concerns about
Detoxification Protocols and Booking Loop Conditions - 3/1/22 (pdf)

a. County Counsel to Plaintiff’s Counsel (pg 3): “In your letter you also make several
suggestions in regard to reducing the overall jail and booking loop populations. It is
the County’s position that because the COVID-19/Omicron surge is now waning, it is not
necessary to consider these measures.”
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5. Class Counsel Letter re: Dispute Notice as Mental Health/Suicide Prevention Compliance
Issues - 10/29/21 (pdf)

a. “We are aware that the Sacramento County Mental Health Treatment Center
(SCMHTC) provides 50 inpatient beds to people requiring inpatient mental health
care. The capacity was twice as large until the County’s dramatic budget cuts in
2008-09. The County should seriously consider whether utilization of some
bed capacity at SCMHTC (or another existing facility) could serve Mays
class members, particularly those with a lower security profile.”

i. “Such a strategy would be far more cost- and time-effective than
engaging in new jail construction to meet the inpatient bed
demand.”

b. “As class counsel representing the people in custody in Sacramento County Jail
facilities (the “Jail”) in Mays v. County of Sacramento, we write to communicate
our serious concerns regarding the County’s ongoing failure to comply
with critical mental health care and suicide prevention requirements of the
Mays Consent Decree. Given the County’s failures, we write pursuant to
Paragraphs 32-34 of the Consent Decree to give notice of our initiation of the
Dispute Resolution process.”

c. “In the first round monitoring reports (filed Jan. 20, 2021), the court-appointed
experts found that the County was not in compliance with nearly all mental health
care and suicide prevention provisions of the Consent Decree. To assist the
County in the task of implementation, the experts identified “focus areas” – that
is, issues that are urgent to class member well-being, are of “critical importance”
to broader compliance efforts, and in some cases, would be “relatively easy to
resolve” with sufficient attention.”

d. “The second round monitoring reports (filed Oct. 4, 2021) make clear that
insufficient progress has been made on these identified focus areas.1 Our clients
face serious and unacceptable harm as a result.”

e. “We include as a recipient of this letter UC Davis, the long-time County contractor
for Jail mental health services (called Jail Psychiatric Services or “JPS”).
Monitoring has confirmed an “absence of [] urgency” by JPS to provide
constitutionally adequate care to all people with serious mental health
needs. Mental Health Report at 3-5. To date, JPS has failed to produce a
coherent plan for meeting its constitutional and judicially mandated
obligations to provide adequate care. This cannot continue.”

f. “While UC Davis/JPS is not currently a named defendant in the Mays lawsuit,
they have become a substantial impediment to effective implementation of
core Mays Consent Decree provisions. Sacramento County is responsible for
compliance with the Mays Consent Decree and relevant constitutional and legal
requirements, and it must ensure sufficient oversight of its mental health care
contractor in order to meet those obligations.”
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MENTAL HEALTH CARE

a. A. Focus Area #1: Address the Enormous Physical Plant Deficiencies that
Impede Remedial Plan Implementation

i. Dr. Perrien concludes unequivocally: “Achieving Consent Decree
compliance will not be possible if 2P remains the inpatient service
unit.” Id. at 15.

ii. “To date, the County also has failed to implement durable jail
population measures to mitigate space deficiencies in the Jail. A
meaningful commitment by the County to maintain and build on the Jail
population reduction that was achieved during the pandemic, for example,
would create opportunities to make progress towards an adequate,
cost-effective, and time-efficient remedy. As the parties jointly set forth in
the Consent Decree, “population reduction of the jails will facilitate
compliance with this Remedial Plan.” Remedial Plan Section II.B.1.
Opportunities for substantial population reduction are available. See The
Carey Group, Sacramento County Consultant Report on Jail Alternatives,
May 29, 2020 (estimating a potential “mid-range reduction” of 20% of the
incarceration rate through proposed initiatives).”

iii. “We are aware that the County is currently gathering input from its
consultants as to what can be done at the Main Jail to meet the terms of
the Consent Decree, as well as consideration of what reduction to the
present incarcerated population may be necessary to achieve
compliance. We also understand that the County is gathering external
input as to concrete measures to safely reduce the Jail population. This
work is essential and overdue, and must be pursued expeditiously.”

