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CPR Plan of Action

A. General Introduction

The Plan of Action, set forth below, presents an initial roadmap for the change
necessary to bring the delivery of medical care in California’s prison up to
Constitutional levels. This Plan of Action is not a plan for plan. To the contrary, it
encompasses a number of remedial activities begun prior to the Receivership as well
as remedial activities initiated by the Receiver to comply with the Court’s order in
Plata v. Schwarzenegger. In addition, the Plan of Action articulates high-level steps
to be taken over the next two years.

The Plan of Action is a living, growing document providing overall direction as the
Receiver’s staff moves forward to tackle the enormous challenges of improving
medical care for California’s inmate-patients. The November 2007 revision of the
Plan of Action will address additional system imperatives, timelines, and stakeholder
concerns. It should be clear to the reader that the process of raising the delivery of
medical care in California’s prisons to constitutional levels, as described in this Plan
of Action, will be a daunting challenge, requiring thoughtful planning, careful
coordination, and a number of time-phased inter-related remedial programs. The
Receiver emphasizes that his Plan of Action is a living document, subject to revision
and additional detail as it is developed. At this point in time, it is not possible to set
forth a proposed time line for all future remedial actions, nor is it possible to describe
all future budgetary impacts of the Plan. This information, however, will be presented
in future iterations of the Plan as various elements of the Plan are effectuated.

As explained below, the long-term transformation of California’s prison medical care
will rely on the combined efforts of the Receiver’s staff, CDCR staff, and outside
resources, encompassing both custody and health care, to create a system that meets
constitutional standards of access and quality.

B. Purpose of the Plan of Action

1. To provide a comprehensive report to the Honorable Thelton E. Henderson, the
California Department of Corrections and Rehabilitation (“CDCR”), State officials,
key stakeholders, and the public about the Receiver’s overall strategy for change and
his specific plans for the next two years.

2. To outline a health care delivery system that encompasses a continuum of medical
care, ancillary, and support services necessary for optimal outcomes, safety, and cost-
effectiveness that will be achieved by the Receiver in collaboration with Court
mandated remedial programs in Coleman v. Schwarzenegger (mental health care),
Perez v. Schwarzenegger (dental care), and Armstrong v. Schwarzenegger (Americans
with Disabilities Act).
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3. To define strategies for achieving and sustaining timely, effective, and efficient
clinical services as well as responsible overall medical management and operations.

4. To serve as a dynamic framework for prioritizing leadership activities and
communicating ongoing progress, successes, and challenges.

C. Background of Stipulated Agreements and Orders

The October 3, 2005 “Findings of Fact and Conclusion of Law re Appointment of a
Receiver” sets forth the facts and law which created the Receivership. This order has
not been appealed.

Standards — Stipulated Agreements and Orders

Patient care standards under Plata v. Schwarzenegger are specified in the Stipulation
For Injunctive Relief, June 13, 2002 (“Stipulated Injunction”) and Stipulated Order Re
Quality Of Patient Care And Staffing, September 13, 2004 (“Patient Care Order”).
The specific direct patient care services ordered by the Federal Court are as follows:

1. Health Screening: a process for screening all patients for communicable disease,
such as tuberculosis and sexually transmitted disease, and chronic disease, such as
diabetes, renal disease, seizure disorders, cardiovascular disease, and pulmonary
disease; screening for cancer; review of vital signs, blood pressure, pulse, and
weight; review of current medications; and nurse review and referral for patients
with urgent or acute conditions; history and physical examination for all patients
within 14 days of arrival at Reception Center; and routine laboratory tests, such as
serum pregnancy, cholesterol screening, and optional HIV testing.

Reference to Plan of Action: Initial health screening will be addressed as part of
the San Quentin reception pilot intake process. Once the pilot is completed, a
standard reception intake process including a comprehensive health screening will

be replicated as appropriate at other prisons with reception centers. (Refer to Goal
B, Objective B.2.1.)

2. Health Transfer: Process to ensure continuity of care when patients transfer to
another institution, transfer between levels of care, or are paroled, including
continuity of medications, specialty referrals, and other treatment.

Reference to Plan of Action: Health transfer will be addressed under Goal B,
Objective B.3.1.6.

3. Access to Primary Care (Sick Call): System that allows patients to self-refer for
medical treatment, including nurse review to identify the need for immediate
referral to urgent or emergency treatment, an urgent walk-in procedure, and
follow-up services; policies require face-to-face nurse triage for patients with
symptoms within 24 hours, and an appointment with a primary care provider
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within 5 days for patients classified as urgent and within 14 days for patients
classified as routine.

Reference to Plan of Action: Access to primary care will be addressed under Goal
B, Objective B.2 and B.3.

Priority Ducat System: System for ensuring that custody staff treat health care
appointments as high-priority. l

Reference to Plan of Action: A health care access team pilot is already underway
at San Quentin. Once the pilot i1s completed, the health care access team model
will be replicated as appropriate to other prisons statewide. (Refer to Goal E.)

Patient Health Care Education: Program to provide patients with instruction in
wellness, lifestyle changes, disease prevention, newly diagnosed illness or disease,
treatment plans or procedures, pre- and post-operative care, chronic care morbidity
reduction.

Reference to Plan of Action: Patient health care education will be part of primary
care and chronic care model implementation. The Plan of Action also includes
plan to expand cultural and linguistically appropriate patient education resources
by collaborating with community health education programs. (Refer to Goal B,
Objective B.2.)

Preventive Services: Services to prevent disease and mitigate morbidity and
mortality due to existing disease provided to select patient populations based upon
risk factors, such as age and chronic conditions, that include cancer screening,
immunizations, and health education (education regarding diet, exercise, smoking
cessation, etc.).

Reference to Plan of Action: Preventive services will be part of primary care and
chronic care model implementation. Currently a primary care process with a new
staffing model pilot is underway at San Quentin. Once the pilot is completed, new
processes and models will be replicated as appropriate at other prisons statewide.
(Refer to Goal B, Objective B.2.)

Outpatient Specialty Services: Program for providing specialty services, including
procedures for urgent and routine referrals and required follow-up; policies require
that high-priority consultations or procedures occur within 14 calendar days and
routine consultations or referrals within 90 calendar days, with follow-up by a
primary care provider within 14 calendars days after the consultation or procedure

Reference to Plan of Action: Before program can be developed for providing
specialty services, the infrastructure for provider contracting needs to be developed
with trained staff. (Refer to Goal A, Objectives A.4. and A.6.) In the meantime,
CPR has initiated interim efforts to establish individual contracts with specialists,




CPR Plan of Action

10.

11.

12.

university providers, and telemedicine providers. (Refer to Goal B, Objective
B.3.1.2)

Physical Therapy: Program to ensure timely access to physical therapy services,
including specifications for the follow-up by primary care providers and
provisions for transferring to an institution with these services if the home
institution does not provide them.

Reference to Plan of Action: Programs to ensure timely access to physical therapy
will be addressed as part of the health care continuum infrastructure redesign and
efforts to address the needs of aging and impaired inmates. (Refer to Goal B,
Objective B.1.4.)

Diagnostic Services: Program for the appropriate processing of laboratory tests
and other diagnostic testing, including procedures for prioritizing the urgency of
laboratory orders (STAT, critical, urgent, routine) and required timeframes for
review and follow-up of results (routine laboratory tests processed within 14 days
of order, x-ray examinations completed within 30 days of order, primary care
provider review of lab results within two business days of receipt, notification of
patient of results within 14 days of receipt)

Reference to Plan of Action: Refer to Goal B, Objective B.12. and Goal D,
Objective D.2.2.

Medication Management:  Services to dispense, administer, and distribute
pharmacotherapeutic treatments, including provisions for medication error
reporting, medication follow-up counseling, medication renewals and refills,
medication for parole, and continuity of medication upon transfer; policies require
that prescriptions for formulary medications be filled by the following day and that
“stat” medications are issued within 1 hour.

Reference to Plan of Action: Refer to Goal B, Objective B.8. and Maxor National
Pharmacy Corporation’s “Road Map to Excellence.”

Urgent / Emergent Response: Program for the provision of urgent care services
and 24-hour emergency medical treatment that includes basic life support,
emergency response, and physician on-call services; policies require follow-up
within five days for patients whose urgent encounter was due to chronic disease.

Reference to Plan of Action: Refer to Goal B, Objective B.1.

Medical Emergency Response Documentation and Review: Process for the review
of deaths, suicide attempts, and calls for emergency assistance to determine
compliance with existing policies and procedures, adequacy of response time, and
appropriateness of custody and medical response and patient treatment, with
follow-up actions to address identified deficiencies.
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13.

14.

15.

16.

17.

Reference to Plan of Action: Refer to Goal C.

Qutpatient Housing Unit and Licensed Care: Specialized treatment services for

varying levels of acuity, including outpatient services requiring specialized
housing (Outpatient Housing Unit care), licensed Skilled Nursing Facility care,
Correctional Treatment Center care, General Acute Care Hospital care, and
palliative care; policies require physician evaluation within 24 hours of admission
to a Correctional Treatment Center and an evaluation by a primary care provider
within 5 days for all patients returning from an inpatient acute care facility.

Reference to Plan of Action: Appropriate levels of care will be addressed in Goal
B, Objective B.5.2. Clinical space issues will be addressed under Goal F.

Outpatient Therapeutic Diets: Program for the provision of nourishments and
supplements for patients who are pregnant, diabetic, immunocompromised,
malnourished, or have oropharyngeal conditions causing difficulty eating regular
diets and special diets for patients with renal failure or hepatic failure, or who
require a Heart Healthy diet, gluten-free diet, or diet to preclude food allergies.

Reference to Plan of Action: Refer to Goal B, Objective B.9.

Medical Report of Injury or Unusual Occurrence: Process for documentation of
patients’ on-the-job injuries, physical contact with a staff member during an
incident, and any self-reported injury due to self-injury or altercation,
Administrative Segregation Unit placement, use of force, or other medical
emergency situation.

Reference to Plan of Action: Refer to Goal C.

Oleoresin Capsicum (OC) Contraindications:  Process for the evaluation and
treatment of patients prior to or after the use OC.

Reference to Plan of Action: There is now a policy and procedure regarding
oleoresin capsicum spray. Variation in implementation and performance will be
addressed under Goals B and C.

Medical Evaluation of Patients Involved in Assaults: Process for the evaluation of
patients who have been involved in the use of force, including review of the
patient’s mental health record.

Reference to Plan of Action: There is now a policy and procedure regarding
medical evaluation of patients involved in use of force. Variation in
implementation and performance will be addressed under Goals B and C.
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18.

19.

20.

21.

22.

23.

Hygiene Intervention: Process for the identification, evaluation, and referral of
patients who demonstrate poor hygiene or whose hygiene compromises the
sanitation/hygiene of their personal and immediate housing area.

Reference to Plan of Action: There is now a policy and procedure regarding
hygiene interventions. Variation in implementation and performance will be
addressed under Goals B and C.

Inmate Hunger Strike: Process for the identification, evaluation, and treatment of
inmates on hunger strike, including required coordination and reporting between
custody and health care staff.

Reference to Plan of Action: This standard has been met.

Comprehensive  Accommodation Chrono: Process for the authorization and
review of special equipment, housing accommodations, or other accommodations

that are medically necessary or are required under the Americans with Disabilities
Act.

Reference to Plan of Action: There is now a policy and procedure regarding
comprehensive accommodation chronos. Implementation has been difficult for
multiple reasons, including gross inadequacies in information technology. The
latter will be addressed in Goal D. The clinical and custody practices will be
addressed in Goals B and C.

Pregnant Patient Care and the Birth of Children: Prenatal care and post-delivery
services, including required screenings, frequency of prenatal treatment visits,
vitamin and nutritional requirements, referrals for child placement services, and
post-partum follow-up; policies require that patients be seen by an obstetrics
provider within 7 calendar days of determination of pregnancy and that each
patient be provided post-delivery follow-up care after six-weeks.

