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Foreword

Vision

The California prison system, by its very nature, operates almost entirely
behind walls, both literal and figurative. The Office of the Inspector
General (the OIG) exists to provide a window through which the citizens
of the state can witness that system and be assured of its soundness. By
statutory as well as judicial mandate, our agency oversees and reports
on several operations of the California Department of Corrections and
Rehabilitation (the department). We act as the eyes and ears of the
public, measuring the department’s adherence to its own policies and,
when appropriate, recommending changes to improve its operations.

Our objective is to create an oversight agency that provides outstanding
service to our stakeholders, our government, and the people of the

State of California. We do this through diligent monitoring, honest
assessment, and dedication to improving the correctional system

of our state. Our overriding concern is providing transparency to

the correctional system so that lessons learned may be adopted as
best practices.

Mission

Although the OIG’s singular vision is to provide transparency, our
mission encompasses multiple areas, and our staff serve in numerous
roles overseeing distinct aspects of the department’s operations, which
include discipline monitoring, complaint intake, warden vetting,
medical inspections, the California Rehabilitation Oversight Board
(C-ROB), and a variety of special assignments.

Therefore, to safeguard the integrity of the state’s correctional system,
we work to provide oversight and transparency through monitoring,
reporting, and recommending improvements on the policies and
practices of the department.

— Roy W. Wesley
Inspector General

Office of the Inspector General, State of California
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here is hereby

created
the independent
Office of the
Inspector General
which shall not be
a subdivision of
any other
governmental
entity.

— State of California
Penal Code section 6125
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Organizational Overview
and Functions

The Office of the Inspector General (OIG) is an independent agency

of the State of California. First established by state statute in 1994 to
conduct investigations, review policy, and conduct management review
audits within California’s correctional system, California Penal Code
sections 2641 and 6125-6141 provide our agency’s statutory authority in
detail, outlining our establishment and operations.

The Governor appoints the Inspector General to a six-year term, subject
to California State Senate confirmation. The Governor appointed our
current Inspector General, Roy W. Wesley, on September 13, 2017; his
term will expire in 2023.

The OIG is organized into a headquarters operation, which encompasses
executive and administrative functions and is located in Sacramento,
and three regional offices: north, central, and south. The northern
regional office is located in Sacramento, the central regional office is in
Bakersfield, and the southern regional office is in Rancho Cucamonga.

Our staff consist of a skilled team of professionals, including attorneys
with expertise in internal investigations, criminal law, and employment
law, as well as inspectors knowledgeable in correctional policy,
operations, and investigations.

The OIG also employs a cadre of medical professionals, including doctors
and nurses, in the Medical Inspection Unit. These practitioners evaluate
policy adherence and quality of care within the prison system. Analysts,
editors, and administrative staff within the OIG contribute in various
capacities, all of which are integral in achieving our mission.

Office of the Inspector General, State of California
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Figure 1. Office of the Inspector General Organizational Chart, 2019
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The OIG performs a variety of oversight functions relative to the
department, including the areas listed below:

* Medical inspections
* Warden/superintendent vetting

e Serving as the ombudsperson for, and monitor of, Sexual
Abuse in Detention Elimination Act (SADEA)/Prison Rape
Elimination Act (PREA) cases

* Reviewing and investigating retaliation complaints

* Coordinating and chairing the California Rehabilitation
Oversight Board (C-ROB)

* Handling complaints filed directly with the OIG by inmates,
employees, and other stakeholders regarding the department

e Special reviews authorized by the Legislature or the
Governor's Office

e Monitoring of:

» Internal investigations and litigation of employee
disciplinary actions

» Critical incidents, including inmate deaths, large-scale
riots, hunger strikes, and so forth

» Use of force
» Contraband surveillance watch

» Adherence to the Blueprint plan for the future of the
department

Office of the Inspector General, State of California



4 | 2018 Annual Report

(This page left blank for reproduction purposes.)

Office of the Inspector General, State of California



2018 Annual Report | 5

Reports Published in 2018

In 2018, we issued 22 public reports detailing our oversight of the
California Department of Corrections and Rehabilitation:

16 reports on medical inspection results; two reports on monitoring
the department’s internal investigations and employee disciplinary
process; one report on monitoring the department’s use of force; one
report on the status of the Blueprint; one report on the California
Rehabilitation Oversight Board; and our 2017 annual report. Visit our
website, www.oig.ca.gov, to view our public reports.

Internal Investigations and Employee Discipline
Monitoring

Attorneys in the OIG’s Discipline Monitoring Unit are responsible
for the contemporaneous oversight of the department’s internal
investigations and employee discipline processes. Our Discipline
Monitoring Unit also oversees the department’s response to critical
incidents within institutions.

We provide an accounting of our activities in monitoring internal
investigations and the litigation of disciplinary actions on a regular
basis when we publish our semiannual reports. These reports document
the department’s adherence to its operating rules and procedures, as
well as provide a record attesting to the quality of the investigation

and legal representation regarding employee discipline. Our attorneys
monitor and assess the department’s internal investigations that Office
of Internal Affairs’ special agents conduct. In addition, we monitor

and assess the performance of departmental attorneys throughout the
disciplinary process, including any appeals.

As part of our monitoring process, we participate weekly in the

Office of Internal Affairs central intake panel meetings for cases the
department receives from hiring authorities. In 2018, hiring authorities
referred 1,917 cases for investigation or approval for authorization to
take direct disciplinary action, of which the Office of Internal Affairs
(OIA) opened 1,804 cases. Of the cases the OIA opened, the OIG opened
491 for monitoring purposes. We monitor the most sensitive internal
investigations against staff members, including those involving
allegations of dishonesty, sexual misconduct, unreasonable use of force,
deadly force, code of silence, abuse of authority, and criminal conduct.

Furthermore, we monitored and closed 496 cases during our reporting
period. Of this group, 430 alleged administrative misconduct, and
66 alleged criminal misconduct. In addition to the 496 administrative

Office of the Inspector General, State of California
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and criminal cases we reviewed, we also reviewed 22 use-of-deadly-
force incidents.

We found that, from January through December 2018, the department
generally performed well in the investigative and disciplinary phases.
However, based on concerns we identified and our assessments, the

OIG made recommendations for some changes. For example, in 2018,

we recommended the department eliminate the current practice of
special agents identifying allegations at the beginning and during
investigations, and instead allow the hiring authority to determine the
appropriate allegations upon the conclusion of the Office of the Internal
Affairs’ investigation and after the hiring authority had reviewed and
considered the evidence. We also recommended the department approve
and conduct interviews of employees suspected of misconduct in all
cases, even in cases in which a full investigation was not warranted,
including those the Office of Internal Affairs approved for “direct action”
by a hiring authority (see Exhibit 1, pages 30-32).

Use-of-Force Monitoring

Another means by which we fulfill our oversight mandate is by
monitoring the department’s review process for use-of-force incidents
at institutional executive review committee meetings, departmental
executive review committee meetings, and division force review
committee meetings. We utilize a comprehensive database designed

to allow our staff to effectively examine the various circumstances
surrounding occurrences of the department’s use of force. This tool
aggregates information concerning these types of incidents, allowing for
an in-depth analysis of each use of force. We share some of the collected
data with the department each month and continue to explore how we
can improve in sharing data on any trends we observe. The OIG also
participates as a nonvoting member of the department’s Deadly Force
Review Board.

In July 2018, we published Monitoring the Use of Force: The California
Department of Corrections and Rehabilitation’s Process for Reviewing Staff
Use of Force Is Thorough, but It Must Address Low Compliance Rates With Its
Policies and Procedures. This report covered use-of-force incidents we
monitored for which the department completed a review between
July 1, 2017, and December 31, 2017.

Our process included having inspectors visit every adult and juvenile
institution, headquarters, and the northern and southern parole
regions to attend 778 of the 825 executive review committee meetings
(a 94 percent attendance record). During this six-month period, our
inspectors reviewed and analyzed 4,001 instances, including

Office of the Inspector General, State of California



3,709 use-of-force incidents and 292 allegations of excessive or
unnecessary uses of force.

Statistics Regarding the Use of Force from July 1, 2017,
Through December 31, 2017

* Approximately 92 percent of the use-of-force incidents
(3,405 of 3,709) occurred at the state prisons and contract
facilities housing adult inmates, with the remainder
involving the juvenile facilities (269), parole regions (29), and
the Office of Correctional Safety (6).

* Approximately one-third of the incidents occurred at five
state prisons: California State Prison, Corcoran; California
State Prison, Sacramento; Kern Valley State Prison; California
Correctional Institution; and Salinas Valley State Prison.

e Of the 3,709 incidents we monitored, 11,046 involved
“applications” of force; for example, two baton strikes count
as two applications during a single incident. The use of
chemical agents accounted for 5,121 (46 percent) of the total
applications, while physical strength and holds accounted for
3,662 (33 percent). The remaining 21 percent of applications
comprised force options such as less-lethal projectiles, baton
strikes, tasers, and firearms.

Highlights of Our Monitoring

The department has a sound process in place for evaluating use-of-
force incidents, and it works well to identify instances in which its

staff members’ actions varied from departmental policy and training.
However, the department found that only 52 percent of the incidents
during this period fully met policy standards. The OIG concurred

with the department’s in-policy decisions in all but 46 incidents.
Overwhelmingly, the department remedied the deficiencies it identified
by providing training to staff (95 percent of the out-of-policy incidents).
The department took other corrective action by counseling staff

in 6 percent of the out-of-policy incidents. The department took
disciplinary action for staff misconduct in 16 incidents and referred
another 18 incidents to the Office of Internal Affairs for consideration of
further investigation.

Officers did not always articulate their need to use force, and in some
instances, their own actions may have contributed to the need to use
force. The department’s policy for the use of immediate force requires
that its officers’ reports articulate their reasoning for using force.
Despite this requirement, officers did not adequately articulate an

2018 Annual Report | 7
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imminent threat in 68 of the incidents we monitored, leading us to
question whether the force was necessary. Moreover, the actions of
officers in 47 of the 3,709 incidents unnecessarily contributed to the
need to use force, such as opening the incorrect cell door, failing to
properly secure an inmate prior to escort, or not using the proper de-
escalation techniques to avoid the need to use force.

The department continues to have low compliance with its procedures
for video-recording interviews with inmates. Departmental policy
requires video-recording interviews with inmates who allege
unnecessary or excessive force, or who sustain serious or great bodily
injury possibly from the use of force. Policy further requires staff to
record these interviews within 48 hours of the discovery of the injury or
allegation, and that a supervisor who neither used nor observed force
conduct the interview. We noted the department’s compliance rate with
its standards was only 57 percent during this six-month period.

The department experienced a high rate of noncompliance with its
policies during controlled use-of-force incidents. The department
deployed “controlled force” when an inmate’s presence or conduct posed
a threat, and the inmate is located in an area that can be controlled or
isolated. Of these 61 controlled use-of-force incidents we monitored
during our six-month review period, the department found that staff
violated one or more policies in 46 incidents (75 percent) (see Exhibit 2,

pages 34-42).

Summary of Recommendations

In our report, we recommended, among other things, the department consider
the following actions:

* Reevaluate its training curriculum and provide additional
training to staff to address its relatively low compliance
rate in conducting video-recorded interviews and utilizing
controlled use of force.

* Optimize the use of its recently implemented use-of-force
tracking system to analyze the following: trends related to
policy deviations; staff who frequently violate use-of-force
policies; and actions hiring authorities impose to address
violations. This would enable the department to focus its
training on the most common types of violations.

See Exhibit 2, pages 34—42, for the status of all the recommendations we
made in our report.

Office of the Inspector General, State of California



Cycle 5 Medical Inspection Reports

One of the critical responsibilities of the OIG is to conduct an objective,
clinically appropriate, and metric-oriented medical inspection program.
This program is directed toward reviewing the health care provided to
patients housed at each of California’s adult prisons.

During 2018, our staff continued working on our fifth cycle of
correctional institution medical inspections. In 2018, we published
16 public reports for Cycle 5; we rated 2 institutions proficient,

10 institutions adequate, and 4 institutions inadequate. We also issued
two additional draft reports to external stakeholders.

In 2018, the federal receiver delegated the following prisons back to the
department:

e (California Correctional Center (March)

* California Men's Colony (May)

* Valley State Prison (July)

¢ (California State Prison, Corcoran (October)

The Cycle 5 medical inspection process includes qualitative case review
testing as well as quantitative compliance testing. Our inspection teams
are staffed with expert physicians and nurses. We use up to 15 health
care quality indicators to assess the medical care at each institution. We
started our sixth cycle of medical inspections in 2019.