a. B. Focus Area #2: Remedy Extreme Staffing Deficiencies that Undermine
Care

i. “We have observed cases in which class members with serious mental
illness or intellectual disabilities have been punished – including through
lengthy solitary confinement placements – for incidents such as a refusal
to take a medication based on concerns about side effects, inability to
keep one’s cell clean, a refusal to return an extra shirt to a deputy, and a
refusal to participate in a mental health contact where the deputy
demanded the patient sit on the dayroom floor to receive mental health
care. In short, because JPS has failed to allocate staff to fulfill this critical
component of the Remedial Plan, people with mental health and
intellectual disabilities are being punished for their disabilities in ways that
worsen their mental health conditions.”

b. C. Focus Area #3: Provide Adequate and Timely Treatment to Class
Members with Mental Health Needs

c. 3. The County Must Address Custody Staff Shortages Affecting Mental
Health Care and Custody Interference with Treatment.
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i. “Active custody interference with treatment is also a problem that must be
addressed immediately.”

d. 4. JPS’s Flawed Mental Health Levels of Care System Must Be Replaced.
e. D. Focus Area #4: Reform Use of Force Policies and Practices Impacting

Class Members with Disabilities to Comply with Consent Decree
Requirements.

i. “The County has not implemented Consent Decree requirements
designed to avoid or mitigate uses of force against people with mental
health or intellectual disabilities. Jail staff must utilize de-escalation
methods, implement specific use-of-force protocols that account for
disability needs, and use a ‘cooling down period.’ Mental health staff must
provide structured interventions to pursue de-escalation and resolutions
without use of force whenever possible.”

ii. “Multiple class members with serious mental health needs who have
recently been subjected to uses of considerable force and full-body
restraints, without adequate involvement of mental health staff before,
during, or after the incident.”

1. “For example, class counsel recently highlighted a troubling use
of force against a class member with serious mental illness
and a history of severe self-harm and suicide attempts in
custody. The incident began when the class member requested
mental health care for escalating anxiety and depression. Custody
staff informed him that his only option to receive mental health
care was to do so while seated on the floor of the dayroom in his
housing unit, in plain sight and earshot of the entire housing unit
and multiple deputies. When he protested, deputies unnecessarily
antagonized and threatened him. They then tore through the
belongings in his cell under the auspices of a cell search while he
stood cuffed against a wall watching. Once the class member
returned to his cell, he refused to submit to removing his cuffs.
Rather than involve mental health in de- escalation efforts or give
the class member (who was alone in his cell) an opportunity to
cool down, the deputies entered the cell, forcibly removed him,
and placed him in a restraint device. The incident was harmful and
avoidable, and it demonstrated a profound disregard of the man’s
mental health needs.”

SUICIDE PREVENTION

a. A. Focus Area #1: Develop Compliant Suicide Prevention Policies
b. B. Focus Area #2: End Overuse and Unnecessary Use of Safety Smocks
c. C. Focus Area #3: Address Inadequate Privacy/Confidentiality

i. The County has failed to take even basic interim steps, such as
fixing the inoperable telephone inside the designated JPS Interview
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Room in the Main Jail’s booking area and developing additional
privacy booths for intake nursing staff.

d. D. Focus Area #4: End Reliance on CCTV Observation for Class Members
on Suicide Precautions

e. E. Focus Area #5: End the Improper Denial of Privileges and Property
During Suicide Precautions

f. F. Additional Area for Immediate Remedial Action: Provide Access to Meals,
Fluids, Hygiene, Shower, Prescribed Medications, and Toileting to People
on Suicide Precautions

i. “One class member recently reported that he spent approximately two
days on suicide precautions in a Main Jail holding cell that had no toilet or
running water. Over the course of those two days, he asked both custody
and mental health staff for access to a toilet so that he could defecate. His
request was denied each time, with one staff member telling him to
defecate on the floor in the corner of the cell. He was ultimately forced to
defecate on a paper plate, leading to his getting feces on his feet. He
asked repeatedly for water and supplies to clean himself, and was denied.
He was forced to eat his lunch that day in this state.”

ii. “People held in cell that does not have a toilet must be provided access to
a toilet promptly upon request. No one should ever be directed or forced
to defecate on the floor or through a grate on the floor.”