Reference to Plan of Action: Prenatal care and post delivery services will be
addressed under Goal B.

Nursing Services and Protocols: Clinical protocols for nurses in the appropriate
evaluation and treatment of patients presenting with specific systemic conditions
or complaints.

Reference to Plan of Action: Will be addressed under Goal B, Objective B.2.

Health Record Services: Provisions for the management, content, and archiving of
patient health records, including policies for disclosure of information.
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24.

25.

26.

27.

28.

Reference to Plan of Action: Current focus is on organizing the manual paper
process and expediting filing of the medical records. Long term solution will be
addressed through deployment of the electronic health records. (Refer to Goal D.)

Chronic Care Program: Diagnosis and management of chronic disease (diseases
lasting longer than 6 months), including identification and treatment of high-risk
patients; policies require an initial intake evaluation within 30 days for patients
referred to the Chronic Care Program, and ongoing evaluations every 90 days.

Reference to Plan of Action: Refer to Goal B, Objective B.2.

Pharmacy Services:  Provisions governing pharmacy operations, including
pharmacy licensing, emergency drug supplies, drug storage, consultation with a
pharmacist, prescription requirements, and the ordering, stocking, and receiving of
medications.

Reference to Plan of Action: Refer to Goal B, Objective B.8. and Maxor National
Pharmacy Corporation’s “Road Map to Excellence.”

Public Health and Infection Control: Program for infection control, communicable
disease reporting, and blood borne pathogen control.

Reference to Plan of Action: Refer to Action Goal B, Objective B.6.

Telemedicine Services: Program for the provision of specialty services through
videoconferencing.

Reference to Plan of Action: Refer to Goal D, Objective D.6.

Utilization Management: System to facilitate appropriate use of resources for
patients requiring higher levels of care and select specialty services and
medications, including reviews to determine placement at appropriate level of care
and appropriate utilization of specialty care and pharmacy resources.

Reference to Plan of Action: Refer to Goal B, Objectives B.3. and B.5.

The Receiver supports all of the above patient care standards, and the Receiver’s Plan
of Action will address each. It is important to point out, however, that many of these
standards cannot and will not be achieved until the necessary medical delivery
infrastructure is established (for example, competent clinicians and a viable
information technology system). The reader should also note that, within the Plan of
Action, many of the standards are renamed and/or subsumed, e.g., “health transfer”
(number 2 above) has become the care transitions program (Objective B.3.1.6.).
Furthermore, the Receiver’s implementation strategies are far different than the
“phased roll-out” strategy of defendants, and therefore some standards are prioritized
differently. For example, the issues of hygiene intervention, oleoresin capsicum spray,
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and patient health care education are not as pressing as others and will be addressed
once a new infrastructure is in place. Lastly, several standards will be addressed by
external entities based on contracts with the Office of the Receiver, e.g., the pharmacy

services improvements currently being implemented by the Maxor National Pharmacy
Corporation.

As mentioned above, although the care standards set forth in the June 2002 Stipulated
Injunction and the September 2004 Patient Care Order exemplify the minimum level
of medical care required under the Fighth Amendment of the Constitution, the
standards cannot be met and sustained without the appropriate and necessary support
provided by a well-functioning, administratively-sound health care organization.
Attempts to implement these standards in isolation have proven to be ineffective—
indeed prior remedial efforts have wasted time and resources—because nearly every
area within the CDCR, e.g., procurement, custody support, population, and personnel,
affects and potentially hinders each process of health care delivery. Each function of
the organization as a whole, as well as pertinent functions of other State agencies,
must be analyzed and modified appropriately to support a redesigned, effective,
constitutionally-adequate health care operation. As the Office of the Receiver learned
at San Quentin, the inter-relatedness of the problems and processes within the
institution, as well as between the institution, CDCR, State overhead and control
agencies, the Legislature, and the Governor is an immense barrier. The Receiver’s
Plan of Action addresses the impact and inter-relatedness of all the pertinent processes
within the CDCR and the State.

The June 2002 Stipulated Injunction and the September 2004 Patient Care Order
specified a number of worthy patient care standards, but for multiple reasons the
defendants had little chance of achieving them. For example, the stipulations stopped
short of addressing the requisite custody and support staff, technology, space, and
personnel processes. Furthermore, the State attempted to apply innovations in a pre-
determined, en bloc fashion rather than on a pilot basis, and the delivery system
remained dominated by the solo physician model rather than team-based care. These
errors will not be repeated. Instead, the Receiver will apply an entirely new method of
transformation to the medical delivery system in California’s prisons.

The fastest, most cost-efficient way to reach constitutionally-adequate levels of care is
to implement a coherent set of intervention strategies that have proven to be successful
in transforming other health care organizations. As explained below, these strategies
include redesign of care processes, use of information technology, knowledge and
skills management, development of effective teams, care coordination, and
performance measurement.

Sustaining constitutionally-adequate levels of care after the Receivership ends will
require significant infrastructure investments and commitment over a period of years.
The Receiver must remove or mitigate external barriers to progress and develop
internal drivers of quality, illuminated by reliable metrics, synergistic and strong

10
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enough to withstand political and bureaucratic erosion. The challenges are daunting;
however, as the Receiver has emphasized: failure is not an option.

D. Conceptual Basis for the Plan of Action |

The overall goals of a constitutionally-adequate prison medical care system are to
reduce unnecessary morbidity and mortality, improve inmates’ health status and
functioning, coordinate care with mental health and dental, and protect public health.
The Receiver must create a sustainable, evidence-based, cost-effective system of care
that is continually monitored and revised to meet those overall goals.

Institute of Medicine

The conceptual basis for the Receiver’s Plan of Action draws heavily from the
experience of free-world, mainstream initiatives launched to move American health
care from fragmentation and error to safety and reliability. For example, work by the
Institute of Medicine (IOM) over the past decade, in response to the quality crisis
within mainstream American health care, has led to a widely-accepted conceptual
framework that applies within corrections as well (Crossing the Quality Chasm, 2001).
Just as in the free world, personal health care within California prisons should be safe,
effective, patient-centered, timely, efficient, and equitable. To achieve these goals, the
IOM recommends six essential organizational supports for change:

Redesign of care processes based on best practices.

Information technologies for clinical information and decision support.
Knowledge and skills management.

Development of effective teams.

Coordination of care across patient conditions, services and settings over
time.

Incorporation of performance and outcome measurements for improvement
and accountability.

Al ol S e

=

The IOM has demonstrated that these strategies will transform medical care delivery
systems. In the 1990s, for example, the Veterans Health Administration used
integrated, system-level strategies to move from a culture of low expectations to
performance far exceeding the national average. Isolated interventions, such as

educating or even replacing groups of physicians or nurses, would not have yielded
the same progress.

The IOM’s formulation of goals and strategies is reflected in the Plan of Action. The
opening sentence of the 2001 IOM report resonates with California’s prison medical
care crisis: “The American health care delivery system is in need of fundamental
change.” It is important to remember, however, that the systems described as
“dysfunctional” by the IOM have been vastly superior to California’s prison medical
care system. It is one thing to lack an electronic health record; it is another to try
running a patient scheduling system on hundreds of unconnected, unsupported desktop

1
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computers by having staff hand-carry data drives from one computer to another in
sequence. It is one thing to bemoan a lack of teamwork among clinicians; it is another
to work in a system that has traditionally hired any physician with “a license, a pulse,
and a pair of shoes,” as described in the Court’s February 14, 2006 “Order Appointing
Receiver.” Even worse, some clinicians of that caliber managed to migrate into
positions of local leadership. Because of the abject levels of dysfunction and chaos in
hiring, review, promotion, and discipline, for example, the Receiver’s team has spent
countless hours in its first year on personnel issues, working to establish the
infrastructure required for the most basic of quality initiatives.

Baldrige Svstems Framework

The seven categories of the Baldrige National Quality Program systems framework
complement the IOM framework and also inform the Plan of Action:

1. Leadership

2. Strategic planning

3. Focus on patients and other customers

4. Measurement, analysis, and knowledge management
5. Human resource development

6. Process management

7. Results

The Baldrige framework highlights the leadership and personnel dimensions that have
captured so much of the Receiver’s attention. Because of the State’s dysfunctional
clinical oversight and personnel processes, the Receiver has filed a motion to waive
state law regarding peer review and physician discipline. In addition, the Receiver has
begun to identify, within existing staff and new recruits, the transformational leaders
who can focus the system on new goals and strategies.

High Reliability

The right people and systems must be in place to ensure that inmates get the right care
in the right place at the right time. Change must be both top-down and bottom-up, with
a focus on staff engagement and empowerment and a relentless emphasis on training:
and communication. The infrastructure must support innovation among front-line
clinicians, must facilitate innovations from the “outside” world, and must be able to
disseminate evidence-based practices. Responses to error and bad outcomes must
move from finger-pointing to an honest, comprehensive critique that includes analysis

of individual human factors as well as team factors, communication, and
organizational effectiveness.

The interdependence of medical care and custody presents opportunities as well as
challenges. Reliability—ensuring that the right thing happens every time—is a goal of
custody just as it is within medical care. Some organizations in the military, law
enforcement, and emergency services have achieved remarkable improvements in

12
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reliability by developing a strong safety culture, utilizing personnel and equipment
back-up systems, promoting inter- and intra-group communication, cross-training
personnel, and focusing attention on errors and near-misses without wrongfully
blaming or absolving individuals. The CDCR already partners with one such
organization, the California Department of Forestry and Fire Protection, in its
successful inmate firefighting program. Achieving reliable prison medical care in
California will depend upon new levels of collaboration and respect between medical
care and custody. Developing shared language and practices for reliability and safety
will hasten this collaboration.

E. Potential Barrier and Success Factors

This section lists potential barriers with heavy emphasis on critical success factors
drawing upon several key lessons learmed to date from the San Quentin pilots.
Although the barriers are plenty, the Receiver team is confident that through
thoughtful planning and steadfast implementation, barriers can be mitigated.

The programs described in the Plan of Action have been formulated to consider the
serious dysfunction which presently exists in California’s prisons and the wide range
of barriers that have, for many years, worked to defeat all prior efforts to reform prison
medical care. Nevertheless, a complete Plan of Action requires a summary of some of
the more important barriers the Receivership must overcome to effectuate the Plan.

Barriers

e Continuation of CDCR political and management chaos impeding the
Receivership’s efforts.

e Oppressive impact of the dysfunctional prison culture on the custody and medical
staff expectations, attitudes, and ethical decision-making.

e Poor working conditions and work environments impacting safe delivery of
medical care.

e Space limitations due to overcrowding and poor design that continue to thwart
efforts for appropriate bed placement, delivery of safe patient care, and ineffective
support systems.

e Ineffective regional and local leadership structure to manage 33 prison sites.

e Lack of competent clinical and administrative staff at all levels exacerbated by
limited CDCR training capacity.

e Bureaucratic constraints on contracting and hiring/firing.

13
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e Active and passive resistance to the Receivership’s efforts from entrenched
stakeholders with an interest in maintaining the status quo.

e Prison overcrowding and Assembly Bill 900. The impact of these issues 1s the
subject of separate report to be issued by the Receiver to the Court on May 15,
2007.

Critical Success Factors

e Leadership support at all levels. Based on the San Quentin pilot, the importance of
Warden support and collaboration is critical. While relief in the trenches is critical,
given the abject disrepair of the system, change must begin with the highest levels
of management and proceed from the top to the bottom.

e System-wide synchronization of action plans and operations to support short-term
pilots and long-term transformation efforts. The depth and scope of the inter-
relatedness of serious problems must be addressed.

e Headquarters, regional, and local senior management support, joint ownership
between CPR and CDCR, and clear communication of transformation strategic
vision, action plans, pilot progress, and accomplishments.

e Appropriate information system infrastructure, skills, and staffing level to carry
out system redesign and implementation efforts.

e Recruitment of industry experts to support the pilot projects and to mentor future
CDCR teams in innovation and diffusion of promising practices and processes.