The following table lists the month of publication and the overall rating
for each institution that we inspected and for which we issued a final
report in 2018:

2018 Annual Report | 9
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Table 1. OIG Cycle 5 Medical Inspections: Final Reports Published in 2018

Institution Inspected Pul\ljllioc::;on oR:E:_:I;I

Kern Valley State Prison January Adequate
Folsom State Prison January Adequate
Pelican Bay State Prison January Proficient
California State Prison, Centinela January Adequate
Chuckawalla Valley State Prison March Adequate
High Desert State Prison April Adequate
Central California Women's Facility May Inadequate
Correctional Training Facility June Inadequate
California City Correctional Facility June Proficient
Mule Creek State Prison August Inadequate
California Men's Colony August Adequate
Avenal State Prison August Adequate
California Institution for Women August Adequate
Sierra Conservation Center August Adequate
Calipatria State Prison October Adequate
California State Prison, Sacramento November Inadequate

Source: Office of the Inspector General, Medical Inspection Unit.

Office of the Inspector General, State of California
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Table 2 below shows the distribution of the 2018 health care indicator
results.

Table 2. OIG Cycle 5 Medical Inspections, 2018: Health Care
Indicator Results

Number of Institutions
Health Care Indicator

Apphlli(:;ble Proficient | Adequate | Inadeguate
Access to Care 0 5 7 4
Diagnostic Services 0 2 13 1
Emergency Services 0 1 10 5
Health Information Management 0 9 5 2
Health Care Environment 0 1 3 12
Inter- and Intra-System Transfers 0 1 8 7
f;aanr;aecr{q:rr:;:l Medication 0 1 4 11
Prenatal and Post-Delivery Services 14 1 1 0
Preventative Services 0 9 6 1
Quality of Nursing Performance 0 2 11 3
Quality of Provider Performance 0 2 10 4
Reception Center Arrivals 15 0 0 1
Specialized Medical Housing 3 2 8 3
Specialty Services 0 4 8 4
Administrative Operations (secondary) 0 4 8 4

Source: Office of the Inspector General, Medical Inspection Unit.

We found that many institutions performed at an acceptable level

in several areas of health care delivery; most institutions passed the
indicators Diagnostic Services, Health Information Management, Preventative
Services, Quality of Nursing Performance, and Specialized Medical Housing.
On the other hand, most institutions did not pass the Health Care
Environment and Pharmacy and Medication Management indicators.

OIG Cycle 5 Medical Inspections, 2018: Recommendations

In 2018, we offered 54 recommendations to improve health care delivery
within the institutions (see Exhibit 3, pages 44—46). The reader should
not interpret the presence of recommendations as evidence of poor
performance. We offer recommendations regardless of an institution’s
rating in that area. The following types of recommendations were our
most frequent in 2018:

Office of the Inspector General, State of California
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Table 3. OIG Cycle 5 Medical Inspections, 2018: Frequency of
Recommendations by Indicator

Health Care Indicator Recommendations Institutions
Emergency Services 9 7
Inter- and Intra-System Transfers 3 3
Pharmacy and Medication Management 8 7
Quality of Nursing Performance 11 7
Quality of Provider Performance 9 6
Specialty Services 6 5

Source: Office of the Inspector General, Medical Inspection Unit.

In addition, we highlighted four best practices in three institutions

and recommended that California Correctional Health Care
Services (CCHCS) explore the feasibility of implementing those
practices statewide:

Centinela State Prison (CEN) nurses included important
information not usually seen on transfer records, such

as phone numbers and addresses for pending specialists’
appointments. The OIG recommends that CCHCS adopt this
process statewide.

In the correctional treatment center, CEN nurses developed a
useful report sheet that contained information relevant to all
team members including nursing assistants. The information
on the report sheet included the patient’s name, diagnoses,
care plan information, diet, and TABE (Test of Adult Basic
Education) score. The OIG recommends that CCHCS adopt
this process statewide.

CCHCS should examine California City Correctional
Facility’s (CAC) excellent medication processes and consider
replicating those processes statewide.

CCHCS should examine Calipatria State Prison’s (CAL) well-
run morning huddle process and consider the feasibility of
replicating it statewide.

Furthermore, we had one recommendation specifically for CCHCS,

based on our experience inspecting all medical programs at

departmental institutions:

Office of the Inspector General, State of California

CCHCS should eliminate time frames for both routine

and urgent priority requests from its specialty access
policies. Instead, CCHCS should monitor specialty access by
measuring the ability of each institution to provide specialty




services within the time frames specified in each order in the
electronic health records system (EHRS).

Cycle 5 Medical Inspection Summary

Our OIG medical inspection staff completed a summary report for
Cycle 5, with publication anticipated for summer 2019. The summary
report will further analyze and compare results from Cycle 5 with those
from Cycle 4.

Complaint Intake

The OIG maintains a statewide complaint intake process that provides
anyone a point of contact regarding allegations of improper activity
within the department. We receive complaints submitted by inmates,

parolees, families, departmental employees, and advocacy groups. People

submit complaints by sending us letters, calling our toll-free public
phone line, calling our main telephone number, and emailing us

through our website. We screen all complaints within 24 hours of receipt

to identify potential safety concerns involving departmental employees
or inmates.

In 2018, the OIG received 3,270 allegations of improper governmental
activities, shown as Figure 2 on the next page. Based on these

allegations, we opened 2,405 cases. After we reviewed each complaint, we
provided a written response to the complainant. Our office does not have

the authority to conduct investigations;' however, our staff conducted
an inquiry by reviewing policies and procedures, by requesting relevant
documentation from the institution, or by visiting the institution to
observe and make recommendations to department administrators.

In 167 cases, we determined that we did not have jurisdiction because
the allegations involved county jails, federal prisons, or local law
enforcement. In these cases, we referred the complainant to the most
appropriate entity. Our office conducted either a preliminary or field
inquiry into the remaining 2,238 cases to assist the complainant or to
look into the alleged improper activity.

We performed a preliminary inquiry for 2,209 cases wherein our staff
researched the alleged activity, reviewed policies and procedures,

' In July 2011, the OIG’s mission was restructured and removed our authority to conduct
discretionary audits and investigations, and required that special reviews be authorized
only by the Governor, the Senate Committee on Rules, or the Speaker of the Assembly.

2018 Annual Report | 13
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reviewed the inmate’s case file, and requested additional documentation
from the department, as needed. In the vast majority of the cases, our
inquiry work resulted in our office providing the complainants with
advice on how to address their concerns with the department. Common
examples of such advice involved how to request services or navigate
through the department’s appeal process, sentence calculation process,
disciplinary process, and visiting process. On occasion, our advice
included instructions for how to contact specific departmental divisions
and offices for services or additional help.

Figure 2. Types of Allegations Received in 2018

No OIG Jurisdiction

Medical, Dental, or

167 Mental Health Care

(5%) 270

Legal Concerns

N = 3,270
Allegations

Grievances and
Staff Misconduct

AN

Prison Conditions
and Operations

Source: Office of the Inspector General.

Below, we discuss a sampling of the preliminary inquiries that we
completed in 2018. These inquiry summaries provide examples of our
assistance provided to complainants regarding the department’s

appeals process and to an inmate who had not received adequate dental
treatment. Each of these complainants had been unsuccessful in their
initial attempts to remedy these situations with various departmental staff.

In one complaint, an inmate’s mother alleged that her son’s sentence
calculation following Proposition 57 was incorrect because her son had
not received credits from college coursework he completed. She claimed
his scheduled release date in July 2018 was in error. During our review,
we found the inmate had not utilized his administrative remedies

with the department regarding this complaint. Our office found that
the inmate’s records were, in fact, in error because they contained an
incorrect course code and illegible college transcripts.

Office of the Inspector General, State of California



We determined that her son, by completing a college course, was
eligible for milestone completion credits. We contacted departmental
staff regarding these errors, who received clarification from a principal
and corrected the errors. Ultimately, the inmate received two weeks of
milestone completion credits, which advanced his release date to

June 2018.

In another complaint, a third party alleged on behalf of an inmate
that an appeal was submitted timely to the third level of review, but
was incorrectly denied by the Office of Appeals. The inmate included
supporting documents that he had attempted to submit his appeal
timely. We reviewed the inmate’s legal and confidential mail log and
found the primary reason for the delay was mail processing, which
took six days to reach the Office of Appeals from the institution.
Consequently, the OIG requested the Office of Appeals reconsider the
circumstances involving the delay; the Office of Appeals accepted our
request and processed the appeal.

In another complaint, a third party alleged that an inmate did not
receive adequate dental treatment. The third party alleged that he

and the inmate had previously attempted to remedy the situation for
more than one year by contacting two institutions and the California
Correctional Health Care Services. The third party claimed the inmate
suffered substantial tooth loss and bone deterioration due to the delay
in receiving these services. Our staff reviewed the inmate’s extensive
dental history during 2017 through 2018, including dental progress
notes and health care requests the inmate had submitted. In June 2018,
a partial denture agreement and dental services were requested by the
California Correctional Health Care Services, on behalf of the inmate,
from the Prison Industries Authority Dental Laboratory. We found the
inmate transferred to another prison in October 2018 without having
received his needed dental services. Our staff contacted the institution

in October 2018 to ensure continuity of dental care and to obtain a status

report concerning the inmate’s denture. The institution notified us one
week later that the inmate received his denture, just over four months
after the inmate completed his agreement for dental services.

Some preliminary inquiries involved more serious matters, such as
safety and security threats or mental health conditions, and resulted
in our referral to the department. Our staff contacted institutions on
25 occasions to recommend department staff conduct checks on an
inmate’s safety or mental health condition.

2018 Annual Report | 15
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Photograph courtesy of the California Department of Corrections and Rehabilitation.

In one complaint, an inmate alleged
that he was in fear for his life from
other inmates and staff, and that

he was in possession of an inmate-
manufactured weapon to protect
himself (photo, left). Our office requested
that departmental staff conduct

a threat assessment for possible

safety and security concerns. When

interviewed by a lieutenant, the inmate
confirmed that he possessed a weapon.
An unclothed body search revealed an
inmate-manufactured weapon hidden
within the inmate’s boxer shorts. As pictured, the weapon measured

7 inches long by 3/8 of an inch wide, and was made from metal stock
sharpened to a point at one end. The inmate received a mental health
consultation, and received ongoing treatment and evaluation within the
correctional clinical case management system level of care.?

In another complaint, an inmate claimed that departmental staff were
ignoring his concerns for a pending transfer. The inmate further stated
that he was a gang dropout and had a pending criminal case and would
be providing testimony. We located documents of a recent committee
meeting that recommended the inmate transfer to a nondesignated
programming facility.? The committee notified the inmate that all
enhanced outpatient facilities were nondesignated programming
facilities and noted the inmate’s objection to transfer due to enemy
concerns. Our office notified departmental staff of the inmate’s alleged
safety concerns, and the department conducted a mental health risk
assessment and screened the inmate. Due to a change in the inmate’s
circumstances (medical risk factors and mental health level of care), the
inmate subsequently transferred to a sensitive needs yard instead of a
nondesignated programming facility.

In another complaint, an inmate housed in a reception center during
her first week of incarceration had not yet been assessed for the
department’s mental health services delivery system, but she was
exhibiting signs of mental health concerns. We expedited our review

? The department’s program guide for its mental health services delivery system states
that inmates who require a correctional clinical case management system (CCCMS) level of
care shall be seen by a primary clinician within 30 days of placement in CCCMS and at least
every 9o days thereafter while at a reception center, or more often if clinically indicated.
Inmates at the CCCMS level of care shall be evaluated by a psychiatrist a minimum of every
90 days regarding psychiatric medication issues.

3 The department developed new criteria in which it combined inmates designated as
general population and sensitive needs yard within the same facility, thus creating a
nondesignated programming facility. All enhanced outpatient program housing units were
converted to nondesignated programming facilities in January 2018.

Office of the Inspector General, State of California



because her account was supported by her complaint that concerned
her husband’s financial struggles and her daughters’ alleged exposures
to nerve gas. The inmate requested an investigation and protective
custody for her daughters. During our review, we found the inmate had
not utilized her administrative remedies with the department regarding
these concerns. Our office submitted a mental health referral on behalf
of the inmate. The inmate received a mental health consultation and
ongoing treatment and evaluation within the correctional clinical case
management system level of care.

Moreover, some inquiries required site visits to the institution: we

call these field inquiries. During 2018, we completed 29 field inquiries.
For example, in one of the field inquiries, a third party and an inmate
submitted separate complaints alleging the department was not
properly applying sex offender registration requirements to the inmate,
causing an erroneous release date. The institution’s staff had previously
determined the inmate must register as a sex offender under California
Penal Code section 290. However, OIG staff reviewed the applicable

sex offender registration requirements and found the institution had
misapplied a mandatory registration requirement. The department
agreed and corrected his release date.

In another complaint, an inmate’s grandfather alleged departmental
staff falsified the inmate’s commitment offense documents and were
going to transfer the inmate to another institution where the inmate
feared for his safety. Our staff reviewed the inmate’s past disciplinary
reports and notified departmental staff of errors in the inmate’s criminal
history. Departmental staff made corrections to the inmate’s criminal
history, updated the inmate’s confidential enemy list, and did not
transfer the inmate to the institution where he feared for his safety.