CONCLUSION

g. “We are deeply disappointed by the lack of progress on key provisions of the
Consent Decree relating to mental health care and suicide prevention. The
current system for providing mental health care in Sacramento County’s jails is
inadequate. Class members with serious mental health needs are being harmed
every day as a result.”

h. “Inadequate mental health care in the Jail has been a core element of the parties’
negotiations going back five years. The failure of JPS to present a clear plan for
achieving compliance with the Consent Decree, including through program
expansion and staff augmentation as necessary, is unacceptable.”

i. “Consistent with the Consent Decree’s Dispute Resolution process, we request a
meeting within the next two weeks, with appropriate County leadership and
relevant staff, to discuss these important matters.9 Absent a plan for prompt
remedial action on these issues, we will proceed to protect the rights and
well-being of Mays class members through appropriate enforcement action in
court. We look forward to seeing these issues addressed.”
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Significant Court Documents

1. Environment of Care in Sacramento County Jail Facilities Expert Report – 08/18/22 (pdf)
a. This report shows how a new building will quickly become just as hazardous if

they continue with no routine cleaning procedures.
b. The main recommendation is for cleaning and sanitation plans/policies and procedures

to be put into place to ensure routine cleaning is happening, along with proper training.
(NOTE: the jail uses unpaid or barely paid labor of incarcerated people for cleaning,
and most often does not provide cleaning supplies to people in the jails who
desperately want to clean, but simply do not have the means to.)

c. Because of the lack of cleaning and sanitizing procedures, routine cleaning is not
taking place, which is exacerbating the amount of safety hazards throughout the
buildings.

d. The SCS Office demonstrates to be incapable of maintaining basic standards of
cleanliness and sanitation, regardless of the jail population or the amount or size of the
buildings.

e. “Neither the Facility Sanitation and Cleanliness Operations Order nor the
Housing Unit Cell/Floor Cleaning Protocol Post Order clearly delineates all of the
areas of responsibility assigned to the prisoner work crews, custody staff, or
General Services Department; other than stating that housing unit staff are
responsible for cleaning the control rooms and that every capable prisoner is
responsible for the daily cleaning of his or her immediate living area.”

f. “Ensure compliance with the Consent Decree, IV. Mental Health Care, F. Placement,
Conditions, Privileges, and Programming, 3. Conditions stating, ‘staff shall provide
prisoners in Designated Mental Health Units with the opportunity to maintain cell
cleanliness and the opportunity to meet their hygiene needs. Custody and clinical staff
shall provide assistance to prisoners on these matters, as appropriate to individual
patient needs.’”

2. Memorandum of Agreement: Mental Health and Suicide Prevention Remedial Measures
Implementation – 06/03/22 (pdf)

a. “Whereas, the Parties agree that Jail population-related stressors impose substantial
barriers to implementation of certain “focus area” remedial provisions discussed in
Class Counsel’s October 29, 2021 Dispute Notice, including as related to inadequate
staffing and physical plant deficiencies;”

b. “Whereas, the Parties have previously agreed that “population reduction of the jails will
facilitate compliance with th[e] Remedial Plan;”

c. “Whereas, the Parties have further agreed that if the “County is not fulfilling the
provisions of this Remedial Plan due to staffing deficiencies, the parties will meet and
confer regarding what steps to take to reduce the population of the jail, including
available resources to facilitate population reduction;””

d. “Whereas, the Parties agree that the County currently does not have a plan for
reaching compliance with Consent Decree requirements related to the following issues
raised in Class Counsel’s October 29, 2021 Dispute Notice: (1) remediation of physical
plant deficiencies that prevent delivery of adequate health care services; (2) provision
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of adequate staffing to deliver adequate mental health care services; (3) provision of
adequate acute mental health level of care services at a capacity to meet class
member needs; and (4) provision of adequate Intensive Outpatient Program mental
health level of care services at a capacity to meet class member needs;”

e. “The County will, by no later than December 1, 2022, develop a plan for remedying
physical plant deficiencies that impede Consent Decree implementation, with input
from relevant community stakeholders.” (NOTE: not necessarily with a new building.
and even with one, the county would still need plan for renovating current jail building)

f. “The Parties agree that a plan to remediate physical plant deficiencies must be paired
with a plan containing jail population reduction measures, developed with input from
relevant community stakeholders, as necessary to facilitate timely, cost-effective
implementation of the Consent Decree. The County will, by no later than October
15, 2022 and with input from relevant community stakeholders, develop a plan
for jail population reduction measures, to include funding and an
implementation schedule for such measures.”
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County Consultant Reports

1. Nacht and Lewis Main Jail Capacity Report

○ Note: The N&L study did not explore how the jail could be retrofitted if the population
was reduced--- it even assumed a higher jail population than we currently have.
Despite the county allocating $8-10 Million to Nacht & Lewis for ADA renovations of
the current jail facility.