¢ Meaningful metrics to measure and evaluate the effectiveness of clinical care and
transformation initiatives.

F. Plan of Action Goals and Objectives

The Plan of Action is organized into seven domains. Goals A and B emphasize
building critical administrative and clinical capacities required as the foundation to
support timely, effective, and efficient patient-centered care; Goal C outlines activities
required to build a quality and patient safety infrastructure; Goal D focuses on
developing information technology (IT) from the ground up. A scalable IT network
with adequate local technical support is the requisite foundation for our future
electronic health record.

Goal E addresses the interdependency of custody and clinical functions required to

transform the health care system and provide effective care. For example, one of the
objectives under Goal F is to implement a Health Care Access Team to provide

14
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dedicated custody escort support to the health care team, thus ensuring inmate-patient
access to health care services in a timely and safe manner.

Lastly, Goal G speaks to the need to envision the end from the beginning, pointing
beyond development of a successful system to its transition from the Receiver back to

the State.

Key Plan of Action Goals

Goal A:

Goal B:

Goal C:

Goal D:

Goal E:

Goal F:

Goal G:

Establish meaningful and effective financial and administrative
infrastructure and processes that are precursors to clinical transformation.

Redesign, pilot, and implement an effective prison health care continuum
of services utilizing evidence-based, standardized processes and including
screening, medical management, care coordination, case management,
patient movement, parole, discharge planning, ancillary services, and other
clinical support.

Design, pilot, and implement a CDCR quality and patient safety
infrastructure including measurement and evaluation components to guide
system improvement, accountability, and effectiveness.

Design, pilot, and implement an integrated health information system(s)
including network infrastructure, electronic health records, patient
scheduling and tracking, disease registry, medical management including
utilization management, decision support, performance measurement, and
reporting to support safe, effective, timely, and cost-efficient, patient-
centered care based on a thorough understanding of redesigned work and
pilot results.

Develop, pilot, and implement institution-specific, on-site custody capacity
to ensure safe and timely patient access to health care services.

Create new clinical and administrative space to provide a safe environment
for staff and patients based on the new clinical process redesign and on
projections of future bed capacity needs.

Develop a transition plan including timelines, knowledge management, and
oversight monitoring to ensure successful transition of the new prison
health care system from the Receiver back to the State, with continuing
mandates which guarantee that medical services meet constitutional
standards for access and quality.
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Plan of Action Goals and Objectives

Goal A:  Establish meaningful and effective financial and administrative
infrastructure and processes that are precursors to clinical transformation.

Objective A.1. Develop smaller regions (3-5 prisons each) including
clearly delineated leadership roles, responsibilities, and accountabilities
among headquarters, regions, and local prisons.

A.1.1. Define regional Chief Executive Officer, Chief Medical
Officer, Director of Nursing, and Health Care Administrator roles,
responsibilities, and accountabilities.

A.1.2. Define local institutional Chief Executive Officer, Chief
Medical Officer, Director of Nursing, and Health Care Administrator
roles, responsibilities, and accountabilities.

A.1.3. Define headquarters, regional administrative, and support
functions.

A.1.4. Develop and implement a performance management system to
align individual and team performance results with organizational
mission, vision, goals, and objectives.

Objective A.2: Implement structure, business processes, and metrics for
finance, accounting, budgeting, and reporting functions for CPR and
CDCR to ensure accountability and transparency.

A.2.1. Define and implement financial structure and processes for
CPR.

A.2.1.1. Determine Executive and Legislative protocol for the
ongoing funding of Receivership initiatives.

A.2.1.2. Determine Department of Finance (DOF) and
Controller protocol for identifying funding provided to the
Receivership by the Executive and Legislative branches.

A.2.1.3. Agree to a process for the Receivership’s access to and
control of identified funds.

A.2.1.4. Determine extent of Receivership’s access to and
control of the Divison of Correctional Health Care Services
(DCHCS) annual spending authority.

A.2.2. Define and implement accounting structure and processes
for CPR.

16



CPR Plan of Action

A.2.2.1. Identify authoritative literature to support accounting,

reporting, and disclosure of transactions that are unique to the

structure of CPR’s court ordered authority and maintain CPR’

accounting records accordingly.

S

A.2.2.2. Develop and document a system of internal control to

meet the court’s requirements for transparency of CPR

operations and that is also acceptable to other governmental and

non-governmental stakeholders.

A.2.2.3. Develop reports that include financial information and
related disclosure that meets the court order’s requirements for
complete and periodic reporting of CPR’s financial operations.

A.2.2.4. Arrange for an annual independent financial audit by

a

regional Certified Public Accountant (CPA) firm recognized as

having public sector expertise.

A.2.3. Define and implement accounting structure and processes
for CDCR.

A.2.3.1. Engage an independent consulting firm with

recognized public sector financial expertise to review CDCR’s

current recording and reporting of financial information and
produce the following deliverables:

A.2.3.1.1. Prepare flow charts and narratives that document

the current state of the CDCR accounting system from
transaction recording to reporting.

A.2.3.1.2. Identify bottle necks, weaknesses, and gaps in
key processes that have the most significant impact on
timeliness and accuracy.

A.2.3.1.3. Identify critical interventions to the management

information process that can be immediately implemented

through reasonable system enhancements and workarounds.

A.2.3.1.4. Assist CPR and DCHCS management in
developing critical, high level financial and management
reports that are timely, accurate and compliant with
Generally Accepted Accounting Principles (GAAP) as
appropriate.

A.2.3.2. Identify resources within CDCR, State Controller
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Office (SCO) and Department of Finance (DOF) to provide
timely and accurate metrics that include paid hours and other
workload indicators that reconcile to and are consistent with
financial information.

A.2.3.3. Develop processes to readily extract accurate financial
information specific to the Receiver’s initiatives, e.g.
Registered Nurse (RN) salary enhancement, Licensed
Vocational Nurse (LVN) salary and benefit costs, San Quentin
planning, and construction costs.

A.2.3.4. Identify key staff positions in the accounting,
budgeting and financial reporting processes; assess workload
and recommend appropriate staffing and/or skill level
enhancement as necessary in light of recording and reporting
objectives noted above.

A.2.4. Define and implement budgeting structure and processes for
CPR.

A.2.4.1. Identify and develop plans for hiring additional staff,
engaging consultants, and initiating capital projects in the 2007-
08 budget year in collaboration with CPR Executive Staff.

A.2.4.2. Identify those plans that should be appropriately
recorded as an asset, liability and/or expense of CPR and not
expected to be transferred to CDCR prior to the end of the
2007-08 budget year.

A.2.4.3 Estimate the cost of such plans and include in the
budget proposal to be presented to the Receiver for approval.

A.2.4.4 Project current budget year commitments for salaries,
benefits, and other operating expenses specific to operation of
the Receivership for the 2007-08 budget years.

A.2.4.5 Prepare budgeted balance sheet, profit/loss, and cash
flow statements for the 2007-08 budget year.

A.2.5. Define and implement budgeting structure and processes for
CDCR.

A.2.5.1. Continue coordination with Budget Management
Branch staff to gain a complete understanding of the budget
development, monitoring, and reporting processes.
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A.2.5.2. Focus CPR’s involvement in preparation of the 2007-
08 budget on reviewing the process, assumptions, and current
budget year actual information used as the basis to develop the
following:

e Personnel Year (PY) and related salary costs,
including overtime, vacancies (salary savings) and
temporary help.

e Consulting and professional services — medical
expenses.

A.2.5.3. Determine that the final 2007-08 budget includes the
cost of CPR sponsored initiatives, such as:

e Full year effect of budget year 2006-07 initiatives
such as salary increases, Medical Technical
Assistant (MTA)/LVN conversion etc.

e Budget year 2007-08 portions of ongoing capital
related projects initiated in the 2006-07 budget year.

A.2.5.4. Maintain a shadow budget to monitor the following:

A.2.5.4.1. Develop budgeted consulting and professional
services — medical expense on the basis of prior years’
historical utilization, by prison facility.

A.2.5.4.2. Monitor actual to budgeted expense and compare
to accuracy of current CDCR budgeting technique.

Objective A.3. Establish mechanisms to ensure CPR financial and
operating transparency.

A.3.1. Identify a nationally recognized standard of financial
operating transparency and model CPR’s operating and reporting
systems as appropriate. For example, consider voluntary
certification as Sarbanes- Oxley compliant.

A.3.2. Develop an internal control document that details CPR’s
reporting, recording, and management of the Receivership’s assets,
liabilities, and contractual commitments including input from State
oversight agencies. Ensure this document is focused on operational
transparency; facilitates knowledge transfer, particularly when
responsibilities are reassigned; and includes input from State
oversight agencies such as the OIG

Objective A.4. Improve provider contracts and contracting processes to
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ensure accountability and transparency. (Refer to A.6.)

A.4.1 Model contract processes on current health care industry

practices.

A.4.2. Develop new payment methodology based on Medicare
payment system as documented and recommended by Navigant

study.

A.4.3. Appoint trained staff member(s) dedicated to the ongoing
development and management of CDCR provider contracting

activities.

A.4.4. Establish CDCR provider contracting capacity to perform a
full complement of services including:

Provider network selection and development
management,

Credentialing,

Rate setting,

Contracting and contract management,
Quality and utilization monitoring,
Electronic claims payment and adjudication,

Contract performance metrics monitoring and
reporting.

Objective A.S. Develop a Responsibility-Focused Financial Reporting
Process and System.

A.5.1. Identify appropriate metrics as a basis for monitoring
CDCR DCHCS financial operations.

A.5.1.1. Focus initial efforts on paid and worked hours.

A.5.1.2. Develop and implement a system-wide training
program appropriate to each level of CDCR and DCHCS
financial staff.

A.5.1.3. Establish a multi-year goal to decrease the lag in
periodic reporting to the health care industry standard of 10
working days.

A.5.1.4 Redesign the Reporting Structure of DHCS’ Financial

Staff

A.5.2.Create a “Controller” position solely dedicated and
responsible to CPR leadership.
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A.5.2.1. Identify key staff members to fill top technical/decision
making financial positions at CDCR and DCHCS headquarters.

A.5.3. Focus on timely and accurate reporting of financial
information useful in decision making to CDCR and DCHCS
headquarters and from/to regions, and facilities.

A.5.3.1. Improve and increase quality communication by
removing barriers to inter- and intra- department
communication, and communication between headquarters,
regions, and facilities.

A.5.3.2. Delegate decision-making authority to appropriate
management and staff levels.

A.5.3.3. Provide recognized industry standard processes and
tools to help staff do their job efficiently and effectively.

Objective A.6. Redesign, pilot, and implement a sound contract negotiation
and management process based on industry standard and ethical business
practices. (Refer to A.4.)

A.6.1. Design, pilot, and implement a cohesive approach to the contract
negotiation of scope and rates for those contracts which are not
competitively bid.

A.6.1.1. Establish a benchmark rate system taking into account
specific geographic areas and types of service.

A.6.1.2. Establish a training program for all contracts staff on
medical services negotiations, diagnoses and procedures, rate
analysis, etc.

A.6.1.3. Build interdisciplinary negotiation teams that include
subject matter experts such as payment data experts, clinicians, and
negotiation specialists.

A.6.1.4. Standardize a contract and processes for specialty services
to increase percentage of specialty care performed on-site via local
providers or “circuit” physicians; and increase use of telemedicine
for specialty services.

A.6.1.5. Establish mechanisms to ensure contract providers are
adhering to CDCR utilization management protocols, clinical
guidelines, and quality standards.
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A.6.2. Design, pilot, and implement an automated contract
management and monitoring system including policies and procedures
to ensure accurate documentation, adequate monitoring of key
information such as licenses, performance, usage, and credentialing.

A.6.2.1.Establish separate units to focus on contract management
and internal auditing functions.

A.6.2.2. Establish an external, independent auditing program.

A.6.2.3. Develop policies and procedures and a training program,

A.6.3. Design, pilot, and implement a mechanism, including policies
and procedures, to provide timely review, approval, adjudication, and
payment for services rendered.