In another complaint, an inmate alleged that the department had
refused to place him in administrative segregation upon arrival to a

new institution. The inmate claimed he was instead placed in general
population housing and, three days later, was attacked by three other
inmates, causing him to lose an eye. We reviewed the department’s
appeal response to the inmate, which acknowledged that departmental
staff did not follow policy by allowing the maximum-custody inmate to
be released to general population housing prior to a committee action.
Our office found that the hiring authority issued letters of instruction
and provided training to the responsible departmental staff as corrective
action. The OIG recommended the hiring authority consider referral for
adverse action against departmental staff members. The hiring authority
disagreed, stating the inmate did not have a documented enemy at

the facility to which he was released and did not express any safety
concerns to departmental staff. In addition, the hiring authority cited
that departmental staff did not purposely endanger the inmate, but
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had inaccurately assessed the inmate’s custody designation. The hiring
authority affirmed that the instructional letters and training were the
appropriate resolution. Our staff concurred with the hiring

authority’s decision.

In another complaint, an inmate’s attorney alleged that officers were
present, but failed to intervene when other officers used unreasonable
force on three inmates. According to the attorney, this alleged inaction
resulted in injuries to these inmates. Our staff reviewed the use-of-force
incident package and noted discrepancies among departmental staff
reports. We also found the hiring authority identified inmate injuries
not consistent with the use of force reported, and the hiring authority
requested an investigation by the Office of Internal Affairs. The Office
of Internal Affairs conducted an inquiry, which involved review of
incident reports, interviews of inmates, and a review of a mobile phone
video. However, the Office of Internal Affairs determined that there was
insufficient evidence of staff misconduct to support an investigation
and rejected the hiring authority’s request. In addition, the institution'’s
executive review committee determined that the force used was in
compliance with departmental policy. Our staff concurred with the
Office of Internal Affairs Central Intake Panel’s rejection of the case and
the department’s determination that the force used was within policy.

Sexual Abuse in Detention Elimination Act
Ombudsperson Claims

According to California Penal Code section 2641, the OIG is authorized
to serve as the ombudsperson (a designated, impartial advocate) for
complaints related to the Sexual Abuse in Detention Elimination

Act (SADEA).4 Acting in this capacity, we reviewed allegations of
mishandled sexual abuse investigations within correctional institutions,
maintained the confidentiality of sexual abuse victims, and ensured an
impartial resolution of inmate and ward sexual abuse complaints. Our
staff supplied informational posters to all adult institutions, Division of
Juvenile Justice facilities, and parole offices that explain how to report
these allegations through our toll-free phone line or by mail. By acting
as an external reporting mechanism, we increase transparency and
provide another option to inmates who are concerned with reporting the
alleged abuse or harassment directly to departmental staff.

During 2018, the department notified the OIG of sexual harassment or
sexual misconduct allegations, commonly referred to as Prison Rape

4 The federal Prison Rape Elimination Act (PREA) of 2003 provided national standards to
eliminate sexual abuse in detention facilities. In 2005, California enacted Assembly Bill 550,
the Sexual Abuse in Detention Elimination Act (SADEA), which provides the Office of the
Inspector General with the authority to investigate reports of the mishandling of sexual
abuse incidents.

Office of the Inspector General, State of California
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Elimination Act or “PREA” allegations, from sexual incident reports or
critical incident notifications. As seen in Table 4 below, we received

943 sexual incident reports. The department also notified us regarding
658 critical incidents relating to sexual misconduct or sexual harassment
allegations made against a departmental staff member.

According to departmental policy, an inmate may report an allegation

of sexual violence, staff sexual misconduct, or sexual harassment to any
staff member verbally or in writing, through the inmate appeals process,
through the sexual assault hotline, or through a third party. In addition,
an inmate may report these allegations directly to the OIG’s ombudsman
for sexual abuse in detention elimination. Any departmental employee
who observes the incident or is provided a report by the victim must
complete the required reports, including a sexual incident report.s These
allegations must be investigated by a trained departmental investigator
and reviewed by the institution’s hiring authority.

Table 4. Sexual Misconduct Allegations

Sexual Incident  Critical Incident

Report Notification
Non-Consensual Sexual Acts 230 127
Abusive Sexual Acts 146 93
Inmate-on-
Inmate Sexual Harassment 101 27
Subtotal 477 247
Sexual Misconduct 298 287
Staff-on- Sexual Harassment 168 124
Inmate
Subtotal 466 411

Source: Office of the Inspector General Tracking and Reporting System.

One allegation we received from the department through a critical
incident notification alleged that an officer engaged in sexual
misconduct with two inmates and provided one with a mobile phone,
methamphetamine, and food in exchange for sexual favors. The Office
of Internal Affairs conducted an investigation, and our office monitored
the case. The Office of Internal Affairs determined there was insufficient
evidence for a probable cause referral to the district attorney. The OIG

5 The Survey of Sexual Violence (SSV) form is part of the U.S. Department of Justice,
Bureau of Justice Statistics National Prison Rape Statistics Program, which gathers
mandated data of sexual assault in correctional facilities, under the Prison Rape
Elimination Act (PREA) of 2003.
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concurred with the probable cause determination. The Office of
Internal Affairs did not open an administrative investigation due to lack
of evidence.

In addition, during 2018, our staff reviewed 153 complaints directly from
inmates, family members, and third parties alleging sexual misconduct
or sexual harassment policy violations. In 31 instances, our office referred
these allegations as notifications to the department for its staff to
conduct an initial investigation or inquiry.

One allegation involved an inmate who reported being a victim of

an inmate-on-inmate nonconsensual sexual act, stating, “I am being
forced to perform oral [sex] on another man.... He will not stop this
rape.” Our review of institutional records showed the alleged victim and
aggressor were housed in the same facility, but in different buildings. We
reported the allegation to the institution’s PREA Compliance Manager,
who confirmed this allegation had not been reported to departmental
staff. Our staff reviewed the inquiry conducted by a locally designated
investigator and found that the alleged victim was interviewed on the
same day our office made the report. During the interview, the inmate
denied making any PREA allegation and denied being the victim of

any physical or sexual assault. The inmate stated he did not know who
would have filed a false report that he was sexually assaulted. As a result,
departmental staff concluded the allegation was unfounded.

Another allegation involved an inmate’s mother, who contacted our
toll-free public line in Spanish alleging her son was a victim of an
inmate-on-inmate nonconsensual sexual act, stating that her son

was being raped. OIG staff were not able to get additional details,

such as the date of the act or the name of the alleged aggressor. Our
review of institutional records found that her son had reported to
institutional staff he had been the victim of unwanted sexual contact
by his cellmate. Departmental staff initiated a PREA inquiry for

this allegation. Each inmate received sexual assault examinations.
Departmental staff performed a cell search to collect possible evidence
and conducted interviews of possible witnesses. The inmates were no
longer being housed together as of the reported incident date, since the
alleged victim considered the alleged aggressor his enemy. Ultimately,
departmental staff concluded this allegation was unsubstantiated.

Retaliation Claims

In addition to receiving complaints as described in the preceding
paragraphs, our statutory authority directs us to receive and review
complaints of retaliation that departmental employees levy against
members of their management. Our Legal Services Unit analyzes
each complainant’s allegations to determine whether the complaint

Office of the Inspector General, State of California
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presents the legally required elements of a claim of retaliation. If the
complaint meets this initial legal threshold, our staff investigate the
allegations to determine whether retaliation did occur. If we determine
the department’s management subjected a departmental employee to
unlawful retaliation, our office reports its findings to the department
along with a recommendation for appropriate corrective action.

Due to public misperception regarding what constitutes whistleblower
retaliation, few complaints present the legally required elements to state
an actionable claim of retaliation. To counteract this misunderstanding,
we engage with complainants to educate them regarding the elements of
a retaliation claim, invite complainants to supplement their complaints
with the necessary information, and correspond with complainants to
clarify any questions we have regarding the information they submitted.

In 2018, we received nine retaliation complaints. The Legal Services Unit
completed analysis of five complaints received in 2018 and the only two
complaints that remained pending from 2017, determining that none of
them met the legal threshold for retaliation. Four of the nine complaints
received in 2018 remain pending.

Warden/Superintendent Vetting

We are also responsible for evaluating the qualifications of each
candidate whom the Governor nominates for appointment as a warden
at an adult institution or a superintendent at a juvenile facility,
reporting the recommendation in confidence to the Governor within
90 days of the request. Typically, candidates have been serving as
acting wardens or superintendents for at least three months before our
evaluation begins.

In 2018, we completed seven warden vettings, as depicted in the
following list:

Warden

Central California Women’s Facility

e Sierra Conservation Center

e (alifornia State Prison, Solano

* Pelican Bay State Prison

* Folsom State Prison/ Folsom Women’s Facility

* California City Correctional Facility

e C(California State Prison, Corcoran

Office of the Inspector General, State of California
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In addition to conducting a background investigation of the candidate
and surveying designated stakeholders, our staff use a three-phase
vetting model. In the first phase, an OIG team of inspectors visit the
institutional site and provide the Inspector General with an overview
of the institution’s operations. During the second phase, the Inspector
General interviews members from the institution’s management team
and tours the institution with the candidate. In the final phase, the
Inspector General conducts a one-on-one interview with the candidate.
The Inspector General next reviews all the information gathered during
the vetting process and evaluates the candidate’s suitability for the
position of warden or superintendent. The Inspector General then
submits a confidential recommendation to the Governor.

Demand has continued for warden and superintendent vetting
in 2019 due to departmental management retirements resulting
in a high turnover rate. On many occasions, experienced wardens
and superintendents serve as mentors to newer, less experienced
administrators.

As of December 31, 2018, the following seven adult institutions and one
juvenile facility did not have permanent wardens or superintendents
assigned to them:

* California Correctional Institution

* California Medical Facility

* California State Prison, Los Angeles County
e Correctional Training Facility

* Deuel Vocational Institution

* Richard J. Donovan Correctional Facility

e Salinas Valley State Prison

e Ventura Youth Correctional Facility

Office of the Inspector General, State of California
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The Blueprint Report

As part of our legislative mandate, we periodically review the reforms
identified in The Future of California Corrections: A Blueprint to Save Billions
of Dollars, End Federal Court Oversight, and Improve the Prison System (the
Blueprint), published by the department in April 2012.

The OIG monitors the department’s progress in implementing five of its
key goals:

* Establish and adhere to the standardized staffing model at
each institution;

e Establish and adhere to the new inmate classification scoring
system;

* Implement and adhere to the comprehensive housing plan;

* Establish and adhere to the new prison gang management
system; and

* Increase the percentage of inmates served in rehabilitative
programs to 70 percent of the target population prior to the
inmate’s release.

In January 2016, the department issued An Update to the Future of
California Corrections, which provided a summary of the goals identified
and progress achieved since the initial Blueprint was published four years
earlier. It also laid out the department’s future vision for rehabilitative
programming, along with safety and security concerns.

In July 2018, we issued our Blueprint Monitoring: Ninth Report on

the California Department of Corrections and Rehabilitation’s Progress
Implementing Its Future of California Corrections Blueprint and Update to the
Blueprint. Our report covered data we collected at all 35 adult institutions
from December 2017 through February 2018, and was organized into

two sections, representing key areas OIG staff monitored: rehabilitative
programs, and population and housing. Our staff analyzed data and
performed fieldwork to determine the operational status of various
programs at each institution during the 201718 fiscal year.

Rehabilitative Program Review

Although the department implemented rehabilitation programs at
all institutions, it has been unsuccessful in providing rehabilitative
programs to 70 percent of its target population. To address counting
methodology concerns we raised in our previous Blueprint reports, on

Office of the Inspector General, State of California
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July 1, 2017, the department developed a new method for counting that

it believed will better track program information for all offenders. The
department is now focused on “minimal participation,” which it defines
as enrollment in a program for a minimum of 30 calendar days. This
change may make it more difficult for the department to achieve its

past target rate of 70 percent; however, the department expects that this
change will allow its staff to more accurately evaluate its ability to address
offenders’ needs. The department anticipates analyzing and redefining
any prior goals related to offender participation or target populations.

We also determined that 9o percent of academic programs and

82 percent of career technical education programs were operational. In
addition, 91 percent of the substance use disorder treatment

slots were filled, 95 percent of the cognitive behavioral therapy slots
were filled, and 91 percent of the preemployment transitions’ classes
were operational. Although the overall compliance rate increased,
our review identified ongoing recruitment concerns for career
technical education positions at Salinas Valley State Prison and
Richard J. Donovan Correctional Facility. These two prisons were
operating only 20 and 45 percent of their available career technical
education courses, respectively.®

Housing and Population Review

During the reporting period, the department continued its efforts to
address housing and population challenges, including making changes
to the sensitive needs yard population by creating two separate housing
options: programming and nonprogramming. The department has

also continued expanding its nondesignated programming facilities

at seven institutions, which are designated to provide rehabilitative
environments for offenders who have demonstrated positive
programming efforts and a desire to refrain from violent behaviors.
Additionally, all enhanced outpatient program and inpatient mental
health beds were converted to nondesignated housing in January 2018.

The department continued to slowly transition lower-level and other
traditional programming institutions to nondesignated programming
facilities during 2018.