○ Nacht and Lewis (Architecture firm) claims that approximately 1040 incarcerated people
(44%)  would have to be diverted from the Main Jail for the building to come close to
compliance with the Consent Decree (without building the jail annex). Nacht and Lewis
further determined that even removing or diverting that number of inmates still leaves many
areas of noncompliance because of failure to meet ADA and HIPAA requirements. - This
does not mean the county has to build a new facility.

○ Section 4 pg 13: “Starting with the specific populations identified in the consent decree and
counting those who had been clinically identified as needing the specific level of care
represented in the remedial plan, the current population was adjusted upward based on
the assumption that the facility could be at capacity and must meet the consent
decree at that level of population”

i. Note: The consent decree requires jail population reduction to facilitate meeting
constitutional standards, regardless of new jail annex.

○ “Mental health treatment programs have the greatest deficit in available beds. There are
currently 248 beds allocated for the 498 inmates with SMIs. Assignments to
administrative segregation are over-utilized with 147 beds allocated; ideally, this is
closer to 18 beds if consent decree requirements were followed. Unfortunately, the lack of
mental health treatment housing cannot be solved by simply reallocating beds, as other
needed resources are also extremely inadequate.”

i. Note: There are immediate, tangible ways to reduce the SMI population in the jails.
Including but not limited to, re-opening the 50 PHF beds at the county’s mental
health facility. This is also recommended by Mays Plaintiff’s Counsel and has
historically been utilized by the court system to divert people with SMI from the jail.

2. O'Connell Sacramento Jail Study

“The proposed value of this report is not to provide all the answers, but rather lay out a
roadmap for Sacramento County to continue to evolve, learn, and engage to come to a
consensus on the purpose of jail confinement in Sacramento County.”
“This analysis, while it does not answer all pertinent questions regarding the issues at hand,
reveals opportunities that could be explored with additional analysis and focused deliberations
within the county”
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● 3 areas not addressed in report:
○ 1. Number of people who come in contact with law enforcement

■ More than 25 police and law enforcement agencies that book people into
Sacramento County jails

○ 2. The pace of the court process
○ 3. Support social and community needs

■ “Looking upstream at community health and well-being investments in education,
employment, and opportunity can be an important consideration in reducing interactions
with the justice system. Addressing community needs involving housing, primary
healthcare, mental health and crisis response, and substance use all can help reduce
the jail population, but in a way that targets the general population of the county, not
necessarily only those that are justice-involved.”

10 jail population reduction recommendations:

Jail Admission Reduction

1. Deflect people with Statues or circumstances likely to be released the same day they
enter.

● Augment crisis response to deflect more people not requiring jail admissions who have
mental health needs.

● Cite in the field or develop alternative booking sites for people usually booked on
non-violent misdemeanors or infractions.

Length of Stay Reduction and Reducing Returns to Custody

● Expand the release of low-risk detainees staying up to arraignment.
● Expand use of custody alternatives for low risk sentenced inmates.
● Expand the use of pre-trial release for low-risk inmates staying past arraignment through

pre-trial monitoring or support.
● Reduce the length of stay for people booked on warrants alone.
● Reduce warrants around “Failures to Appear” for mental health clients.
● Expand the use of mental health diversion for felonies for people at low risk of

recidivism.
i. Note: The EMPOWER program already exists to divert individuals charged with

felonies with an SMI diagnosis, but lacks funding to achieve its full potential.
● Expand the use of mental health treatment courts for people at medium levels of risk of

recidivism.

○ 55% of people booked in the jails are released within 3 days
○ 75% of the jail population is pre-trial (NOTE: outdated-- now 82%)
○ “Using expeditious methods for pretrial release, monitoring, support, and supervision can

help to reduce the most damaging impacts of detention, while taking measured risks. The
proposed value of this report is not to provide all the answers, but rather lay out a roadmap
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for Sacramento County to continue to evolve, learn, and engage to come to a consensus on
the purpose of jail confinement in Sacramento County.”

○ “A series of policy changes – some legislative and others adopted by voters – reduced
sanctions for drug crimes and other offenses, and advanced alternatives to incarceration:”

i. “In November 2020, voters overturned a legislative decision to eliminate
bail in most cases, but new legislation and funding portend continued
changes to pretrial justice.”

ii. “AB 1950 generally capped probation terms at 2 years, changing the
dynamic of probation supervision and the dynamics of case management
and case planning, as well as people’s rid of violation of supervision.”

iii. “Under AB 1810 and SB 317, significant efforts to create pathways
for mental health treatment for justice involved people are underway
to divert individuals with mental health needs out of the criminal
justice system, as well as continue investments in community
alternatives to state hospital commitments for felony defendant
competency.”

iv. Is county complying with AB1950? AB1810? SB317?
○ “40% of jail bookings do not involve a new crime”

i. “As described earlier, non-new crime bookings are defined in this study as jail
admissions that are not based on a new “fresh arrest” crime. Below are the categories
of these booking:”
1. “Warrant: bookings for court-issued warrants for failure to appear in court, not

appearing for probation supervision. Individuals can also be booked on warrants
originating from other county or state agencies.