A.6.3.1. Adopt an electronic invoicing process to automatically
capture critical information to support contract monitoring,
analysis, negotiation and auditing.

A.6.3.2. Implement a standard mechanism to give providers
instructions for correctly formatted information needed for
invoicing prior to or at the time of service.

A.6.3.3. Review and analyze contract providers’ utilization data as
one of the contract performance indicators to monitor appropriate
utilization patterns.

Objective A.7. Create a pool of at-will, civil service, Career Executive
Appointment (CEA) positions in order to populate local, regional, and
statewide leadership positions with qualified, responsive leaders.

Objective A.8. Develop a human resources program focused on providing
patient—centered health care services based on industry standards that
effectively manages staffing, compensation, job descriptions, competency,
performance evaluation, professional development, and training in

collaboration with clinical teams or other subject matter experts. (Refer to
Goals B and C)

A.8.1. Restore and standardize competency levels of clinical staff
based on health care industry standards.

A.8.2. Redesign, pilot, and implement clinical staffing model for all
levels of care within the prison health care system.
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A.8.2.1. Define roles, responsibilities, and clinical accountabilities
for mid-level practitioners and advanced practice professionals.

A.8.2.2. Develop, pilot, and implement plan for adequate minimum
staffing including physicians, nurses, and ancillary services
throughout the system with enhanced staffing to match needs at
particular prisons.

A.8.3. Recruit adequate numbers of qualified clinical staff within each
discipline.

A.8.3.1. Adjust clinical and support salaries as needed based on
competitive industry, market, and community rates.

A.8.3.2. Implement a loan forgiveness program as an incentive to
recruit and retain qualified physicians and nurses.

A.8.3.3. Design and implement “24-hour” expedited hiring process
to address clinical staff vacancies.

A.8.4. Develop appropriate administrative and clerical support after the
redesign of work processes.

A.8.5. Standardize orientation, training, and professional development
programs through the prison health care system for employees of all
levels in collaboration with clinical team and other subject matter
experts.

A.8.5.1. Review and revise orientation programs including
appropriate prison health care information and specific
orientation for providers, nurses, and ancillary clinical staff.

A.8.5.2. Develop a centralized approach to education and
training in collaboration with academic institutions.

A.8.5.3. Develop adequate leadership and support for medical
staff credentialing, privileging, and peer review, as well as for
other essential committees of all other disciplines.

A.8.5.3.1. Implement an information system to track
credentialing and education requirements including
Continued Medical Education (CME) and Continued
Education Units (CEU).

A.8.5.4. Develop ongoing leadership and managerial training
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programs to support clinical professionals in leadership
positions as well as direct patient care areas.

A.8.5.5. Develop communities of practice within each clinical
discipline with designated leadership and appropriate
communication tools.

A.8.5.6. Develop interdisciplinary communities of practice
within clinical topic areas with designated leadership and
appropriate communication tools.

A.8.5.7. Develop systems for routinely reviewing and revising
health care policies and procedures and making them readily
accessible to staff.

A.8.6. Develop and implement innovative approaches to address
professional staffing needs of remote facilities.

A.8.6.1. Implement an air-force program using chartered
airplanes to transport clinical personnel from San Francisco,
Los Angeles, and San Diego areas to work three-four days a
week in remote prisons.

Goal B:  Redesign, pilot, and implement an effective prison health care continuum
of services utilizing evidence-based, standardized processes and including
screening, medical management, care coordination, case management,
discharge planning, ancillary services, and other clinical support.

Objective B.1. Develop, pilot, and implement emergency response staffing
models, protocols, and programs to prevent unnecessary patient or staff
injury or death.

B.1.1. Develop, pilot and implement a statewide emergency
response mechanism through an on-site paramedics pilot program.

B.1.2. Develop and implement emergency response training
programs for clinical and custody staff.

B.1.3. Develop an ongoing mechanism to improve interface with
local ambulance services.

Objective B.2. Pilot and implement statewide initiatives to redesign and
support screening, primary care and chronic care processes and programs.
(Refer to Objective D.6.)
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B.2.1. Redesign and replicate reception center intake processes and
staffing model based on the San Quentin pilot or alternative pilot
site.

B.2.2. Redesign and replicate primary care processes and staffing
model based on the San Quentin pilot and other pilot sites.

B.2.3. Develop a pain management initiative and implement
statewide, building on CDCR’s current collaboration with the
University of California, Davis.

B.2.4. Expand cultural and linguistically appropriate patient
education resources by collaborating with community health
education programs.

B.2.5. Develop and pilot appropriate inmate peer education
programs, e.g., for diabetes and asthma.

B.2.6. Design and implement structure, process, and staffing to
support evidence-based chronic care management including overall
vision and leadership.

B.2.6.1. Establish clinical/administrative leadership for chronic
care program by condition, e.g., cardiovascular, diabetes,
asthma, seizure disorders, HIV/AIDS, hepatitis C.

B.2.6.2. Pilot and implement disease registries for chronic
disease management and monitoring.

B.2.6.3. Review and revise Plata chronic care policies and

procedures to be consistent with community chronic care
standards.

B.2.7. Design and implement structure, process, and staffing to
support evidence-based prenatal care and post-delivery services,
including appropriate and timely management of high risk
pregnancies.

Objective B.3. Design and implement programs and processes to ensure
patient-centered continuity of care including care coordination, case

management, utilization management, and quality management. (Refer to
Goal C)

B.3.1. Design, pilot, and implement care coordination and case
management mechanism to ensure continuity of care.
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B.3.1.1. Develop position descriptions, recruit, and train care
coordinators and case managers.

B.3.1.2. Direct high-risk chronic care patients to qualified
providers, teams, prisons (including telemedicine option).

B.3.1.3. Develop a new nursing functional assessment and
acuity assessment form based on experience and data from the
medical bed assessment sweep conducted in March 2007.

B.3.1.4. Plan and implement case management software as part
of an enterprise-wide electronic health record. (Refer to Goal
D)

B.3.1.5. Incorporate social worker expertise into care
coordination and case management teams by developing new
social worker positions and recruiting qualified professionals.

B.3.1.6. Develop care transitions programs to ensure continuity
of care from jail to prison, general population (GP) to medical
beds and back, prison to prison, and prison to community.

B.3.1.7. Redesign and pilot community hospital utilization
management and optimize the use of utilization review nursing
knowledge in case management.

B.3.1.8. Redesign and pilot a standardized specialty utilization
management process including indicators to monitor specialty
utilization and quality of services.

Objective B.4. Improve coordination of medical, mental, and substance
abuse services to promote patient-centered care.

B.4.1. Create a designated CPR staff position to be responsible for
coordination and integration of programs between medical, mental
health, and substance abuse to ensure patient—centered care.

B.4.2. Incorporate behavioral/mental health and substance abuse
knowledge competencies into primary care and chronic care
programs via interdisciplinary collaboration, staff training, and/or
new staff recruitment.

Objective B.5. Optimize placement and care of impaired and/or aging
prisoners with chronic conditions by expanding long-term care (LTC)
services and bed capacity in the prison health care system.
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B.5.1. Increase LTC services and bed capacity to address
immediate needs.

B.5.1.1. Develop additional sheltered dorms within CDCR.

B.5.1.2. Acquire additional LTC beds off-site by leasing or
purchasing additional facilities if needed.

B.5.1.3. Support aging inmates and inmates with disabilities in
general population housing via environmental modifications,
inmate helper programs, care management, staff training, and
adult day health programs.

B.5.1.1. Develop inpatient neurobehavioral programs with
appropriate levels of care.

B.5.1.2. Develop palliative care program for terminal inmates
not requiring hospice placement, and optimize use of hospice
beds at California Medical Facility (CMF) and Central
California Women’s Facility (CCWF).

B.5.1.3. Recruit and optimize use of clinical staff with geriatric
and LTC nursing expertise.

B.5.1.4. Recruit and optimize use of clinical staff with physiatry
and rehabilitation expertise, including expertise in traumatic
brain injury.

B.5.1.4.1. Optimize use of physical, occupational, and
speech therapies to keep inmates functional at lowest
possible level of care.

B.5.2. Design and implement new clinical assessment forms and
processes and placement criteria based on Abt Associates project
(medical beds assessment sweep and 5000 beds planning).

B.5.2.1. Incorporate new custody risk assessment distinguishing
inmates who could be in dorm setting from those requiring
cells.

B.5.2.2. Enhance Health Care Placement Unit (HCPU) capacity
with information technology support and clinical leadership

including medical and mental health services collaboration.

B.5.2.3. Implement new criteria for placement in medical beds
such as Correctional Treatment Center (CTC), Outpatient
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Housing Unit (OHU), and sheltered dorms.

B.5.2.4. Convert inappropriately used General Acute Care
Hospital (GACH) beds to infirmary and long-term care medical
beds.

B.5.3. Design new LTC facilities planning (5000 beds project) for
physical plants and clinical programming to address future needs.

B.5.3.1. Complete Abt Associates project to estimate future
chronic disease burden and long-term care burden.

B.5.3.2. Plan clinical programs for new facilities.

B.5.3.3. Begin working with construction management
contractors, CDCR, and other state agencies to oversee facility
location, design, and construction.

Objective B.6. Develop a centralized Public Health Unit to be responsible
for pandemic preparedness; communicable disease outbreak response;
immunization and tuberculosis testing administration; and surveillance,
communication, and training to prevent the spread of infectious diseases.

B.6.1. Establish centralized clinical/administrative leadership for
public health and infection control.

B.6.2. Develop communication and training infrastructure for
regional and local prison heaith care teams.

B.6.3. Develop outbreak response collaboration and other projects
with local public health officers and Department of Health
Services (DHS).

Objective B.7. Redesign, pilot, and implement clinical post hours to
optimize space and coverage to ensure patient access to care.

B.7.1. Develop, pilot, and implement statewide model hours of
operation for yard clinics and central clinics including provider
lines, face-to-face RN triage, and specialty clinics.

B.7.2. Develop, pilot, and implement statewide model hours of

operation for pharmacies, labs, radiology, and other ancillary and
support services.
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Objective B.8. Improve CDCR’s pharmacy management and operations
system by implementing the Maxor’s road map to produce sustainable,
patient-centered, and outcome-driven processes.

Objective B.9. Develop nutrition programs for inmate-patients who are
pregnant or who have chronic conditions or dysphagia requiring
modifications in diet.

B.9.1. Recruit and hire a team of Registered Dietitians with
centralized leadership to develop statewide nutrition programs.

Objective B.10. Create ethics resources within health care services to
support health care and custody staff, inmates, and families.

B.10.1. Develop expertise, resources, and quality metrics for
advance care planning.

B.10.2. Provide ethics education for health care and custody staff.

B.10.3. Make ethics consultation available to health care and
custody staff, inmates, and families.

Objective B.11. Continue to expand CDCR collaborations with University
of California campuses, California State University, other universities, and
community colleges to enhance clinical service delivery, system
improvement, staff education, staff recruitment, and health services
research.

Objective B.12. Redesign, pilot, and implement centrally-managed clinical
operations to ensure standardization of data, processes, and costs across the
system and to take advantage of economies of scale in driving efficiency.

Objective B.12.1. Design, pilot, and implement a statewide,
centrally-managed approach to imaging and radiology, including
equipment, supplies, staffing, training, certification, external
contracts and information systems.

Objective B.12.2. Design, pilot, and implement a statewide,
centrally-managed approach to clinical laboratory services,
including equipment, supplies, staffing, training, certification,
external contracts and information systems.

Objective B.12.3. Design, pilot, and implement a statewide,
centrally-managed approach to materials management, including a
modern, just-in-time supply chain, equipment, supplies, staffing,
external contracts and information systems.
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Goal C:  Design, pilot, and implement a CDCR quality and patient safety
infrastructure including measurement and evaluation components to guide
system improvement, accountability, and effectiveness.

Objective C.1. Recruit and hire a Chief Quality Officer to develop and
manage the CDCR Quality and Patient Safety program.