In the Blueprint report, we included two new recommendations to the
department for 2018 (see Exhibit 4, pages 48-49):

6 According to the department, in 2019, Richard J. Donovan Correctional Facility had filled
seven of its nine (78 percent) career technical education positions, while Salinas Valley
State Prison had filled five of its six (83 percent) career technical education positions.
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* The Office of the Inspector General recommends that
the department clarify how it is meeting an inmate’s
rehabilitative needs and improve upon its existing
performance measures. The department should utilize
existing Strategic Offender Management System data, if
deemed reliable, to identify individual offender progress in
rehabilitation programming.

* The Office of the Inspector General recommends that the
department increase the percentage of operational courses by
requiring each supervisor of Correctional Education Programs
to provide regular updates to the director of the Division of
Rehabilitation Programs regarding recruiting and retaining
sufficient teachers.

California Rehabilitation Oversight Board

In 2007, the California Legislature established the 11-member California
Rehabilitation Oversight Board (C-ROB) chaired by the Inspector
General. Our agency convenes C-ROB meetings up to three times per

year to examine the department’s various mental health, substance
abuse, educational, and employment programs for inmates and parolees.
The C-ROB report is published annually, on September 15.

In 2018, OIG staff visited all 35 adult institutions from January through
February and again from June through August. During these visits, we
met with both departmental staff (including academic and vocational
instructors, community resource managers, and correctional counselors)
and inmates to identify successes and challenges in rehabilitative
programming. OIG staff also obtained data from the department
concerning its rehabilitative programs, including academic education,
career technical education, and substance use disorder treatment.

Rehabilitative programs continue to expand as a result of both
Proposition 57 and innovative programming grants. Hundreds of
inmate activity groups are now eligible for rehabilitative achievement
credits, a process that has incentivized programming statewide. Reentry
programming at each institution combined with the rehabilitative case
plan provided to both parole or postrelease community supervision
furthers transition efforts and is a noted progress point for successful
reentry. The following table offers additional details on rehabilitative
program capacity from 2016 to 2018:

Office of the Inspector General, State of California
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Table 5. Adult Rehabilitative Program Capacity, 2017-2018

Location of Seats available in June
Program
Delivery Rehabilitative Program 2017 2018
Academic Education* 44,365 45,030
Career Technical Education 9,045 9,052
Transitions Program 21,405 20,734
Cognitive Behavioral Treatment:
In-Prison Substance Use Disorder Treatment 11,645 13,603
Anger Management 8,208 9,840
Criminal Thinking 8,160 9,840
Family Relationships 4,072 4,936
Victim Impact 696 1,488
Education Programs 6,999 7,841
Post-Release | Substance Use Disorder Treatment 8,926 9,975
Employment Programs 5,940 6,162
Total Capacity for All Programs 129,465 138,501

* Academic and career technical education report as a daily budgeted capacity. All other programs report
the average number of times a program can be completed in one fiscal year (annualized).

Source: California Department of Corrections and Rehabilitation, Division of Rehabilitative Programs, as of
June 2017 through June 2018; data are not validated by the OIG.

The board commends the department for increasing its rehabilitative
program capacity, as noted in Table 5 above. We found institutional

site visit successes during this reporting period, including increases in
volunteer programs, credit-earning opportunities, and the expansion of
face-to-face college programs in all 35 institutions. The board recognizes
the department’s efforts at collaborating with community colleges

to expand access to both correspondence courses and face-to-face
instruction at all institutions.

Innovative grant funding for three-year support has expanded
volunteer-led rehabilitative programming, and the department

has provided additional support staff to assist with programming
coordination. The department extended its datasharing agreement
with the California Department of Health Care Services through

June 20, 2019, allowing both departments to continue exchanging
Medi-Cal applications to improve benefit outcomes for the inmates
served through the transitional case management program. In 2018,
the department successfully screened nearly 100 percent of inmates for
health benefit eligibility and also improved the health benefit approval
process for prerelease benefits, resulting in a higher rate

of authorization.
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Program expansion has also posed some challenges, including a
less-than-50-percent completion rate for in-prison substance use
disorder treatment programs, and the aftercare completion rate was
also extremely low, averaging 29 percent for the fiscal year. The board
underscored the importance of an effective substance use disorder
treatment program, in both prison and community aftercare, and is
hopeful the department will take measures to increase the completion
rate in both areas.

The department continues to ensure offenders and parolees receive risk
and needs assessments, with 98 percent of the offender population and
98 percent of the parole population receiving a California Static Risk
Assessment. Currently, 95 percent of the total parole population received
a reentry Correctional Offender Management Profiling for Alternative
Sanctions (COMPAS) assessment, which is an increase of 25 percent over
the previous fiscal year. There were three categories of reentry COMPAS
assessments still reporting a moderate-to-high need for just over

50 percent of the parole population. The board recommends that the
department address this high percentage of parolees who

were released having a moderate-to-high need in three key areas:
substance use disorder treatment, reentry financial, and reentry

employment expectations.

As a result of site visits and the work of the board, the C-ROB report
included two new recommendations offered to the department for 2018
(see Exhibit 5, page 51):

* The board recommends the department’s Division of
Rehabilitative Programs continue to work with the Division
of Adult Institutions to strengthen and maximize inmate
rehabilitative programming and credit earning potential.
The department should determine if its Strategic Offender
Management System requires process improvements to
improve tracking in key areas, such as assigning inmates to
available milestone and rehabilitative achievement credit
programs and tracking of inmate program waitlists that are
currently prepared at the local institutional level.

* The board recommends the department, with the assistance
of C-ROB members, determine ways to allow for an exchange
of information among federal, state, and county programs
to ensure released offenders have access to (and may be
approved for) available benefits. The goal is to identify
strategies to better link those formerly incarcerated to the
various services available to help them become stable and
self-sufficient as they reintegrate into the community.
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Corrective Action Plan Updates for
the Department

The OIG published 22 formal reports containing recommendations
in 2018. The recommendations in these reports promote greater
transparency, process improvements, increased accountability, and
higher adherence to policies and constitutional standards.

Status of Recommendations Made to the
Department in 2018

The following exhibit outlines the 11 recommendations we made in
March and November 2018 as published in our two monitoring reports
relating to investigation and disciplinary processes. The department has
fully implemented two recommendations, has not implemented eight
recommendations, and one recommendation remains pending.

Office of the Inspector General, State of California
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The following exhibit outlines the nine recommendations we made in
July 2018 as published in the report on monitoring the use of force.
The department has fully implemented two recommendations, and
the status of the remaining seven reflects various stages of
implementation.

Office of the Inspector General, State of California



‘abed 1xeu uo panuiuo)

34 | 2018 Annual Report

‘spua.}
azA|eue 0} 5|00} |eUONIPPE BUIjBI pUE
dojonsp 01 sanuiuod 11 18y} palels ‘uierdeo siopenbpeay ‘Spua.} J0} [9A9)
os|e 1| "|ons| siepenbpeay ay1 1e spuai} ‘spuaJ} | ‘syuspusiuuiadns ‘isse ‘syuspusiuadns ‘s101081ip ,slepenbpeay ayy
40N jo sisAjeue Jo} |V1SINOD Buisn pue ejep azAjeue 0} |00} |euonippe Buiulyas | o1eldosse 103daulp Aindep ooalip ayi 01 1USs o }e elep 9210}-0
Ajpuaiuno si 1 1eyy paiels Juswnedap pue Buidojenap Appuaun) 'spuail 4O | ||im Adod v 'siseq Ajyauow e uo paldNpPUod aq [|Im | siouenbpesy -asn ay1 azAjeue
ay] — paruswaldui Ajjeipey Joy sishjeue 11 S4INOD Buiziian Apuauny | siskjeue pue peojdn eleq 19syspeaids |90x3 40N rra Kjpunnoy z'|
‘oaubisep 4o Jo1oalIp 8yl A mainal
[BUl} JO} SJUBPIDUL JON |[B SeAIRd3I (NOVH) HUN
SOUWI0DINQ PUe 8dueINssy Ali[opl4 Se Umous mou
‘weiBoud [0u0D) Aljeny siouenbpesH Odvad
‘Bupjoesy pue eale 4o uoiBal aAndadsal JIoy} Ulym
22104 AlessadauuN IO 9AISSEOX3 JO uonebs)e
Kians Buipnpul 4O ||e Buimainss yim passel si
D¥34 9yl ‘siuswaiinbay mainay pue Buipiodsy
""bas 10 'g9ze uondag ‘g UOISIN ‘S BPIL YD (Odva)
sajea1lal Yoiym ‘Buizesiy (DYy34) e9niwwod) suoneladp
MBIABY BAIINDEXT P|al{ 92404-j0-85 'Z20-Z1 ON s|oled 1npy
pajuswalduw| aAlallg Odv( O stuswaiinbai syy aoiouley JO uoIsIAIg
‘usplem aAdadsal
pajuawa|duw| 19y} 4oy spodau e1elauab sio)eulpiood 40N suolNIsU|
6102 | “jeis aanndexe ay1 0} painquisip pue paiinbai aq (Iva)
'L €—6Z Aenuer ‘Bunesw Aspenb suspiem | [jim suodai yoiym uo Joioalip ayi 01 pajussald aq SuoIINISU|
IXau 8y} e susplem o0} pajuasaid aq ||im [|IM UOIEPUSWIWIODSI B PpUER P|al) Sy woj Indul 1npy jo
pajuswaldw| spodau 1suiy pue ‘areloldailp Ag panoiddy | yim Buoje patelsusb aq ||im spodal elep snoliep uolisiniqg
'spaau sanlioyine
Buuy jedo| pue
"19ayspealds }e1s 9AINdaxd s
“odai e18p [W1SdINOD |29x3 Buipe (4On) 92404-jo-asn sieuenbpesyy m_MMMHH_VUMmmI p_smhww®WMMMN
Alyruow siepenbpesy sy jo saido) ‘podau azAjeuy "e1ep 1V1SdINOD P Hioed }
(rr@) e2nsnr 92104-}0-3sn
"spodau Apenenb Ayjioey ‘Hoday Dy4| Apeuenp uoday (DY) a|luaAnf jo sadAy yoiym
pajuswa|dw| pue Dy4| Ajyauow Ayjioey ayy jo saidod 9911WWOY) MBIASY 92104 UoNMIsU| A|YIUo| JO uoIsIAIg aulwieaq ||
‘p|noys 1uawredap ay3 ‘weisAs Buiyoel} 80104-j0-asn pajuswa|duwl Apusdal spuswpedsap ayi jo asn ayy aziwndo o] °|,
DIO 3Yy3 Aq pauiwualeqg adi3oeld 4O Jooud pue uelg uopoy pesodoug sausuiedsq syy Hun uoiepusWWOod9Yy
se snjejs uonejusws|duwi sjuswwo) s juawiiedsq syl : ! |eauswiedsqg Jo uondudsag

810Z ‘92404 Jo asM 3y} BULIOHUOJA UO SUOIIEPUBWWOD3Y }JO SnielS g UGIYX]

Office of the Inspector General, State of California



2018 Annual Report | 35

‘abed 1xau uo panunuo)

‘spuauy

40N @zAjeue o1 Ajige sjuswpedsp
ay} anocudwir 0} waishs Buisoesy mau ayy
syadxa uawpedap ay3 {410z ISnBny
ur pajuswa|dwi aq o} pajnpayds
‘walsAs Buiyoely Juswede|das e uo
Bunpiom Apuaund sijuswnedsp ay |
"a|qeljeJ 10U S| WalsAs uonos||od elep
Jua.IND S11 jey) palels Juawpedsp

ay] — uonejuswaldwi Buipusay

‘SINOS Ul ssessod

[[iM 1¥] ey} erep ioy Alijiqeljal ey} 190w jou
S90p G y] 1aLIND BY [ 410z ISnBny punode
paioadxa si uonejuswsajdwy *(1y]) Bunpel]
podsy juspioul pajjed (SINOS) waisAs
1uswabeueyy JepusyO 21691e41S 8yl JO
jusuodwoo e Ag paoejdai aq jjim Sy :910N

"MaIASI 10} siseq Aliapnienb e uo ‘ioroalip
a1 Aq panoidde asom jeyy spodal erep
(S1y1) weisAg Buppes) Burodey juspioul
UM [uoissiw Dy pue ‘uonejndod |eiousb
‘sispuayo sjewsy ‘Aiundes ybiy] Joalip
a1e100sse Yoes Juasaid ||Im UolssIA DY YL

‘995 1ybIw

KoYy senss| Aue uo Ayioyine Buury aandadsal
1194} YLIM SIOM pue uoIssiw dAdadsal J1ay) Jo}
B1EP B} M3IABI [|IM (QY) J01081Ip 81eldosse yoeq