2. Violation: Bookings for allegedly breaking the rules, terms or conditions of
probation or parole—not new alleged law violations.

3. Holds/Other: bookings for federal holds, as well as court orders to transport an
offender to another agency. This grouping also includes those being brought to
the jail as defendants or witnesses in a trial or attending child custody hearings.

4. Court Commitment: remanded to jail by a judge in court while the court process
proceeds, and out-of-custody individuals who are sentenced to report to jail as a
sanction.”

ii. “Figure 13 provides a breakdown of non-new Crime bookings. Over half of the felony
non-new Crime entries in Sacramento County are for warrants. The second most
non-new crimes admissions are for violations at 21%.” (pg40)

iii. “The type of warrant is an important piece, as people wanted on arrest warrants
require different kind of processing than those for failing to appear in court. The
number of people booked on misdemeanor warrants has dropped during COVID-19,
going from over 2,000 per year, to under 700 the last 2 years. As for felonies, they
now make up 95% of all warrant related bookings but have declined in number from
nearly 7,500 before COVID-19 to 5000 in 2021. The underlying crimes for warrants
are similar to fresh arrests, except for property crimes making up 17% of new crimes,
but 31% of warrants. Warrants are also a major driver of incarceration for people with
SMI, 36% of all warrants were attached to people with a SMI.”
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○ “Answering the following questions may lead to innovative and effective solutions to
decrease the use and necessity of jail.”(pg45)

i. “What are the top reasons for warrants, court commitments and
probation violations and what alternative sanctions to jail exist, how
frequently are they used, and how successful are they?”

ii. “When are warrants issued and for what reason?”
iii. “What strategies could be put in place to avert warrants?”
iv. “What are the circumstances that lead to a pretrial court commitment?”
v. “What are the considerations leading to post sentence court commitments

and are there alternative community-based sanctions that may be
appropriate for some of these commitments?”

Substance Use Data Highlights:

● Nearly 32 percent of the individuals booked into jail for a new crime are arrested for
drug- or alcohol-related crimes (p35).

● 30% of bookings related to statutory violations of drug or alcohol laws, indicating
substance use needs. On any given day 45% of the jail has some combination of
substance use disorder and/or an SMI (p36).

● Together drug and alcohol offenses constitute nearly one third of the new crime
charges. Drug and alcohol may also be a driver for other crime and non-new crime
categories. For many offenders, substance abuse is a driver and influence in property
offenses, while alcohol is frequently a factor in person crimes. Additionally, substance
abuse and dependency can play a role in many court failures to appear and probation
violations that lead to warrants, such as failing to show for court appearances and
probation appointments. (p37-38)

● 11 percent of new crime charges were for narcotics and drugs (p37).
● …many alcohol-related crimes are released very quickly, so they may represent a large

percentage of bookings, but do not greatly impact the average daily population (p43).
● As expected, alcohol offenses represent 21 percent of new crime bookings, they make

up 1 percent of the daily population held in custody based on a new crime (p44).
● With 55% of Quicks (i.e. released pretrial and not housed) involving alcohol, many

of these people likely need further assistance at release (p51).
● Most notably, as seen in figure 33 below, bookings that were an individuals’ tenth or

greater occurrence during the period were more likely to be alcohol related (p70).
● Generally speaking, the more an individual is re-admitted to jail the more likely their

later bookings are for lower-level crimes involving alcohol, and less likely to be
felony offenses involving crimes against persons or property crimes (p71).

● “Frequent flyers”are often low-level offenders returning with unaddressed needs such as
substance abuse, alcoholism, and mental health issues. These chronic low-level
offenders create stress and liability for a jail operation that can do little to address the
underlying issues. Cross-system collaborative efforts can provide multiple benefits, as
these populations are also high users of other county systems like behavioral health,
emergency rooms, and county public health (p72).
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3. Still Sacramento County Peer Review Report

a. Note: This was not a “peer review”, but simply an essay of the consultants’ résumés.
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