Objective C.1.1. Develop and lead implementation of quality and
patient safety programs that integrate clinical quality metrics,
complaints and appeals, incident reporting, sentinel event reviews
and root cause analysis, and clinical improvement initiatives.

Objective C.1.2. Ensure linkage of interdisciplinary quality
improvement and peer review to education and training.

Objective C.2. Design, pilot, and implement clinical quality metrics
consistent with appropriate free world health care delivery systems. (Refer
to Evaluation, Measurement and Compliance Section)

C. 2.1. Pilot measurement of patient-centered care, e.g., using
patient satisfaction surveys.

C. 2.2. Pilot measurement of organizational culture, ¢.g., using
nursing turnover rates.

C.2.3. Collaborate with other correctional systems in efforts to
standardize correctional metrics throughout the country.

Objective C.3. Redesign, pilot, and implement a credible complaint and
appeal process that is efficient, responsive, and effective in achieving rapid
resolutions.

C.3.1. Build on lessons learned from the San Quentin Patient
Advocacy model.

C.3.2. Develop adequate staffing and software to track and analyze
complaints and appeals.

C.3.3. Continue to maintain an independent response process for
complaints to Receiver (versus complaints to CDCR) and use
findings to inform interventions.

C.3.4. Expand collaboration with CDCR ombudsman program for
early resolution of complaints.

Objective C.4. Institute reliable patient safety, incident, and near-miss
incident reporting and link reports to improvement initiatives and
education.
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Objective C.5. Develop sentinel event and root cause analysis policiés,
protocols, and curricula.

C.5.1 Train clinical, administrative, and custody leadership in
sentinel event review and root cause analysis.

Objective C.6. Design and implement organizational structures, staff and
technological support, and processes for evaluation, measurement,
analysis, and improvement of organizational and clinical performance.
(Refer to D.4)

Objective C.6.1. Introduce a culture of ongoing clinical
improvement initiatives at all levels of health care delivery.

C.6.2. Develop and implement strategies for utilizing process
improvement methodologies in the prison system.

C.6.3. Train clinical and administrative staff in rapid cycle quality
mmprovement and high-reliability practices.

C.6.4. Develop custody/health care collaborations in high-
reliability practices.

Objective C.7. Design, pilot, and implement a combined clinical-
administrative crisis management team model to provide timely response
to address prison crises with potential for adverse impact to access or
quality.

Objective C.8. Enhance system-wide clinical accountability through peer
review mechanisms.

C.8.1. Expand focus of PPEC beyond review of individual

performance to focus on process and system vulnerabilities and link
findings to educational and quality improvement initiatives.

C.8.2. Develop custody/health care capacity for joint investigations
as needed.
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Goal D:

Design, pilot, and implement integrated health information system(s)
including network infrastructure, patient scheduling and tracking, disease
registries, electronic health records, medical management including
utilization management, decision support, performance measurement, and
reporting to support safe, effective, timely, cost-efficient, and patient-
centered care based on a thorough understanding of redesigned work
flows.

Objective D.1. Design, pilot, and implement a health care information
infrastructure to support health care clinical and business operations
with compliance to record retention, privacy, HIPAA, and State law, if
applicable.

D.1.1. Conduct health care network assessments including scope of
work for engineering, installation, and operations.

D.1.2. Select, test, and implement network-centric clinical
technology.

D.1.3. Design and implement a network engineering layout of
highly reliable, ubiquitous high speed bandwidth for clinical
operations utilizing leading technology such as wide area wireless,
multi-protocol layers services, bandwidth management and upon
demand bandwidth utilization management.

D.1.4. Design, develop, and implement processes for system
operation at clinical service levels including functionality to ensure
timely electronic processing of clinical information.

D.1.5. Design, develop, and implement system support operations
to support health care service levels including system operation
redundancy, change control, customer service surveys,
interoperability testing, automatic testing, and clinical help desk.

D.1.6. Design and implement programming standards to allow for
industry standard desk top, network and application data housing to
allow for minimal acceptable down times through highly redundant
and reliable technology.

D.1.7. Implement industry standard project methodology to allow
for full project charter compliance to budget, expected results, and
post implementation project reviews to allow for system standard

Information service costs.

D.1.8. Design, develop, and implement data security systems and
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operations to ensure privacy, HIPAA, audit, proactive data intruder
diction systems, internet monitoring and management systems, e-
mail filters, and records retention are in compliance with Federal
and State laws as well as correctional level security.

Objective D.2. Standardize data through verifiable data processes and
compile medical data across all compliant data sources into a unified
database that can be used to generate information valuable for patient care
and health care management.

D.2.1. Develop implementation plan to achieve health care industry
clinical data standards for clinical services and operations including
standardization of data architecture design, data repository,
communication tools, electronic data engine, and master patient,
and master provider indexing for statewide adult corrections
clinical staff access.

D.2.2. Standardize data models for pharmacy, laboratory, radiology,
PACS, medical management, case management, schedule tracking,
and encounters including dental, mental health, Americans with
Disabilities Act (ADA), and other medical service data records
through interoperable data standards, technical data standards, and
data engine.

D.2.3. Standardize automatic and ad hoc reporting of metrics
required by the Federal Court and ongoing performance monitoring.

D.2.4. Develop and implement a secure clinical web-based portal
tool that allows clinical staff appropriate access to verified and
standardized patient data at the point of care or clinical work areas.

D.2.5. Develop and implement a data security system to ensure
Federal and California State HIPAA and privacy laws pertaining to
correctional related health care services.

Objective D.3. Create systems for compiling and managing medical
knowledge that will enable clinical service providers to have timely and
medically significant data in order to make the appropriate evidence-based
decisions for their patients at the point-of-care.

D.3.1.Create and implement a system for developing, documenting,
disseminating, and maintaining clinical protocols, guidelines, and
algorithms required to manage care of patients throughout the system.

D.3.2. Implement online medical library services to support clinical
information, research, and clinical CME requirements.
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D.3.3. Implement appropriate clinical decision support tools, both
electronically and on paper that provide just-in-time information to
clinicians to ensure that patients continually receive the most cost-
effective and appropriate care.

D 3.4. Redesign, pilot, and maintain clinical information tools that
inform and influence patient care, including clinical documentation
forms, flow sheets, and order sheets.

Objective D.4. Improve and streamline care-delivery processes in
preparation for automation.

D.4.1. Redesign, pilot, and implement clinical and business
processes in preparation for implementation of electronic health
records.

D.4.2. Redesign, pilot, and implement a laboratory information
system process to allow for point-of-care testing, automated assays
and virtual systems to allow for faster point-of-care test turn-around
times and accuracy.

D.4.3. Develop and implement a digital radiography central image
storage, retrieval, and review through data standard systems.

D.4.4. Develop and implement a pharmacy bar code system for
patient safety through unit dose in conjunction with Maxor
Pharmacy roll out that will allow for an electronic Medical
Administration Record.

Objective D.5. Implement system—wide, standardized clinical
transformation change management initiatives and training to ensure
clinical staff acceptance and adoption of information technology solutions
such as the electronic health record and evidence based medical decision
systems.

D.5.1. Design, pilot, and implement processes for health care
information management document storage and maintenance,
electronic forms workflow, auto routing for “whole system” access,
scanned data storagc and access.

D.5.2. Design, pilot, and implement information system
applications to support business processes such as provider
credentialing, continuing education tracking, scheduling, time
keeping, contracting for provider services, equipment, and supplies,
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materials management, and supply chain. (Refer to Goal A)

Objective D.6. Improve and enhance the existing telemedicine program
and integrate it into continuum of inmate medical care to provide primary,
emergency and specialty care to allow for greater access to inmates while
reducing cost of care as well as custody inmate transportation to outside
clinical care locations.

D.6.1. Expand telemedicine clinical processes to all correctional
facilities as part of core primary and specialty care operations for
inmate health care including medical, dental, and mental health.

D.6.1.1.Conduct a system- wide assessment of the current
telemedicine practices by external experts to develop a road map
for improvement of CDCR telemedicine services.

D.6.1.2. Upgrade telemedicine technology, including Internet
Protocol (IP) infrastructure, to ensure sufficient bandwidth and
security and to allow for optimal and flexible location of
telemedicine units in correctional facilities as well as contracted
specialty clinician offices, in hospitals with a “high availability”
technical infrastructure, and for use in emergency conditions at
various locations.

D.6.1.3. Redesign telemedicine workflows to allow for clinical visit
optimization through ensuring that all needed tests and
documentation are completed prior to the visit according to
standardized protocols consistent with all other care delivered for a
given condition.

D.6.1.4. Provide specialized telemedicine carts to each site that
enable tools including remote electronic monitoring, EKGs, point-
of-care laboratory test units, electronic whiteboard data sharing,
high definition dermatology imaging, and ultrasound.

D.6.1.5 Develop methodology and clinical workflow for multi-care
provider conference and specialty consults.

D.6.1.6. Develop “smart” databases that will enhance patient care
through proactive monitoring of specific care plans by working
with industry vendors.

D.6.2. Redesign and implement facility and telemedicine staff training
to ensure competency level to maximize timely use of telemedicine.

D.6.2.1. Implement on-going training and in-services reviews to
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Goal E:

ensure the reliable availability of qualified clinical support staff to
maximize inmate access to clinical care.

D.6.2.2. Establish programs and protocols for virtual expert visits
for remote monitoring, observation, and consultations with
centralized and contracted specialty staff through “IP” enabled web
conferencing through Data Security Health Care standards.

Objective D.7. Establish a statewide project governance model for
integrated health information system(s) and related applications, with
representation by multi-disciplinary clinicians to allow for the clinical staff
cultural adoption of the electronic health record and evidence based
decision support systems.

Objective D.8. Create and successfully implement an enterprise electronic
health record that is consistent with current health care information
technology trends regarding functionality, paperless workflow systems,
security, and interoperability.

Develop, pilot, and implement institution-specific, on-site custody capacity
to ensure safe and timely patient access to health care services.

Objective E.1. Design, pilot, and implement necessary institution-specific
on-site custody components that ensure appropriate patient security,
escorting and transporting for health care services.

E.1.1. Analyze, develop, and implement institution specific on-site
health care access teams to ensure patient access to health care
services.

E.1.2. Conduct analyses of custody requirements for the day-to-day
operations and security for each institution’s health care services.

E.1.3. Conduct analyses of custody personnel and
equipment/vehicles needs for institution access teams.

E.1.4.Conduct analyses of personnel needs for community hospital
custody coverage.

E.1.5. Activate San Quentin pilot custody access team and replicate
model statewide.

Objective E.2. Redesign, pilot, and implement transportation support for

off-site health care teams to ensure safe and timely transport of patients to
services in the community.
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E.2.1. Analyze current statewide transportation operations to
determine necessary resources for providing adequate/timely
medical transportation.

E.2.2. Develop, and implement institution-specific off-site custody
transportation unit to ensure patient access to community-based
health care services.

E.2.3. Develop Regional Medical Transportation Units to move
patients from prison to hospital, hospital to hospital, and hospital to
prison.

E.2.4. Develop and implement Regional medical guarding units
within community facilities in collaboration with clinical
leadership.

Goal F Create new clinical and administrative space to provide a safe environment
for staff and patients based on the new clinical process redesign and on
projections of future bed capacity needs.

Objective F.1. Plan, design, and build clinical space to provide a safe
environment for staff to deliver appropriate patient care at all levels.

F.1.1. Review reception center space needs based on reception center
process redesign and supplement or redesign the space to match the
NEewW processes.

F.1.1.1. Review primary care (sick call, chronic care, TTA) and
infirmary space needs at all prisons and supplement or redesign the
space.

F.1.2. Plan, design, and build work space to provide a safe environment

for staff to provide support to the delivery of safe patient care at all
levels.

F.1.2.1. Conduct reviews of clinical space around the state to
ensure inmate access areas and holding cell areas are adequate.

F.1.2.2. Identify areas, where clinical space is inadequate, to place

new space, e.g., modular buildings, within secure areas of the
prison.