Iva

“UolePUBWILLODA SIU} 10}

ssaiboud uonejuswae|dwi sjuswpedep
By} JO}IUOW O} BNUIUOD ||IM SAA “Youelg
1uswabeue|y Ad1jod pue uone|nbey
sjuswpedap ayy Aq |eroidde Buipuad
S| SJUSPIDUI 8210}-JO-35N JO sisk|eue

pue UOI1eN|eAS IO} B1ep 92104-jO

-asn utejulew o} ue|d sjuswpedap

ay] - uonejuawa|dwi Buipuay

‘lenosdde giadY Joye
uonejuawa|dwi 1oy yoes uQ ‘[erocidde pue
M3IABI ,SIBP|OYa3eIS 40} gAY YHMm Ajjuaiind

“Jers aAnndexe Odyd eyt 01 elep Buiuodas pue
"22104 Jo suiened Buidslep ‘spuai} Bulioyuow Jo
sasodind oy} 4o} syuspioul 4O 01 palejas spodal

[ednsnes pue exep 40N Odvd |[e Bulureiutew
Joy a|qisuodsai aq 01 NOV4 ‘suoneinbal 4ON
pasinal 8y} JO (gINJY) Youelg yuswoabeue
Koljod pue suoie|nBay ayi wouy [erosdde uodn

Jaquuaw

D¥34 Yoes 1oy ‘sishjeuy//uonen|ens ‘el |enp
pue anbiuD) 9911WWOY) MBIASY SAIINDSXT Y}
apnjour 0} sabexped juspidul jJo mairas yidep-ul
1ONPUOd 01 (D4ONY) S8HWWO) 82104-40-3S
|euoiBay saiinbal 1eyy Bunaan DY34 40N ‘20-21L

"ON @ARRaIId OdVYd 40 siuswaiinbal ayy a2iojuiay

Odvda

(1u02)

"SpUBJ} IO} [9A3|
,slepenbpeay ayy
1e elep 92104-40
-asn ay1 azhjeue
Ajpunnoy z°|

DIO 9y Aq
paulwialaq se shiels uonejuswsjduw

ad110e1( JO JOOUd pue
spuawwo) s,3uswedsq ay|

ue|d uonoy pasodoud sjuswiiedsaq ay|

Hun
|eauswiiedsqg

uoljepuswwoday
jo uondudsag

(PenunRUOD) ‘Z UqIYxJ

Office of the Inspector General, State of California



36 | 2018 Annual Report

‘abed 1xeu uo panuiuo)

uoneluswa|dwi Buipuay

'SWOS Ul ssessod [im [ Y] 1eys erep

10} AJljigeljas eyl 199W 10U S90P G 3] 910N
"SUOIDE SSI9APE PUE SAI1D21100 pue ‘Bulules)
aahkojdwa Buppoei jo spoyiaw paysijgelss
1Ua.1IND Jo asn sy Buijelsyias senoyIne
Buuiy o1 pspircid aq ||Im WnpueIOWSW
"suonoeuLul Jejiuls 1o} sanssi Aieudidsip
snoinaid Aue usaq aney aJay jI ulepedse

01 sa|lj Aosiaiedns Jo |suuosiad |10

pue ‘Juswiedsp Buiurel) 921AISs-Ul BU BIA
spJodal Bulures) Buppeyd Ag uonoe asiaApe
Jo 8Aa.1I00 pue ‘Bulules) Buiyoel Joy
Spoylaw 1ualnd 8zi|1In ued sanioyine Buuiy

"S1¥| 9y} Ul paulelulewl 8 10U |[IM UOIeWIOUI
Aseundidsip Jo Buiulely syels jo abeiois pue
UOI129||0D BU} 1Y) PaUILLLISISP SeM 1l ‘S Y| JO
aseyd |eiyul pue [eyuswdojersp ayi buung

“Aa110d 4ON 2y pPe1e|oIn BARY 1By} Jels
Buriolluow Jo spoylaw paysijgelss bunelsyial
Susplem 0} palelausl aq ||im WnpueioWaW

JEVEIRIET

1e 90104 9sN 18U} JJels Jo s1eayspeaids aesoush
01 AJl|ige ey} aAey sanLioyine BuLliH "9210)

asn oym Jjels el 03 Aljigeded ayi sey S Y|

Ivd

uonejuswa|dwi Buipuay

‘lercadde gady Jeye
uonejuawsa|dwi o} yoes uQ ‘|eacidde pue
MBIADI SIOP|OYDELS 10} GINJY YHm Ajpuaiiny)

'sapljod 4JON 8y

a1e|oln 4o asn Apuanbaiy oym jyels oy ereudoidde
s| uoioe Aseul|didsip o BuLiolUOW 41 SUIUWLISISP
[leYs YH 8y o210y jo sutened Bunoaiep ‘spuaiy
Buriopuow jo sesodind ayy Joy \yH |euoiBas syy
0} syuspIdUl 4O O} paiejas spodal [eonsnels

pue elep piemio} 0} NOY4 Y1 aiinbal |jim
uonenBal 40N pasiral oy ‘jercidde gingy uodn

92104 JO Bs( XlieA

Aieundidsig eahojdwz (1) 61°0£0€€§ INOQ O3
108[gns pue ‘esuayjo ay1 jo sio1oe) Buneneibbe
pue Bunebiiw uo paseq [aAd| Ayjeuad Ateurdiosip
a3 sauluILIep (YH) Alioyine Buuiy sy

Odvdad

uonejuswa|dwi Buipuay

‘suoienobau ajgel Buipuad

‘pPa1Wgns sem |00} uolienobau Joge| ay}
‘suolje|ay JogeT Jo a1y suswpedep
sy yum Buppiom Appusund si rrQ

“19ayspealds |90x3 Bunpen 40N 9yl

UO JUBWINDOP 0} JOJBUIPIO0D 4O BY1 O} 1ep pue
uaXe] sem jey} uonoe ayi apiaoid ||im (s)iebeuew
/(s)iosiniadns sy ‘paubis @ouQ "ubls pue peas 0}
payiuap! si 18yl geis ayy 0} ainpadoid pue Aojjod
ay3 jo Adoo e apinoid [jim ssBeuew/iosiniadns ay |

‘(speBeuewy/(s)iosintadns siayy

01 Adoo e apinoid |jim uierdedpuspusiuniadns
juelsisse ay3 ‘Y buiroudde pue 1oayspeaids
Bupoes) [99x3 40N 841 Buimainai Jeyy

‘paIIIUBPI BIOM

Jey} Jels osoyy Jo siseq Apjoam e uo 1oayspeaids
Bupoey [99x3 40N oY mairal [|Im urerded
uspualuuiadns juelsisse ‘Juspusiuniadns ay|

‘uieydeo puspusiuniadns

juejsisse ‘Juspuaiuiadns ayi o3 oxepdn Apjeem e
apinoid pue yeeyspeaids Buppely [99x3 40N oYk
uo saljod 4O d1e[olA 0} punoy ale Apuanbaly
JeU} JBIS DU3 JUSWNDOP ||IM JOJRUIPIOOD 4O

"saoljod
9010}-§0-asN
paiejoin Ajpuanbauy
aABY 0} PUNO}
219M JO 92104 BSN
Apuenbaly oym
fra| yelsJonuop g

DIO 3y}
Aq paulwisle( se snieilg uonejuswa|dwy

@211 JO jOOId puR
sjuswwo)) s3uswipedsq sy

ue|d uoiy pasodoud s,uswiiedsq syl

un uollepUSWIWOddY
|eauswiiedsqg jo uonduoseg

(PaNuRRUOY) “Z UqIYXT

Office of the Inspector General, State of California



2018 Annual Report | 37

“abed 1xau uo panunuo)

“surdiosip pue

uoIIe BAI302.1100 d8ko|dwa Buipiebal
sa|l} Aiosiniadns pue spiodal Buluiesn
Malnal 0} s1aBeuew pue siosiatadns
Bunonnsul ‘410z ‘L L Aenuer uo
wnpuelowaw e panssi Juswpedsap
ay] — paruswaldui Ajjeidey

‘suoloelul

Jejiwis Jo awes Joy sanss| Aeuljdidsip snoiraid Aue
ueaq aAeY 819y} JI urensdse o} sa|iy Aiosiniadns

Jo |auuosiad |epiyjo pue ‘uswpedsp |§| ey}

el spiodal Buluien Buppayd Ag uonoe asianpe
10 9AI1D2.100 pue ‘Bulures Buiyel) o) spoyiawl
Jua.LIND 8zI|1IN 0} pajdadxe ale saijloyine BuLiy
“aul|diosiq @akojdwg

PapRUS ‘0g0EE UONISS ‘ZZ oPIY ‘¢ Jerdey)
INOQ—UOID. 8SI9APE IO SAI}D110D yoel} 0} 9oe|d
Ul wisiueyosw e aAey Ajpualind saiioyine Buuiy

'S1Yl vy

Ul pauleluleW 84 10U ||IM uonewloyul Areuljdidsip
1O 9A1D2.1100 pue ‘Bululesy syeis jo abelols pue
UOI193]|02 8U1 1BY] PaUILLISISP Sem 1l ‘S Y| Jo
aseyd |eiyiul pue [eruswdojenap ayi Buung

Ivd

‘uollepuUBWIWOdai Ino jo asodind ayy
10§ $S8U|NJOSN S} SHWI| YIIYM ‘Soweu
yeis Aue spnjoul 1ou pip 19ayspealds
ay1 ‘suonebiisaaul Jo 1si| e papn|aul
199yspealds ayy ybnoyyy ‘19ayspeaids
Burpoesy sy jo saidod yum sn papiaoid
uorsiaip ay — pajuswaldwi Ajjerey

‘Jeis

uo pasoduwil SUONDE 9SISAPE O 9121102 By}
‘aseqelep e ojul sBo| pue syoeJ) J9d140 suone|al
aakojdwsa [euoiBal oy 4OMN 01 Bune|as syuspioul
JUsWIN20p 0} ‘ssad0ld Buiodey uspidul ‘90-60
Aoljod pue ‘z0-z| "ON @AnRalig Odyd 92105uioy

Odvdad

pajuswaldw|

“19ayspeaids Buppen
UOIIDB SSISAPE IO SAIIDBII0D B 4O saidod)

"ao130e.d jo jooud se psonpoud

a0 j0uued sa1dod ‘alojalay} ‘Juspusiuliadns
‘Jsse ay) pue quapusiuiiadns Joloalp
fandep sy 01 painquisip Ajuo si Lodau
Ajypuow sy ‘Ayijennuspiyuod o1 ang

“podau Ajyauow sjuspusiuliadns syy Ul JoydalIp
Aindep ay3 01 sBuipuly Jioys jo Adod e premioy |[im
1uspusiuLadns Juelsisse pue Juspusiuliedns sy

"SUOIOB BSISAPE IO BAI1D81I0D dARY 18]

JB1G "SUONDE SSISAPE JO SAIIDSII0D SARY 1BY] Jels
BulAjnuspl JO1eUIPIOOD UOID. 9SI9APE BU1 WOl
Hodai A|yruow e aalsdal [|Im siuspusiuLiadns
1ue)sisse pue syuspualuledns sy |

“19ayspeaids Buppen

B UO SUOIIOR 8SISAPE IO 8AIID81I0D 8y} oel)
pue 1usWNI0p ||Im 1sAjeue UOIDe BSIaAPE 8y |

slapenbpesy
pue sanijioe
rra

‘yels

J1ayy uo asodu
sanioyne Buuy
Suol}oR BSI9APE
10 DAI303.110D

ay yoel 'L

DIO a3 Aq
paulwiala se snielg uonejuswsjdwi

@211 JO jOOId puR
sjuswwo)) s3uswipedsq sy

ue|d uoiy pasodoud s,uswiiedsq syl

Hun
|eauswiiedsqg

uollepUSWIWOddY
jo uonduoseg

(PenunUOD) ‘Z UqIYx3

Office of the Inspector General, State of California



38 | 2018 Annual Report

‘abed 1xau uo panunuo)

pajuswaldu|

“19ayspeaids Buppen
UOIIOR SSIDAPE IO DAIFDBII0D By} 4O sa1dor)

“ao110e4d Jo jooud se paonpoud

a7 10uued sa1dod ‘alojalal JuspusiuLadns
"Isse ay1 pue ﬁcm_ocwuccwo_smw ‘loyoalip
Andsp sy 01 paanguasip Ajuo si uodal
Ajyauow sy ‘Ayljeinuspiyuod 01 anQg

“a1epdn
Ajypuow e aaieda1 [jim Jooauip Aindep ey

‘pauIWIRIOP

aq ||1m sa1d1jod 92104-j0-asN 1e|OIA 1BU] Jels
asoy} 4oy a|qeoijdde uaym suoioe asioApe IO
/pue sul|didsip aaissaiboid yuswajdwi 01 uoisep
e pue ‘1eayspealds oyl mairal ||im urerdes pue
(spuspusluuiadns juelsisse ‘Juspusiuiadns sy

‘urerdeo/(sjiuspusiuliadns

juesisse ‘yuspuaiunadns ayy 03 Adoo e spiroid
pue PauNd20 dAeY suone|olA Jeadal uaym
JUBWNDOP ||IM IsAjeue uoioe asianpe ay |

‘sa|dijod 820y
-}0-85N 91e|0IA
Ajpareadas oym
ye1s Joy auydiosip
siopenbpeay anissalboud
pue sal}|1oe 1ebuons
rra 19PISU0D) 77

pajuswe|dwi 10N

‘Ainlul Ajipog snouss e
10U S0P S 1 ¥| ‘UolppE U] 4ON 3y Buimojjoy
Jo ‘Buunp ‘o1 Joud 4ON yum soueldwod uj s|

JUSpIdUI Ue Japaym syoed) Y| Aarjod 4ON
SU1 JO SUONE.[OIA ,SNOLISS,, 3D..} 10U SS0P S Y|

Iva

‘ssaiBoud uoneyusws|duwi
sjuawpiedsp oy} JOHUOW 0} SNUIRUOD
[|!Mm em pue ‘ssaiBoud ul ||is si rrg

10} we1sAs Buppen mau vy ‘Buluen
Buiwoodn uoj sepusbe Buiuiesy
papiroid yuswpedsp ay] ‘ssaiboid
ur s1 Buuren 3o0|q pue ‘(11 SdINOD)
wa1sAs Bupyoesy Jua.nd sy} uo
Buiutes) payuswae|dwi sey yuswpedsp
ay] - uoneuswsa|dwi Buipuay

"aNss| ay} ssalppe 0} sinopuey d1es.d
pue jjels uled) ||im FrQ PUe ‘paliauspl aq ||im
uoie|oIA Jo sadA] SNoLIBS PUE UOWWIOD ISOW

s ‘pauljai si (weishs Bupjoeny) |001 syl 82uUQ
‘Spuai] pue elep azA|eue 01 |00} [euOlIpPe

ue Buiulyal pue Buidojars ‘spuail 40N

Joj siskjeue |71 SJINOD Buizijinn Aqusun)

‘}nopuey ayj uo

SN20J JO1DONISUl DL 9A_Y pue WalsAs Buidoes) mau
8Y} WoJj sUoile|olA Jo sadA) snolss pue UoWwWwod
1sow ay1 Ajnuspl yoiym sinopuey dojgrsq

‘Buiutesy spimuoisiaip Juaws|duw|
"a|npaypds Buiuiesy e dojaneq

“a|qedijdde jI 8sIA8 puE WINNDLUND JUBLIND MBIASY

‘wa3sAs

Bunpoely mau ayy
wiouy paiyiiuspl
SUOI}E|OIA JO

sedAy snoues

pue UOWWOD
}sow ay3 uo
winnoLUINd Bururedy
S} SN204 |7

Js1ua)) Bulules|
uopRPOIs rrd

‘pjnoys uswnedsp sy ‘'sainpadoid pue ssiijod 82104 jJo-asn ayy yum soueld

Ww0D JO 31kl ||elBAC Y] 8sealdul o] ‘¢

DIO 2y Aq
paulwia}aq se snieis uonejusws|dw

ad11de1d JO Jooud pue
sjuawwo) s,)uswpedsq sy

ue|d uonpy pasodouy suswiiedaq ay|

uun uoljepuswwoday
|eauswiiedsqg jo uondudsag

(penunuod) z uqiyx3

Office of the Inspector General, State of California



2018 Annual Report | 39

‘abed 1xeu uo panuiuo)

paruswa|duwi

"19ayspealds Buppen
UOIOB BSISAPE IO DAIDIIOD By} 4O saidod)

“o110e4d jo jooud se pesnpoud

aq 10uued sa1dod ‘aiojaiay} ‘uspusiuLIadns

‘}sse ay} pue ‘Juspusiuuadns 1o1oalip
Aindep ay3 01 painquasip Ajuo si Liodai
Ajyauows sy ‘Aujennuspiyuod 0} ang

“podau Ajyruow suspusiutiadns sy} Ul 103d81Ip
Andep ay3 01 sBuipuly Jiayy jo Adod e piemioy |im
JuspualuLadns juelsisse pue Juspusiuiadns ay |

‘uoloe

as1aApe Uolssnosip Juswarocsdwl Spom ‘Bulure
‘Mmainal doy papinoid aq [jim Aoijod sy jo Adod
v :90e|d &€} ||Im suoioe Buimojjo) oy} ‘anoge
ay) Bulop 1ou aue (s)ebeuewy(s)iosiaadns ayy 4|

S9lY

,soako|dws ul paruswnoop pue no palied Buiaq
ale Jje]s 5oy} Jsulebe uade) SUoIloe SAI1091I0D
alnsua o} (sJebeuew/(s)osiadns yum dn-mojjo4

siouenbpesy
rra

‘sapoijod
9210}-J0-asNn
a1e|oln A|psereadal
JJe1s 1oy} usym
a|gelunodoe
siebeuew pue
siosiniedns

PIoH €°¢

"auldidsip

pue uonoe aA1Da.1I00 sakojdwe
BulpseBai ss|iy Aiosiniadns pue spiodal
Buiulesy mainal o} siebeuew pue
siosiaadns spnasul yoiym ‘Aoijod
JUB.LIND 82Jojulal 01 ‘4,07 ' | Atenuer
UO WinpueJOWSW e panss| Juswpedsp
ay} ‘uonippe u| -auididsip sako|dws
Buipsebai Aoijod 1usiind mojjo4 01
SNUIUOD [[IM } 1y} palels Juswpedsep
ay] — payuswa|dwi Ajjerey

"SUOIIOE SSISAPE PUE SAI1081I0D pue ‘Buluies)
2ako|dwa Bupjpes) Jo spoylaw paysi|gelsa
1uaiind jo asn ay} Buneiaiial sanloyine
Buliy 01 papiroid aq ||Im WNpueIOWaW Y

“sundiosig

sakojdw3 papius ‘0EQEE UONDSS ‘ZZ BPIY

‘e Jerdeyd |INOQ ul pauljino se Aorjod Bunsixe
MO||0} 0} Pa1Oadxd ale SUSPIBAA "SUOIIDRIUI
Jejiwis Jo swes oy Aorjod 4O 8y} 81e|0IA Oym
4{B1S JOHUOW pue AJ3USP! O} SNUIUOD SUSPIEM
'991HWWOD) MBIASY DAIINISXT UOIINMISU| Buung

Ivd

‘syeayspealds sy} uo papnpul

}e1S 23 4O Ajiauspl ayi BuIMOUs| INOYLM
suoine|oin 1eadal Ajuapl 03 djgeun

S| UOISIAIP DY} ‘21042491 "SoWeu

yeis Aue spnjpul Jou pip 1eeyspealds
2y} ‘suonebisaAul JO 1si| e papnpaul
1o0yspealds ayr yBnoyyy 10ayspeaids
Buppoess sy jo seidod yum sn papiaoid
UOISIAIP 8y — pajuswa|dwi JoN

"90104 Jo as ‘xue| Areuljdiosiq e9kojdwig

() 61°0€0EES INOQ 03 12[qns pue ‘asusgo sy
}Jo si01oe) Buneaesbbe pue Bunebniw uo paseq

|ona| Ayjeuad Areurdiosip ayy saulwilep VH 9YL

Odva

(rquo2)

‘sadijod 8210y
-Jo-asn 81e[oIA
Ajpareadas oym
je1s 1oy audiosip
anissaiboid
Jabuoais

JepISU0) 7'Z

DIO 9y £q
paulwialaQg se shiels uonejuswsjduw

ad110e4( JO JoOud pue
spuawwo) s,3uswedsq ay|

ue|d uonpy pasodoid sjuawpedsq ayl

Hun
|eauswiiedag

uoljepuswiwoday
jo uondudsag

(PenunUOD) ‘Z UqIYx3

Office of the Inspector General, State of California



40 | 2018 Annual Report

“abed 1xau uo panunuo)

‘saIoljod 8210}-J0-asN 81€|0IA
A|pareadal ye1s Jisy) usym o|geiunosde
sieBeuew pue siosiradns pjoy

juswpiedap sy 1ey} paje|dwsiuod “auldiosig eekojdwg papius

uolepUdWWOodal INQ asuodsal s1i ‘0E0EE Uoas ‘Zz dPIHY ‘g 1e1deyd ‘NOQ Yim
Ul UoI1EPUBWILWIODSI INO SSBIPPE 10U aul| ul Buideay ‘'suonoeiul awes/iejiwis payeadal
Ip UoISIAIp 8y — paruswa|dwi 10 10} 8|geIUNODDE P|aY 8q 0} SNUIIUOD [|IM e
PIp UCISIAIP 8y | — P} [GUWIION 3 9|qed peYy g o1 U0 [|IM 815 Ivd ('3u00) "samijod

8210j-j0-8sN

'sa1o1jod 82104-j0-a5N 81L[OIA
ae|oin A|pareadal

\A_wamwo_w‘_ Hels Jisyl usym s|gejunoddoe

slaBeuew pue siosiniadns ploy "92104 jo s ‘xuie|y Ateurdiosiq sakojdwig Je1s Jiayl usym
juswpedap ay3 1y} parejdwaiuod (N 61°0£0£E§ (INOQ) [enuely suonesadO a|geunoooe
uonepUSaWWOod3al INQ "asuodsal s1 Juswieda 031 10algns pue ‘asuayo sy} jo slefeuew pue
Ul UOIIEPUBWIWODaI INO SSalppe Jou sio10e) Buneaeibbe pue Bunebiniw uo paseq siosinedns
pIp UoISIAIp 8y — pajuswajdwi 10N |ona| Ayjeuad Aieurdiosip sy saulwielep WH 9yl 0dva PIOH €°C

sy K o110kl JO Jooud pue U UOI}1EPUSWIWIODS
paulwiaiaqg mw_mwum”m :M_pmu:wEw_aE_ mpcwEEoUM.ﬂ.c“Etmnﬂn ayl LR U N | AR S E e G _mu.cwEh_dmn_wO jo :_M_pa_._umwn_m

(PaNuRRUOD) °Z UqIYXT

Office of the Inspector General, State of California



2018 Annual Report | 41

‘abed 1xau uo panuiuo)

pajuswajdw|

"92104 JO

asn Alessadauun JO aAISsedX® Jo suoneba)e
0} S31E|2J 1 SB SMBIAI9)U| POPIOISI-09PIA
BuipieBai siebeuew jo ssnljiqisuodsai sy
Buneisyal g1/ |/ UO PaONSSI SeM OWBW

"a1enbepe pawasp 10u JI (poyraw Buluien)
KiaAl|ap JO spow asinal pue poyiaw Alsallop
Buiuien ayy a1enjeA] e1enbape pswesp j0U JI
asinaJ pue ue|d UOSSS| 83 JO 1USIUOD By} S1BN|eA]

Iva

pajuswaldw|

"spiodas Buluiesy eis Apoisno jo saidod
“s|npayos Buiures ayy jo Adod

“(9]qea1idde 1) wnjnaLno pue ainpssoid
pue Adijod juaund pasiai ay} o saido)

"sowsw

Kotjod Aq uo Buiuresy spimyuswpedap juswa|dw
"s|npaypds Buiues) e dojaneq

"SM3IAIDIUI PBPIODBI-03PIA

yanoK Joy eoueljdwodysainpadoid pue ssedoud
3091102 UO SNJ0} PUB SMBIAIS}UI PBPIOIBI-0PIA
ul aredidipied pue 1NPUOD Ued oYM Ysi|qels]
“(9]9eo1idde 1) wnnono pue

ainpadoud pue Aoijod JusLnd asiAal pue MaIASY

som|oey
rrapue
J9ue)) Bulurel)
uopPRols rrd

“SMaIAISUI

asayy Buiponpuod
USYM MOJ|0}

01 ainpaooud
1091102 8y} Uo
Wiy} 0} 1940

1 Buiuren ayy
alen|ensal pjnoys
juswedap ayy
‘sennp gol J1ays
}JO 851n02 By}
Buunp smainialul
POPI0D8I-08PIA
1no Aued Apadoud
0} MOy puelsispun
JelS 2INsud 0] ‘¢

DIO a3 Aq
paulwialaq se snieis uonejuswa|dw)

ad110e1( JO JOOId pue
sjuaWwwo) s,3uswpedsq oy

ue|d uonpy pasodoud suswnedsq sy

Hun
|eauswiiedsqg

uolepUSWWOaY
jo uonduosag

(PanuRUOd) *Z uqIyx3

Office of the Inspector General, State of California



42 | 2018 Annual Report

pajuswe|dwi 10N

's]001 Bulule.) aAI08ye

pue juaund ale Aayy ainsus o} suejd uosss|
ay1 a1epdn 01 ‘(N@D) HuN ubisaqg wnjnoLUND
sjuawiedsp ayi Yum YIOM |[IM JJe1s UOISSIA|
DY ay1 ‘paynuspi aie Adijod JOn ays jo
Buipuelsispun jjels yim sabusjjeyd sy :910N
‘Buiuiesy

©210J-J0-85N PB||0JIUOD [ENUUE BAI8D8I O}
2NUIIUOD ||IM S19D1140 doead ||y ‘pajuswaldul
aq 10U ||Im Bujutesy dnoib 109|95 ‘senbiuyosl
Uol}e[BDSS-9P PUE UOI}EDIUNWIWOD