F.1.2.3. Establish adequate custody work stations within institution

clinics and institution medical housing areas.

F.1.2.4. Implement space additions at the prison sites in
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collaboration with contract construction managers.

Objective F.2. Oversee construction of comprehensive new clinical
complex at San Quentin to provide medical, mental health, and dental
'services.

Objective F.3. Plan, design, and build 5,000 new medical beds and 5,000
new mental health beds (estimates) in various regions to provide additional
bed space and appropriate levels of care.

Goal G:  Develop a transition plan including timelines, knowledge management, and
oversight monitoring to ensure successful transition of the new prison
health care system from the Receiver back to the State, with continuing
mandates which guarantee that medical services meet constitutional
standards for access and quality.

G. Organizational Transformation Strategies

On the one hand, the Receiver is committed to using evidence-based organizational
change strategies as recommended by the Institute of Medicine. For example, a meta-
analysis of 39 controlled trials of diabetes care showed that the following interventions
improve outcomes: provider education, provider reminders, audit with feedback to
providers, patient education, case management, and team-based changes.
Unfortunately, each of these interventions requires infrastructure elements that still do
not exist within the CDCR. Cutting-edge interventions or even the most basic
educational strategies are futile in the absence of stable staff and functional
management. Over the next two years, the steps just outlined within this Plan of
Action will guide the Receiver’s team and CDCR through infrastructure development
into a new world of organizational transformation focused on improving outcomes for
California’s inmate-patients. The good news is that progress in some domains has
already been substantial:

e Recruitment and retention of sufficient qualified clinical staff requires competitive
salaries. The Receiver has made significant strides in recruitment by raising
salaries and he has plans for developing professional working environments,
another critical element for recruitment and retention.

e Adequate support and supervision of frontline clinicians will require smaller
regions managed by qualified, responsive leaders. The Receiver has filed a motion
to waive state law regarding creation of new at-will, civil service, Career
Executive Appointment (CEA) positions in order to recruit these leaders.

e Adequate peer review and clinical accountability requires provisions for
terminating unqualified or unscrupulous clinicians, who in the current system may
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be reinstated by the State Personnel Board. The Receiver has filed a motion to
waive state law regarding peer review and physician discipline.

e Provision of health care requires adequate space. The Receiver has launched
major building projects at San Quentin, has facilitated modest improvements
elsewhere, and has begun plans for fast-tracking construction of up to 5,000 new
medical beds and 5,000 new mental health beds.

e Access to care in correctional settings requires adequate custody escorts. The
Receiver is piloting dedicated health care access teams and is ordering much-
needed transport vehicles. ‘

e Effective use of outside providers for specialty and hospital services requires
coherent contracting procedures. The Receiver’s team revised the invoice
payment system to pay off debts to providers that were up to four years old, and
the Receiver has since taken over all aspects of health care contracting, which was
dysfunctional under the former CDCR management.

e The chronic care model, case management, utilization management, and
appropriate long-term care all require a modicum of reliable clinical information,
none of which is currently available even in hard-copy format. The Abt
Associates project includes a pilot model for development of the necessary
information sources, and the Receiver’s IT team is developing an electronic
platform for information distribution.

Leadership and Human Resources

As noted earlier and illustrated in the examples above, in his first year the Receiver
has focused heavily on leadership and human resources. The shift from using peace
officer MTAs to using LVNs has been a time-consuming challenge, yet one that is
essential for aligning all clinical staff with the clinical mission. The Receiver has
prioritized restoring a statewide nursing structure and empowering nursing leadership.
Nurses must function as change agents and drivers of patient-centered care throughout
the organization in order to create and implement new clinical models. Contracting
pharmacy management to Maxor National Pharmacy Corporation is another
itlustration of the Receiver’s early emphasis on the leadership and human resources
infrastructure.

As the infrastructure elements develop, including leadership, human resources, space,
and information technology, the Receiver will be able to implement IOM strategies for
process redesign, knowledge management, teamwork, and care coordination, and the
pace of change at the patient level will accelerate. Meanwhile, one should not
underestimate the clinical impact even now as good clinicians assume care and
competent local leaders begin to exert managerial direction.
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Takeovers, Interim Fixes, and Pilots

The above initiatives illustrate the Receiver’s practical approach to initial reforms,
with an emphasis on implementing and then stabilizing infrastructure changes. One
principle reappearing throughout is the need to pilot changes before attempting
system-wide implementation. The San Quentin project and the Receiver’s takeovers
of contracting and pharmacy management have piloted new programs, processes,
positions, and software prior to full-scale implementation. The Receiver 1s determined
to avoid the pre-determined, entire-system “roll-out” projects that were characteristic
of prior State efforts, most of which were cumbersome affairs that fell far short of full
implementation. The Receiver has looked for opportunities to turn even interim
“quick fixes” into organized pilot projects. For example, the mobilization of CDCR
and University of California clinicians and leaders to physician-deprived Avenal in
January illustrated the need for clinical and administration “SWAT” teams that can
mobilize to points of crisis within the organization. Because the Receiver anticipates
that crises will continue to occur within the system, the development of crisis teams
has become an objective within the Plan of Action (Objective C.7).

A Toolkit of New Practices

In order to change expectations, performance, and outcomes in CDCR health care, the
Receiver will promulgate a toolkit of process improvement skills and practlces which
are new to CDCR but well-proven elsewhere, including:

e Sentinel event review and root cause analysis

e Rapid cycle quality improvement and small tests of change using “just enough”
data

e Human factors analysis for development of safety and high-reliability systems

Sentinel event review and root cause analysis are familiar to community hospital
leaders but done poorly or not at all in CDCR prisons. Difficult though it may be,
teams must be willing and able to reflect upon their work, relationships, and
vulnerabilities in order to develop a culture of improvement. Skills development in
process improvement techniques will help clinical, administrative, and custody leaders
get beyond preconceived ideas and defensiveness in order to make real changes in the
ways they work together.

With adequate support from management and clinical leadership, frontline clinicians
will learn how to test small changes in their work processes in rapidly repeating
cycles. Small scale in this context can be a few clinicians and a dozen or so patients.
The teams need to collect only enough data to provide credible guidance, and then
move on to other small changes, week by week.

In addition to process improvement skills, the Receiver will promote specific
techniques that have proven useful for patient safety. The SBAR (Situation,
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Background, Assessment, Recommendation) technique, for example, is easy to learn
and helps communicate essential information in critical situations. In addition to its
role in fostering patient safety and teamwork, it has become a marker for professional
environments that are supportive of nurses.

Learning Collaborative Model

Once an adequate infrastructure has stabilized, the Receiver intends to pilot use of the
Learming Collaborative Model (based on the Break-Through Series developed by the
Institute for Healthcare Improvement) for clinical improvement initiatives. The
Collaborative Model promotes sustainable cultural change through a dynamic
collaborative learning process. Deployment of collaboratives will engage a critical
mass of staff members in process improvement, disseminate practical skills, and
promote a patient-centered culture.

The pilot sites within each CDCR region will be selected based on leadership
commitment, presence of opinion / thought leaders, and willingness to embrace
change, among other factors. A steering committee and external subject matter experts
will help design, organize, and standardize pilot interventions to minimize variations
in care, improve quality, and harvest replicable best practices. The clinical team
members will be given protected time away from routine work duties to participate in
the project. Regular data collection and reporting of processes and proxy outcome
measures will be used monitor effectiveness of the interventions. Technical assistance
calls and face-to-face meetings will be scheduled throughout the pilot period to share
lessons learned. Effective interventions or processes will be replicated state-wide.

H. 18-24 Month Focus of the Receivership

As pointed out above, the Plan of Action is a living document. This initial version of
the Plan must incorporate existing programs, and provide the Court with information
concerning the Receiver’s priorities. During the next 18 to 24 months, the
Receivership will focus on the following projects:

1. Establish programs for appropriate and timely recruitment and hiring programs to
increase the number and quality of prison clinician personnel (top priority for the next
eighteen months) (see Plan of Action Objective A.8). Establish a program for the
recruitment and hiring of 250 Receiver’s Career Executive Assignment staff (see Plan
of Action Objective A.7).

2. Commence a program to construct approximately 5,000 prison medical beds (see
Plan of Action Objective F.3).%*!

' Those programs followed by a * represent programs where the Receiver will
manage health care administrative functions that will serve all disciplines (medical, mental
health, and dental). Those programs followed by a ** represent programs where the Receiver
may, after further coordination discussions with the Special Master in Coleman and Court
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3. Commence a program to construct necessary clinical space and medical support
facilities (e.g. medical records and administrative office space) in existing prisons
(approximately 8 to 12 prisons per year) (see Plan of Action Objective F.1).**

4. Implement the custody access team program at San Quentin and commence a time
phased roll out at three other prisons (see Plan of Action Goal E).*

5. Begin with constructing the “foundation” and “walls” of the Receiver’s health care
system wide IT program (including telemedicine) (see Plan of Action Goal D).*

6. Continue the existing system-wide pharmacy restructuring program (see Plan of
Action Objective B.8).*

7. Continue the existing remedial program re contract re-structuring (specialty care,
registries, hospitals) and expand the program to re-structure aspects of contracting that
involve negotiations and payments (see Plan of Action Objectives A.4 and A.6).*

8.  Re-structure existing State medical care support services functions (both the
support services staff at 501 J Street and support service staff at 1515 S Street) into a
single appropriately organized and managed Plata Support Services Division (see Plan
of Action Objectives A.1 and A.2).

9. Re-structure the health care credentialing process (see Plan of Action Objective
A.8.53).*

10. Continue several existing pilot projects, including the San Quentin Pilot (see Plan
of Action Objective B.2) and the LAC/CCI Specialty Care Pilot.

11. Initiate several new pilot projects: including a pilot project to bring emergency
response staff and ambulance on-site at eight California prisons (see Plan of Action
Objective B.1); a pilot project to establish the Receiver’s Air Force to deliver full time
permanent State physicians from urban locations (e.g. Los Angeles, Sacramento) into
rural prisons (see Plan of Action Objective A.8.6.1); a pilot project for joint
clinical/internal affairs investigations (to be developed cooperatively with the Office
of Internal Affairs and the California Inspector General) (see Plan of Action Objective
C.8); and a pilot project enabling clinical SWAT teams to be dropped into prisons to
resolve clinical crisis (see Plan of Action Objective C.7).

12. Implement an initial model of an appropriate medical care budget (see Plan of
Action Objectives A.2.4 and A.2.5).

13. Implement a clinical peer review based program to evaluate physician clinical

experts in Perez, manage health care administrative functions that will serve all disciplines
(medical, mental health, and dental).
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competency (see Plan of Action Objective C.8).*

14. Participate actively in coordinating remedial efforts with the Special Master in
Coleman, the Court experts in Perez, and the Court in Armstrong.*

15. Design phase II of the Plan of Action.
16. Establish an Office of Evaluation, Measurement and Compliance (see below).

In providing this list, the Receiver emphasizes two points. First, the list set forth
above is subject to change. The Receiver has scheduled two days of meetings with his
staff at the end of May 2007 concerning this list because there are indications that
resources do not exist to fulfill each of these activities in a careful, complete, and
responsible manner. Second, while staff have been assigned to each project and
directed to prepare a project roadmap including the time lines for project completion,
certain projects may be commenced in a slow paced manner or as limited pilot efforts
prior to system-wide implementation.

[ Metrics

In 2001 the IOM identified one of its six essential strategies for health care
transformation as “the incorporation of performance and outcome measurements for
improvement and accountability.” In 2006 the IOM consolidated current thinking
from measurement science in a volume called Performance Measurement:
Accelerating Improvement.

Prior CDCR Attempts to Measure Quality

The Plata Court experts and CDCR leadership recognized the importance of
measurement. The June 2002 Stipulation for Injunctive Relief called for monitoring
compliance with an extensive new set of policies and procedures using an audit
instrument. Quality Management Assistance Teams (QMAT) of physicians, nurses,
and support staff were assembled to descend upon individual prisons for a roughly
weeklong administration of the audit instrument. The QMAT audit instrument was
designed to generate 213 indicators, some from an electronic tracking system, most
from manual chart reviews.