Buisn Bulop aue Jeis qol Buipuelsino

S} 0} PaINgLIIe 8 UBD SUSpIdUl 4O
pa||0J1u0d Jo Junowe yuanbaiul oy

"a1enbape pawssp
pue pamainal sem uejd uossa| JuaLND BY |

‘Bululel} [eUOIHIPPE SAI9D8) PUB P1OS|SS

uaaq aney Aoy} Jo)e S8210} JO SBSN PB||0JIUOD Ul
aredpiped o} jels jo dnoib 109|es e oy pesu ay)
alen|eag “yeis 0} Buluies} [euoIPPE J0f PadU BY}
21en|eAsay "WN[NJLLUND Bulule) ay) s1en|eAssy

Ivd

pajuswaldw|

‘saunpaooud pue Aoijod uo serepdn

apnpRUI [|IM YoIym ‘Bulule} 92104-40-asn
3]|0J3U0D [ENUUE SAI9D] O} SNUIUOD ||IM
120140 92ead ||y "WN|NJLLIND By} 8SIAS ||IM
[rQ 'esue sanss| mau sy ‘|aAs| sionenbpesy
By} 18 pamainal a1om sainpadoid pue Ad1jod

‘pers Apoisno e

104 Ajlenuue pe1onpuod si Buiulel] Jaysaijel ainsue
pue sowaw Adjjod anss| 1o Bujuies} SPIMUOISIAIP
juawe|dwy “s|npayds Buiuies} dojpaa( ‘siuspioul
40N Paj|041u0d Joy eouerdwod/sainpadsoid
1091102 U0 sn204 “(8|qedijdde Ji) wnjnoLINd pue
ainpasoud pue Aoijod JusLnd asiAal pue MaInay

J81u87) Buluies|
uoprpols rra

‘Buiuiesy jeuonippe
pajo|dwod aney
oym asoyy Ajuo
S]USPIdUI 8210J-JO
-9sN Pa||0Jju0d

ul uonedmiyed
Joj 109|895 pue
‘Jye3s 01 Buluren
|euonippe apiro.d
‘WN|N2LIND
Buluresy sy
a1en|endal p|noys
juswpedsp

ay3} ‘e2l0} Jo

asN Pa||0JIuod
ay1 03 urepad
1ey1 saiijod o1
alaype Jeis 1eyl
ainsua o] ‘f

D10 ay1 Aq
paulwialaq se snieig uonejuswsjdwi

ao1poeld
}JO Jooud pue sjuswwo) sjuswpedsqg sy

ue|d uondy pasodoid suswiedaq sy

Hun

|eauswiiedsqg

uollepUSWIWOddY
Jo uonduosag

(PenunRUOD) ‘Z UqIYx3

Office of the Inspector General, State of California



2018 Annual Report | 43

We offered 54 recommendations in our medical inspection reports to
both California Correctional Health Care Services and the department.
Currently, while we do not formally follow up on responses or actions

to these recommendations from either California Correctional Health
Care Services or the department, we continue to observe and address the
concerns expressed in prior recommendations from previous cycles.

Office of the Inspector General, State of California
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Exhibit 3. Medical Inspection Recommendations, 2018

Institution

Description of Recommendations

Kern Valley
State Prison

Provide cross-training to staff members across several responsibility areas and have periodic cross-training updates. Access
to specialty services was problematic when the regular nurse was on medical leave. Periodic cross-training may have helped
the covering staff to perform the work properly.

Folsom State
Prison

FSP should develop monitoring strategies to ensure first medical responders check and document patients’ vital signs when
responding to medical emergencies.

California
State Prison,
Centinela

CEN nurses included important information not usually seen on transfer records, such as phone numbers and addresses for
pending specialists’ appointments. The OIG recommends that CCHCS adopt this process statewide.

In the CTC, CEN nurses developed a useful report sheet that contained information relevant to all team members including
nursing assistants. The information on the report sheet included the patient’s name, diagnoses, care plan information, diet,
and TABE (Test of Adult Basic Education) score. The OIG recommends that CCHCS adopt this process statewide.

Chuckawalla

CVSP nursing managers should develop guidelines, implement training, and establish job performance monitoring strategies

State Prison

Valley State for licensed vocational nurse (LVN) care coordinators.
Prison
The HDSP chief physician and surgeon (CP&S) or chief medical executive (CME) should periodically check the electronic
health record system (EHRS) message center to ensure providers promptly review all pertinent results and reports.
HDSP should designate an on-site physician supervisor who can support mid-level providers, review their work, and provide
High Desert appropriate supervision.

At the time of the OIG’s on-site inspection, HDSP unnecessarily delayed transmitting telemedicine specialty
recommendations. The institution should send telemedicine specialty recommendations to the provider immediately, as it
already does for off-site specialty recommendations. By using similar rapid processes for transmitting both types of specialty
recommendations, HDSP can reduce the risk of lapses in care.

Central
California
Women's
Facility

CCWEF should implement strategies to evaluate, improve, and monitor the TTA nurses’ clinical performance during urgent/
emergent encounters to ensure that they make appropriate and timely nursing assessments and interventions.

CCWF medical leadership, including the pharmacist in charge and staff, should implement a quality improvement process
to ensure that staff properly closes encounters within the EHRS when patients transfer between CCWF units, and that staff
administers medications ordered in the skilled nursing facility (SNF) timely.

CCWF medical leadership should arrange additional EHRS training for providers and nurses. The training should explain
barriers and challenges to the medication management process and should demonstrate the correct procedures to
overcome those barriers with the EHRS.

Nursing and physician managers need to improve the consultation process between clinic nurses and providers; CCWF
managers must ensure timely notification and communication processes are in place to handle patient situations requiring
urgent medical consultation.

CCWF should provide certain specialty services, such as physical therapy. California regulations require skilled nursing
facilities, including CCWF, to provide these services; if the service cannot be provided at the facility, then CCWF should
arrange for transportation to and from the physical therapy service location.

Correctional
Training Facility

Based on the results of the Cycle 5 medical inspection at CTF, the OIG recommends CTF provide additional EHRS training
so that staff gain proficiency in using the built-in EHRS functions and can easily identify all orders that were active before a
patient’s hospitalization. Additional training should help with some of the hospital return medication errors that CTF staff
explained were due to their inability to identify previously active medication orders before a patient’s hospitalization.

California City
Correctional
Facility

CCHCS should examine CAC'’s excellent medication processes and consider replicating those processes statewide.

Mule Creek
State Prison

The CEO should rectify the emergency medical response review committee (EMRRC) review process because the committee
failed to identify problems with MCSP’s emergency response as well as with the care provided by the TTA providers and
nurses. The institution needs a properly functioning EMRRC to identify and correct its various lapses in emergency care.

The CEO should develop effective methods for evaluating the quality of its providers and nurses because of the poor
performance of the medical staff in our review. MCSP’s development of reliable and accurate methods to assess provider
and nurse performance should form the basis for subsequent quality improvement in these areas.

The CEO should identify and correct several of its specialty services processes because of the institution’s problems with
providing specialty appointments for patients with urgent referrals, for newly arrived patients with pending referrals, or for
patients who need specialty follow-up appointments.

The CEO should isolate and fix those laboratory processes that resulted in the high, recurring rate of noncompletion of
laboratory tests we identified in this cycle.

The CEO should analyze and adjust many of its pharmacy and nursing processes to correct the problems we found with
medication administration and medication continuity.

The CEO should create an institution-wide anticoagulation management system to help track, monitor, and intervene for
patients taking anticoagulation medication because the individual providers were unable to do so independently.

Continued on next page.
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Exhibit 3. (continued)

Institution Description of Recommendations

The CEO should rectify the EMRRC review process because the committee failed to identify problems with the care
provided by the TTA providers and nurses. The institution needs a properly functioning EMRRC to identify and correct its
various lapses in emergency care.

The CEO should analyze and adjust many of the pharmacy and nursing processes because the institution demonstrated poor
California compliance with most measures of medication administration, observed medication practices, and storage controls.

Men's Colony The CEO should identify and correct several specialty services processes because of the institution’s problems with
scheduling urgent specialty referrals and providing follow-up specialty appointments.

The CNE should analyze and correct the sick call processes because the CMC nurses did not see patients promptly as
medically necessary. Furthermore, when the nurses referred patients with sick calls to providers, the provider appointments
sometimes occurred late or not at all.

ASP’s pharmacist in charge (PIC) and chief nurse executive (CNE) should implement quality improvement measures to adjust
Avenal State their pharmacy and nursing administration processes and ensure medications are available when patients need them. In
Prison this inspection, the institution did not reliably give needed medications to patients who transferred from other institutions,
returned from the hospital, or needed intravenous antibiotics.

The pharmacist in charge (PIC) and the chief nurse executive (CNE) should implement quality improvement processes to
improve the medication administration of newly prescribed medications and to improve the medication continuity for chronic
care patients and patients returning from an outside hospital or emergency department. We found significant problems in
these medication delivery areas during this inspection.

The CEO should expand the institution’s quality improvement efforts to include both nursing and medical provider care
in the psychiatric inpatient program (PIP) and the outpatient housing unit (OHU). Because of the problems we found in
these areas, CIW should target clinical care assessments, transitions of care during patient hand-offs among staff, and
communication between providers and nurses as areas for improvement in these locations.

The CEO should have the EMRRC conduct clinical reviews of all nonscheduled emergency transports, including those that
involved a patient’s departure from mental health areas, including the PIP and the mental health CTC. We found substandard
medical care in those areas, resulting in patients needing emergency transfers to higher levels of care.

California
Institution for

Women
The CNE should reevaluate and improve the institution’s current process of evaluating nurses’ knowledge and skills

competency because we found problems with nursing assessment and intervention, and the lack of provider notification in
the inpatient (CTC) and outpatient sick-call areas.

The CNE should monitor and train the providers to be more thorough when making assessments and reviewing patient
records, particularly in the specialized medical housing units. Furthermore, the CME should also arrange diabetes and opioid
management training due to these problems we found.

The CEO should install bedside or mobile computers in the TTA to enable CIW staff to record their care documentation into
the electronic health record system (EHRS) because we found that the TTA staff did not have sufficient computer access
during our clinician on-site inspection.

The CEO and chief medical executive (CME) should improve provider staffing and decrease the institution’s reliance on a
“rover” provider because the use of the rover provider resulted in poor provider continuity in all areas of the institution.

The CEO should apply quality improvement methods to develop the institution’s ability to properly care for patients
transferring into SCC. In this inspection, we found numerous problems with the transfer-in process, including nurses failing to
ensure that their transfer patients received provider and nurse follow-ups, the inability to maintain medication continuity, and
Sierra the inability to provide specialty appointments for those patients who had pending specialty referrals.

Conservation

Center The chief nurse executive and the pharmacist in charge should improve the institution’s ability to administer medications

promptly for patients returning from an outside hospital and for those patients with prescriptions for new medications.

The CEO should expand the institution’s diagnostic report tracking system to improve its ability to retrieve, review, and
communicate pathology reports because we found the institution had difficulty properly processing these important reports.

The CEO should ensure that the institution’s information technology department installs and verifies that all providers in all
areas, including Yard C, are able to view images in the radiology system.

Continued on next page.
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Exhibit 3. (continued)

Institution

Description of Recommendations

Calipatria State
Prison

The chief nurse executive (CNE) should implement training for the triage and treatment area (TTA) and first medical
responder nurses regarding documentation, time line accuracy, and proper nursing assessment due to problems the
institution’s nurses demonstrated in the emergency services case reviews. Specifically, the CNE should choose the nursing
assessments of patients’ gastrointestinal conditions as a target for improved care.

The CNE should implement a quality improvement program to evaluate and monitor the various transfer-in processes due
to errors identified during our case reviews. The CNE should focus on improving the receiving nurses’ performance and
ensuring prompt provider appointments. The CNE should audit and track newly arrived patients’ pending diagnostic tests
and specialty referrals to ensure that CAL provides those needed services without incurring lapses in care.

The CNE should improve its methods for evaluating the quality of care provided by nurses who assess sick call patients and
those who assess new patients transferring in from other facilities due to the various concerns we identified in these areas
during our inspection.

The CNE should revamp the way the institution appraises the performance of the OHU nurses. Nursing care was
substandard in the majority of OHU cases we reviewed.

CCHCS should examine CAL's well-run morning huddle process and consider the feasibility of replicating it statewide.

California
State Prison,
Sacramento

The institution’s chief executive officer (CEO) and CNE should coordinate with both custody staff and emergency response
medical staff to provide education and training to ensure that first medical responders respond to patients with emergent
symptoms, assess them, and transport them appropriately to receive medical care. We found multiple cases in which first
medical responders failed to respond to emergencies and did not assess patients with life-threatening symptoms. In these
cases, custody staff required patients to walk, unaccompanied and unmonitored by medical staff, to the clinic or TTA for
further care.