While well-intentioned, this measurement strategy suffered from multiple flaws. The
electronic tracking system consisted of unconnected, unsupported Access databases
that soon varied from location to location and contained unreliable data. In addition to
being overwhelming in number, the individual measures were unvalidated and yielded
results that often flew in the face of direct observation. The attempt to average all the
measures into a composite score was wholly uninformed and misguided. Most
critically, the findings, even had they been trustworthy, were not actionable. The
available management infrastructure could not support development and
implementation of appropriate interventions, for reasons already discussed.
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The National Quality Forum evaluates candidate measures based on four sets of
standardized criteria: importance, scientific acceptability, usability, and feasibility.
Approved measures are deployed by federal, state, and private sector health care
organizations. To be worthy of use in accountability and public reporting, a measure
should address one or more key leverage points for improving quality. It should be
valid, precise, and reliable, yielding consistent and credible results when implemented.
The benefit should outweigh the burden of measurement. The results should be useful
in making decisions.

QMAT attempted to use the audit instrument in 2004 and 2005, and then abandoned
the effort. In 2006 the QMAT physicians were redirected to assist with peer review
activities and direct patient care, and the QMAT nurses were reassigned to consultant
roles.

Moving Measurement into Corrections

Several state prison systems have made significant progress in developing useful
measurement strategies. In 1999 the Missouri Department of Corrections began a
measurement collaboration with the University of Missouri—Columbia School of
Medicine’s Center for Health Care Quality and the Department of Health Management
and Informatics. In 2006 these researchers described their initial experience in the
Journal of Correctional Health Care. Their initial measurement matrix consisted of 50
indicators, a number that was considered “unmanageable for annual data collection.”
The final matrix is shown below. The indicators are adapted from free-world sources
and from state and national correctional standards.
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WOMEN'S HEALTH

Response to an abnormal mammogram
Timeliness of prenatal care

Checkups after delivery

Cesarean section rate

HEART DISEASE

Monitoring hypertension

Response to an abnormal blood pressure test
Myocardial infarction, aspirin when sent out
Myocardial infarction, aspirin at return to
facility

Beta-blocker treatment after a heart attack
Cholesterol management after
cardiovascular events, LDL screening
Cholesterol Management after
cardiovascular events, LDL level
INFECTIOUS DISEASES

Tuberculosis treatment completed

HIV viral load levels

PULMONARY DISEASE

COPD receiving appropriate care
Response to an abnormal chest x-ray
WELLNESS AND PREVENTION
Physical exam in past year

Breast cancer screening

Cervical cancer screening

Yearly influenza immunization

High blood cholesterol levels

High blood cholesterol management
Cholesterol management

ASTHMA

Frequency of preventable acute episodes
DIABETES

Annual eye exams

MEDICATION ADMINISTRATION
Tegretol levels

SCREENING

Physical appraisal exam within 1% week
Dental exam within 1% week
BEHAVIORAL HEALTH

Optimal practitioner contacts for depression
Effective acute treatment for depression
Effective continuation treatment for
depression

Follow-up within a week of intake
Suicide attempts after positive screen
DIALYSIS

Adequacy of dialysis

Hemoglobin levels in dialysis patients

Missouri Department of Corrections Quality Performance Indicator Matrix

The Missouri quality measurement initiative is truly groundbreaking for corrections,
but it has several limitations as a model for California at this point. The Missouri
Department of Corrections uses an electronic health record, so it is possible to identify
all the inmates in the state with a given health condition, at least for some conditions.
The CDCR Division of Correctional Health Care Services has no reliable electronic
databases, with the possible exception of the one used to track invoices from outside
hospitals and specialists.  Furthermore, the Missouri measures are statewide
aggregates generated annually, so their utility in identifying specific problems in a
timely fashion is limited.

The University of Texas Medical Branch (UTMB) took a different approach in 2002
when it contracted with the Texas Medical Foundation, a quality improvement
organization, to review the quality of care provided by UTMB to state prison inmates.
The Texas Medical Foundation performed manual chart audits on 385 inmates and
derived measures of utilization and measures of compliance with prevention and
chronic care guidelines similar to those above. In addition, the Texas Medical
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Foundation assessed UTMB for compliance with managed care organization
guidelines and correctional standards.

The burden of manual measurement limits the frequency and therefore utility of this
approach for guiding quality initiatives. UTMB also routinely gleans a variety of
quality measures from its electronic health record, but again, that approach is presently
out of reach in California.

Plans for Rigorous Metrics in CDCR

Over the next several years, however, the Receiver will develop a robust information
technology system well-informed by current measurement science, so an increasing
number of rigorous measures will be available for quality improvement and
accountability purposes.

In the short term, several forthcoming information technology projects present
opportunities for generating data. A new enterprise-wide patient scheduling and
tracking system will allow routine analysis of delays in requests for clinical services
such as chronic care or specialty appointments. The pharmacy information system
being provided by Maxor will allow us to confirm that patients with various chronic
conditions are receiving appropriate and timely pharmaceutical treatments. We will
combine scheduling, pharmacy, laboratory, and imaging data into a clinical data
warehouse, once each source of data is verified as reliable. These data can be mined
for operational metrics useful for utilization management and population assessments,
as well as for valuable clinical information at the point-of-care.

The scheduling and tracking data in the warehouse, to be operational later this year,
will begin to yield measures of access to care for most of the metrics embedded in the
Plata standards, as shown in the box below. Over time the diagnostic services metrics
will also be available.
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Health Screening

History and physical examination for all patients within 14
days of arrival at Reception Center

Access to Primary Care
(Sick Call)

Face-to-face nurse triage for patients with symptoms within
24 hours

An appointment with a primary care provider within 5 days
for patients classified as urgent

Within 14 days for patients classified as routine

Outpatient Specialty
Services

Policies require that high-priority consultations or
procedures occur within 14 calendar days

Routine consultations or referrals with 90 calendar days
With follow-up by a primary care provider within 14
calendar days

Diagnostic Services

Routine laboratory tested processed within 14 days of orders
X-ray examinations completed within 30 days of order
Primary care provider review of lab results within two
business days of receipt

Notification of patient of results within 14 days of receipt

Medication Management

“Stat” medications be issued within 1 hour

Urgent/Emergent e 24 hour emergency medical treatment
Response e Policies require follow-up within five days
Outpatient Housing Unit e Policies require physician evaluation within 24 hours of

and Licensed Care

admission

Evaluation by a primary care provider within 5 days for all
patients returning from an impatient acute care facility

Pregnant Patient Care
and the Birth of Children

Policies require that patients be seen by a obstetrics provider
within 7 calendar days of determination of pregnancy
Each patient be provided six-weeks post delivery for follow-

up

Chronic Care Program

Policies require an initial intake evaluation within 30 days
for patients referred to the Chronic Care Program
Ongoing evaluations every 90 days

A number of the measures available from the clinical data warechouse will meet the
National Quality Forum’s criteria for importance, validity, usability, and feasibility.
Most importantly, as the Receiver develops the infrastructure elements to support
quality interventions, the measures will be actionable.

Once clinical data at the individual level are available, it will be easy to aggregate
them into measures of population health for specific groups, e.g., for older inmates,
inmates with HIV, and women.

47



CPR Plan of Action

Uses of Rigorous and Non-Rigorous Data

The IOM makes a distinction between data for accountability versus data for
improvement. Non-rigorous quantitative data, as well as qualitative data that may be
rigorous or not, have critically important roles to play in the Receiver’s quality
improvement agenda. -

Clinicians and managers need timely data at every level of rigor to guide improvement
initiatives. At the microsystem level, frontline change agents need to develop skills in
gathering just enough data to provide credible guidance for their improvement efforts,
e.g., reviewing six charts before next Tuesday. If it is already clear that a clinical
process is broken, then waiting for an annual audit on the topic is unnecessary and
unwise. Such measurement strategies are core elements of the rapid cycle quality
improvement and high-reliability methodologies discussed above.

It is important to emphasize the critical role of qualitative (non-numeric) data in
quality reporting systems. Root cause analysis of a single sentinel event could suffice
to drive a statewide system redesign initiative, once we have adequate quality and
managerial resources to carry out such an initiative. Research-level qualitative data
and analysis may be warranted to provide guidance for more challenging system
improvements. Also, just as there is a role for “quick-and-dirty” quantitative data for
improvement initiatives, there is also an invaluable role for qualitative anecdotes and
personal stories in gathering support for system change.

Death Reviews and Mortality Data

In a 1998 report (Summarizing Population Health), the IOM concluded that “Mortality
measures, although important, provide incomplete and insensitive information for
decision-making.” At the same time, the report acknowledged that “Both ordinary
people and policymakers are deeply interested in extending life.” In its 2006 report on
measurement, the IOM acknowledged the multiple controversies that surround
mortality measures, but some of the committee members felt that mortality is “too
important to ignore.”

We will continue to track the aggregate number of deaths per year, but this figure has
limited value for assessing the quality of medical care or driving system changes. A
measure of preventable deaths would be more useful. Unfortunately, the large
literature on preventable deaths and excess mortality is almost entirely
epidemiological, that is, it estimates such things as expected versus actual deaths
within very large populations. There are few reports of systematic retrospective chart
reviews examining the quality of care given prior to death, mostly in the setting of
trauma care. Although every death is reviewed in the CDCR as in many other
systems, no one has published a validated method for determining preventable versus
non-preventable deaths using chart review in a primary care setting. The
determination rests on the reviewer’s best judgment.
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This limitation in measurement, however, does not diminish the value of the death
reviews. As noted above regarding qualitative data, a review of even one sentinel
event could produce enough cause for concern to launch a statewide system redesign.
Close reviews using root cause analysis are invaluable in revealing vulnerabilities in

care processes. The Receiver’s team will continue to oversee disciplined reviews of
deaths within the CDCR.

Measures of Organizational Culture and Satisfaction

In addition to access, quality, and cost measures, the Receiver will begin to develop
measures of organizational culture and change. The Centers for Medicare and
Medicaid Services (CMS) has begun to use staff turmover rates as a marker for
organizational culture, and several state prison systems have begun to explore this use
as well. Staff satisfaction surveys can also serve as measures of organizational culture
and provide guidance for change.

The Receiver will also explore the use of patient satisfaction surveys. Patient
satisfaction measures are increasingly required by managed carc oversight
organizations and state and federal agencies. Several state prison systems have begun
to track inmate satisfaction with health care. These patient-centered measures
complement complaint and appeal systems.

Balanced Scorecards

As the Receiver’s new information and managerial systems begin to mature over the
next two years, his team will develop balanced scorecards for each prison, eventually
to be available on a monthly basis. These one-page scorecards will include measures
of population health, clinical quality, utilization, financial performance, and
management.

Balanced scorecards facilitate transparency and accountability, bridging long-term
goals and immediate challenges. They focus attention on organizational initiatives
and provide early alerts regarding trouble areas. Showing the disease burden and
staffing resources in a prison can put into context that facility’s access, utilization, and
clinical indicators.

Going forward, California will join with other leading state prison systems in an effort
to standardize a measurement portfolio for the correctional setting, drawing heavily

from the ambulatory care measures already endorsed by the National Quality Forum.

Office of Evaluation, Measurement and Compliance

Despite serious problems with data collection, the Receiver will begin the process of
establishing accurate metric reporting with a three prong intermediate program
comprised of the following programs, all of which the Receiver plans to have
operational at the time of the filing of his November 15, 2007 modified Plan of
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CPR Plan of Action

Action:

(1) a system to objectively measure the basics of Plata remedial plan compliance at no
less than six pilot prisons;

(2) an accurate and objective system of mortality reviews;

(3) a pilot program for institutional inspections and Plata remedial plan compliance
developed with California’s Office of the Inspector General.