The CEO should rectify the review process of the Emergency Medical Response Review Committee (EMRRC) because
the committee failed to identify problems with SAC’s emergency response as well as with the care provided by the TTA
providers and nurses. The institution needs a properly functioning EMRRC to identify and correct its various lapses in
emergency care.

The CEO, CNE, and pharmacist in charge (PIC) should remedy the problems we identified with medication continuity,
inconsistent medication administration, delays with dispensing medications, and failures to properly identify duplicate orders
across most of the institution’s health care areas. These poorly functioning processes were especially worrisome for patients
returning from a community hospital and for patients transferring to other departmental institutions.

The CNE should audit the hospital return process because of the nurses’ inability to properly review hospital discharge
instructions and ensure medication continuity for these patients.

The chief medical executive (CME) should assign a provider to the TTA to handle emergent and urgent situations. With
a dedicated TTA provider, clinic providers would have fewer conflicting responsibilities. Clinic providers could focus on
their regularly scheduled clinic patients and would not have to reschedule appointments whenever there was a medical
emergency.

The CEO should improve the scheduling process for newly arrived patients and monitor these appointments to ensure
patients receive their required appointments timely.

The CME should instruct the providers to specify the appropriate clinical time frame for the ordered specialty service within
the electronic health record system (EHRS) and eliminate their use of handwritten requests to expedite specialty services.
The CNE should also direct the specialty department for follow the time frame specified in the EHRS order when scheduling
services.

CCHCS should eliminate time frames for both routine and urgent priority requests from its specialty access policies. Instead,
CCHCS should monitor specialty access by measuring the ability of each institution to provide specialty services within the
time frames specified in each order in the EHRS.

The CME should identify providers who are not carefully reviewing their patients’ specialty consultations, progress notes,
medications, and appointments. The CME should provide additional EHRS training for those providers who claimed their
errors were because of their inability to locate this information in the EHRS.

The CME should ensure providers in the correctional treatment center (CTC) and outpatient housing unit (OHU) perform a
thorough chart review before each patient encounter. Providers should also discuss the status of each of the patient’s current
conditions in their progress notes whenever they pass the care of the patient to another provider. The CME should monitor
provider performance in the CTC and OHU regularly by reviewing the care of these patients.

The CNE should develop and implement new strategies to appraise and improve nursing competency and quality across all
areas of nursing care because of the poor overall nursing performance we identified during this inspection.

The CNE should clarify and communicate specific duties and expectations to the nurse care managers. The CNE should then
provide training and monitor the care managers to ensure they perform appropriate chronic care management for their
patients.
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The following exhibit outlines the two recommendations we made in
July 2018 as published in our ninth report on The California Department of
Corrections and Rehabilitation’s Progress Implementing Its Future of California
Corrections Blueprint. The department has fully implemented one
recommendation and is in the process of implementing the other.

Office of the Inspector General, State of California
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Exhibit 4. Status of Blueprint Recommendations, 2018

Description of Recommendation

The Department’s Proposed Action Plan

Implementation
Status as
Determined by
the OIG

The Office of the Inspector General
recommended that the department clarify
how it is meeting an inmate's rehabilitative
needs and improve upon its existing
performance measures.

The department should take steps to
implement a data collection plan that
documents current and future in-prison
programming. The department should
utilize existing Strategic Offender
Management System (SOMS) data, if
deemed reliable, to identify individual
offender progress in rehabilitation
programming. Existing SOMS data includes,
in part: a California Static Risk Assessment
(CSRA) score; a Core Correctional Offender
Management Profiling for Alternative
Sanctions (COMPAS) score; times and hours
an inmate attended programming; program
start and graduation dates; and program
completion or reason for dropout.

The department’s new metric for assessing
program participation defines “minimal
participation” as the number of offenders
who have been enrolled in a program for

a minimum of 30 calendar days. However,
this metric does not identify if an inmate
attended and participated during this
30-day period nor does it measure if the
inmate actually completed the program

or if it met the inmate's needs. Thus,

an attendance participation rate should

be added as a metric to account for a
minimum attendance benchmark during this
period, such as 70 percent. Alternatively,
the department can identify the number
and percentage of inmates who actually
complete a program after they have met
the 30-day enrollment benchmark.

The Division of Rehabilitative Programs (DRP), in collaboration with the
Division of Adult Institutions (DAI) and Enterprise Information Systems
(EIS) utilizing the Strategic Offender Management System (SOMS) has
finalized counting rules and reporting for all rehabilitative SOMS items,
not limited to, but including the items listed below, which are tied to
offender level detail:

. CSRA scores,

. COMPAS scores,

e Scheduling for assignments,

. Attendance (x-time) hours in assignments,
. Program start and end dates, and

e Assignment status to include completions and unassignment
reasons.

* Completion status and attendance for programs is limited to calendar
year 2015-forward with SOMS implementation.

The DRP currently utilizes minimal participation as an operational
measure to indicate whether there is significant turnover in the
programs that may need further review. Similar to the latter portion

of the recommendation, the DRP assesses completion as the measure
of appropriate success. Similarly, during year-end cohort reviews for
participants, three measures are proposed to indicate the full scope of
programming:

e Those unique offenders assigned at any point to a particular
program,

. Of those unique offenders, those who were enrolled for a
30-day period (minimal participation), and

e Of those unique offenders, those who completed the identified
program (those who have been unassigned with a status of
completed).

In all, these measures provide a multilevel review of those inmates
participating in academic and treatment programming. Any percentage
measure assigned to programming (e.g., 50 percent — 70 percent)
completed may give the impression that 50 percent of a targeted
benchmark will show appropriate outcomes, which DRP believes should
not be recognized without definitive outcome-based research on partial
programming impacts.

Implemented

Office of the Inspector General, State of California
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Exhibit 4. (continued)

Implementation

Description of Recommendation The Department’s Proposed Action Plan Statl'.'s as
Determined by
the OIG
The Office of the Inspector General The DRP's Office of Correctional Education submits monthly reports Implemented /
recommended that the department take from submissions within the field that identify those positions which ongoing
the following actions to increase the have been vacant for a number of months noting the following
percentage of operational courses: categories, by specific position: vacant for less than 30 days; vacant one

. . . to six months; and vacant six months or longer.
Require each supervisor of Correctional

Education Programs to provide regular Beginning in January 2019, DRP has taken a multifaceted approach to
updates to the director of the Division identifying and planning/prioritizing filling of those identified vacancies:
of Rehabilitation Programs regarding the

difficulties programs face in recruiting and e Monthly vacancy information is being collected and analyzed.

reta.ir)ing suffic!e.nt teachersf, especiallﬁ for e Bimonthly, the DRP headquarters personnel staff are included
g(o)sclltlons remaining vacant for more than on a statewide principal call to discuss difficulties in hiring and
ays.

notate those hires that appear to be stagnating or where they

could have the largest impact in targeted assistance (i.e., those
institutions with the highest number of and/or longest-running
vacancies).

For teacher positions considered “hard to
fill” or those the department has actively
“attempted to fill,” develop a plan to
assess and prioritize the impact a teacher o
could make for the inmates in providing
rehabilitative services to them.

Coordinating with the local institutions and human resource
recruitment to assist the local institution if necessary, including
assisting with job advertisements, local interviewing/scheduling,
or potentially participating in local employment forums.

Office of the Inspector General, State of California
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We made two additional recommendations in the September 2018
C-ROB report, as seen in the following exhibit. C-ROB is an
independent board and, unlike the OIG, does not have the authority
to request specific responses to recommendations; nonetheless, the
department is reviewing both recommendations.

Office of the Inspector General, State of California
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Description of Recommendation

The Department’s Proposed Action Plan

Implementation
Status as
Determined by
the OIG

The Board recommends the department'’s
Division of Rehabilitative Programs
continue to work with the Division of Adult
Institutions to strengthen and maximize
inmate rehabilitative programming and
credit-earning potential. This would involve
prioritizing enrollment of its highest-risk
and highest-need inmates in evidence-
based rehabilitation programs. Secondarily,
it would ensure that an inmate is able to
take full advantage of available credits for
rehabilitative and educational achievements
to advance his or her release date or initial
parole hearing date. The department
should determine if its Strategic Offender
Management System (SOMS) needs
process improvements to improve tracking
in key areas, such as assigning inmates

to available milestone and rehabilitative
achievement credit programs (check for
inmate scheduling conflicts) and tracking of
inmate program waitlists that are currently
prepared at the local institutional level.

The department has completed a number of initiatives aimed at:

e Ensuring the highest-risk and highest-need offenders are
appropriately placed into programs (prioritizing placement),

e  Offenders are assigned to one or more waitlists tracked through
SOMS, and

. That offenders, once assigned, are monitored to ensure
attendance issues are being mitigated, and offenders are given
the highest likelihood of completing assigned programming.

Prioritizing Highest Risk/Need: The department is accomplishing
prioritization and placement through a change request that has been
developed over the prior 12+ months in SOMS that will automatically
sort waitlist in SOMS, based upon policy prioritization (e.g., risk, need,
and time left to serve), and has created two web-based data analytics
tools to assist both treatment and education in identifying eligible
offenders at the local details that should be placed onto waitlists and
that should be prioritized for programming immediately.

Offender Waitlists: Although waitlists have existed for treatment and
education, there are also waitlists now included and built into SOMS for
inmate activity groups. These lists display category, by institution and
facility, group name, and available filled/available capacity.

Ongoing Monitoring: The Department of Rehabilitative Programs has
created detailed monthly operational dashboards that now extract and
display attendance breakdowns in both hours and overall percentages
of time in class and has created detailed monthly dashboards related
to completions and unassignment reasons to assist local institutions in
reviewing monthly information and creating solutions to mitigate issues
that are impacting both participation or completion rates.

Not implemented

The Board recommends the department,
with the assistance of C-ROB members,
determine ways to allow for an exchange
of information between federal, state,

and county programs to ensure released
offenders have access to (and may

be approved for) available benefits.

This exchange may include a pilot or
memorandum of understanding involving
partnerships between the Social Security
Administration (SSA)/Supplemental Security
Income (SSI), the U.S. Department of
Veterans Affairs (VA), county social services
offices, county probation departments, and
the Division of Adult Parole Operations. The
goal is to identify strategies to better link
those formerly incarcerated to the various
services available to help them become
stable and self-sufficient as they reintegrate
into the community.

Although there has not been involvement from C-ROB members to
date, the department has committed to the U.S. Department of Labor
and California Workforce Investment Board to a data sharing and
research opportunity (CAAL-Skills), pending a statutory change to the
sharing of social security numbers provided by U.S. Department of
Justice data.

This exchange may include data-sharing opportunities from the
following agencies and associations:

e California Workforce Investment Board

e California State Board of Education

e  California Community College Chancellor’s Office
e  California State Department of Education

e California Department of Industrial Relations

e California Department of Rehabilitation

e California Department of Social Services

e California Employment Development Department
e  California Employment Training Panel

° California Welfare Directors Association

Not implemented

Office of the Inspector General, State of California



52 | 2018 Annual Report

(This page left blank for reproduction purposes.)

Office of the Inspector General, State of California



2018 Annual Report | 53

Appendix: Reports Released in 2018

Annual and Semiannual Reports

* Monitoring Internal Investigations and the Employee
Disciplinary Process of the California Department of
Corrections and Rehabilitation, July-December 2017
(March 29, 2018)

e 2017 Annual Report (May 8, 2018)

e Monitoring the Use of Force: The California Department
of Corrections and Rehabilitation’s Process for Reviewing
Staff Use of Force Is Thorough, but It Must Address Low
Compliance Rates With Its Policies and Procedures,
July—December 2017 (July 16, 2018)

* Monitoring Internal Investigations and the Employee
Disciplinary Process of the California Department of
Corrections and Rehabilitation, January—June 2018
(November 8, 2018)

Medical Inspection Reports: Cycle 5 Results

* Kern Valley State Prison (January 3, 2018)

* Folsom State Prison (January 11, 2018)

* Pelican Bay State Prison (January 16, 2018)

e California State Prison, Centinela (January 31, 2018)
e Chuckawalla Valley State Prison (March 1, 2018)

e High Desert State Prison (April 25, 2018)

* Central California Women’s Facility (May 2, 2018)

* Correctional Training Facility (June 13, 2018)

* California City Correctional Facility (June 18, 2018)
e Mule Creek State Prison (August 2, 2018)

* California Men's Colony (August 8, 2018)

e Avenal State Prison (August 8, 2018)

Office of the Inspector General, State of California
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e (California Institution for Women (August 28, 2018)
* Sierra Conservation Center (August 31, 2018)
e (Calipatria State Prison (October 12, 2018)

e California State Prison, Sacramento (November 14, 2018)

Blueprint Monitoring Report

* Ninth Report on The California Department of Corrections and
Rehabilitation’s Progress Implementing Its Future of California
Corrections Blueprint and Update to the Blueprint (July 23, 2018)

California Rehabilitation Oversight Board
(C-ROB) Report

* C-ROB September 15, 2018, Annual Report
(September 14, 2018)

All reports are available on our website:
www.oig.ca.gov/pages/reports.php.

Office of the Inspector General, State of California
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