To effectuate this program, as well as to manage the development of the more
sophisticated longer term metrics set forth in the Plan of Action Objective C.2, the
Receiver will establish a new administrative structure within California Prison
Receivership, an Office of Evaluation, Measurement and Compliance. This Office is
planned to be operational prior to the filing of the November 15, 2007 modified Plan
of Action.

1. Baldrige National Quality Program. Health Care Criteria for Performance
Excellence, 2007.

2. Institute for Healthcare Improvement (IHI). www.ihi.org.

3. Institute of Medicine. Crossing the Quality Chasm: A New Health System for the
21st Century. Washington, DC: National Academy Press; 2001.

4. Institute of Medicine. Keeping Patients Safe: Transforming the Work Environment
of Nurses. Washington, DC: National Academy Press; 2004.

5. Institute of Medicine. Performance Measurement: Accelerating Improvement.
Washington, DC: National Academy Press; 2000.

6. Institute of Medicine. Summarizing Population Health: Directions for the
Development and Application of Population Metrics.. Washington, DC: National
Academy Press; 1998.

7. National Quality Forum. www.qualityforum.org

8. Shojania KG, Grimshaw JM. Evidence-Based Quality Improvement: The State of
the Science. Health Affairs. Jan/Feb 2005.
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California Department of Corrections and Rehabilitation
inmate Population 06/30/1997 - 04/04/2007
6/30/1997 6/30/2002 4/4/2007 6/30/1997- 41412007
_‘ ! T — | Actua
i % of Over- ‘ % of Over- % of Over-] Design | Population
Institution] Design | Actual | Crowding | Design | Actual | Crowding|Design | Actual A Crowding| Change | Change
ASP 2320 5699 2456] 2920] 6943]  237.8] 2920 7611 260.7] 600 1912
ccc | 3e82] 5920,  1608| 3682] 5901  160.3] 3883| 6027 1552 201, o)
ccl 2781| 5918 212.8] 2781 5206)  190.4] 2757 5859 212.5]  (24) (59)|
CciM | 3078 6460|  209.9] 3078 6273|  203.8| 3207| 6540 203.9 129| 80
CMF 2315 3087 1333  2315] 3282]  141.8] 2307, 3039 1317} (8 = (48)
cmc | 3884 6580  1604) 3884|6594 160.8] 3840, 6545 - 1704]  @4)] (35)
CRC 1814 4105  2263] 1814 3920 216.4)  1814] 4010 221.1 (95)
CAL 2208| 4054 1836] 2208/ 4102]  185.8] 2308] 4122 178.6 100 68
CEN | 2208 4377 198.2] 2208 4446]  201.4] 2308 4893 212 100 516
COR 2916 4955 169.9] 3016 4898,  162.4] 3116] 5380 172.7 200 425
LAC 2200] 4272]  1942| 2200] 3914)  177.9] 2300, 4705|  204.6 100 433
SAC | 1728 3271|  189.3] 1728] 2895  167.5| 1724] 3081 178.7 ) (190)}
SQ_ | 3283) 5763  1755] 3273 5696 174]  3109] 5191 167]  (174) (5_7_2_)W
soL 2110, 5735 271.8] 2610 5775 221.3|  2610] 6076] 23238 500 339
saTFr | | - | 3324| 6486 195.1)  3424] 7273 212.4 100 787
cvsP | 1738] 3579]  2059] 1738] 3611 207.8| 1738|3885 2235 306
CTF 3281 7189 219.1]  2771] 5869]  211.8] 3301 7121 215.7 20 (68)]
DVi 1787| 3499]  1958] 1787| 4005 2241 1787|3906 218.6 407
FOL 2071| 3781]  1826] 2072, 3739 180.5] 2236 4076 182.3 165 295
HDSP 2224] 4208]  1933| 2204 “4151|  1866] 2324 4642 199.7 100 344
ISP 2200/ 4606 209.4] 2200] 4635]  2107| 2200 4681 212.8 75
KVSP? | | , 2448 4952 202.3 ]
MCSP 1700, 3660 2153] 1700 3652 214.8] 1700|3820 224.7 160
NKSP 2692 5095 180.3]  2692] 5077]  188.6] 2692] 5398 2005 3(§|
PBSP 2280 3732 163.7] 2280 3279 143.8] 2252] 3480 1545  (28) 252)
PVSP 2208 4660 2111] 2208|4665 211.3]  2308] 5142 222.8 100] 482
RJD 2200f 4662] 21| 2200 4577 208] 3302] 4717 142.9]  1102] 55
svspP 2224 4204 189] 2224/ 4170 187.5] 2298|4752 206.8 74 548
sce 3606 5975/ 165.7]  3606| 6047|  167.7] 3736] 6175 1653 130 200
WSP 2984 5879 197]  2984] 5949 199.4] 2834] 5843 206.2]  (150) 36)]
Average % of Overcrowding: 196.0 191.30% 196.40%
CIW 1026] 1829 178.3]  1026] 1773 172.8] 1326] 2650 199.8 300 821
CRC 500/ 893]  1786] 500 631] 1262] 500] 539]  107.8 (354)}
ccwF | 2004] 3328  166.1] 2004 3044 151.9] 2004|4014 200.3 686
NCWF? 400, 758 189.5 400, 703 175.8 ]
VSPW 1980/ 3251 164.2] 1980 3030 153] 1980 3865 195.2 614
Average % of Overcrowding: 175.3 155.9 175.8
1. SATF opened August 1997 2. KVSP opened June 2005 3. NCWF closed in 2004
SOURCE: CDCR, Data Analysis Unit Monthly Report of Population (06/30/97-06/30/02) and Weekly Report of Population (04/04/07)
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INMATE/PAROLEE POPULATION MANAGEMENT

Inmate/Parolee Population Management

California’s prison system presently holds more than 162,000 adult inmates, with another
114,000 former inmates under state parole supervision. The cost of that system now ap-
proaches $6 billion. The size of the prison population has resulted in part from tough-on-
crime sentencing policies of recent decades, but the state has also been widely criticized for
fueling the numbers by not doing a better job of preparing inmates to return to society.
Approximately 90 percent of state prison inmates are eventually released on parole, and at
present, more than half return to prison. A 2003 study by the Little Hoover Commission
concluded that inmates are not prepared for their release from prison. Department of
Corrections reports show that 43 percent of inmates released from prison in 1999 were sent
back to prison within a year and that 56 percent returned within two years. Many of those
returned to prison are parolees who are sent back for violating the conditions of parole,
rather than for committing new crimes, and many of those go back for relatively short
periods of time—an average of 5 2 months. The vast numbers of parolees returning to
prison help drive both the size of the prison population and the cost of the system. In 2001
more than 74,000 (47 percent) of the average daily prison inmate population of 157,000 was
made up of parole violators.

To identify solutions to these problems the Corrections Independent Review Panel inter-
viewed dozens of correctional experts, examined published studies, and researched the
custody and parole practices of other states. As a result of that analysis, the panel recom-
mends that the new Department of Correctional Services undertake several actions to
better manage the inmate and parolee populations. The panel concluded that California can
reduce the growing cost of managing its adult prison population by addressing three key
factors that influence the size of that population — the length of time inmates serve in
prison; the training and treatment they receive during incarceration to decrease the likeli-
hood that they will return; and the services they receive during parole to help them remain
crime-free and successfully integrate into society.

Underlying the panel’s recommendations is the fundamental principle that the main goal of
prison is to protect public safety, but that public safety is best served by a system that not
only locks up criminals, but also helps inmates prepare for release and improves opportu-
nities for parolees to stay out of prison. For those efforts to succeed, the custody and parole
systems must work in concert, beginning with the first day inmates enter prison and con-
tinuing until parolees are released from supervision.

The length of time an inmate serves in prison depends on the sentence imposed by the
court and on “time credits” earned by the inmate through in-prison work and program
activities. The training and treatment inmates receive in prison includes education and
other programs offered in accordance with goals identified for each inmate. And parole
services include both surveillance and programs such as job placement and drug abuse
treatment.
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To address the length of time inmates spend in prison, the panel recommends eliminating
the current time-credit system for non life-term offenses and adopting instead a “presump-
tive” sentencing structure that more effectively encourages inmates to achieve identified
goals during incarceration. As an immediate measure to shorten prison terms, the panel
recommends enhancing time credits inmates can earn in return for accomplishing specified
goals. As a further means of reducing the prison population, the panel recommends identi-
fying older inmates who could safely be released early, consistent with similar programs
operating in several other states. To better prepare inmates for release, the panel recom-
mends providing inmates with much greater access to in-prison education, vocational
classes, life-skills training, re-entry services, and drug treatment. Those efforts should be
guided by a research-based needs and risk assessment of each inmate upon entry into
prison and should include a programming plan designed specifically to address the
inmate’s identified needs.

To reduce the number of parolees who return to prison, the panel recommends changes
that will enable parole agents to concentrate the most intensive supervision on parolees
who represent the greatest risk to the community and improving services to help parolees
reintegrate into society. The changes should include a risk-assessment of each parolee. The
risk-assessment tool should be updated regularly to reflect any changes in the demograph-
ics of the parole population. Parolees identified through risk assessment as very low risk
should be discharged from parole after three months. In addition, the panel recommends
increasing the number of substance abuse treatment beds in the community and continuing
implementation of the Department of Corrections “new parole model,” which includes pre-
release planning, electronic monitoring, and residential treatment as an alternative sanction
for technical parole violations. The new Department of Correctional Services should also
implement effective research and data-collection capabilities to precisely identify the most
effective and efficient methods of supervising parolees.

In implementing these reforms, the first order of business should be determining the oper-
able capacity of the state’s prisons—the maximum capacity of the prisons to house inmates
safely and securely while providing effective education, training, and treatment. The sec-
ond order of business should be to determine the appropriate staffing needed to operate
each prison and to provide inmates with needed programming. To improve strategic plan-
ning capabilities, the panel recommends that the new Department of Correctional Services
contract with one of the state universities to undertake responsibility for inmate population
projections.

Fiscal Impact

The department saves money with each inmate and parolee it safely removes from the
prison and parole population. The present average cost of housing an inmate is $28,439 per
year, and the average cost of supervising a parolee is $2,930 per year. Some of the recom-
mendations presented here require an initial investment, but can be expected to save
money in the future by improving the chances for inmates and parolees to succeed, thereby
reducing the numbers who return to prison and shrinking the overall prison population.
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Other recommendations may immediately reduce prison and parole populations and
thereby produce savings upon implementation.

Laying the Groundwork for Reform

Every day, hundreds of thousands of inmates and parolees are housed, supervised, and
moved around within the state prison and parole systems. Managing this population is
complex and challenging. In today’s environment, prison administrators must contend with
severe overcrowding, the potential for violence, court mandates to provide constitutionally
adequate conditions of confinement, budget cuts that have reduced staffing, and burgeon-
ing inmate population levels, fueled in large part by former inmates cycling back into
prison.

The key to reforming the system lies in reducing the numbers. That effort will require
attention to sentencing practices, time-credit policies that allow inmates to reduce sen-
tences, early-release for low-risk offenders, and a commitment to programs that help in-
mates and parolees reintegrate into society. For programming to succeed, in turn, the sys-
tem must free up programming space and provide adequate staffing to provide program
services and run the institutions. Strategic planning for that task will require accurate
population projections, knowledge of the system’s basic operable capacity, and a determi-
nation of necessary staffing levels.

Background

Operable prison capacity — the maximum capacity of the prisons to securely house in-
mates and provide effective programming — differs from both design capacity and maxi-
mum “safe and reasonable” capacity. “Design capacity” is the term used for the past 50
years to designate the number of inmates a prison is designed to accommodate according to
standards developed by the Commission on Accreditation and the American Correctional
Association.! The number can be based on any combination of single-occupancy cells,
double-occupancy cells, single- or double-bunked multiple occupancy rooms, or dormito-
ries. The standards take into account the need for humane conditions, as well as the need to
prevent violence and move inmates to and from programs, such as mental health care,
education classes, and drug abuse treatment. In California, design capacity is based on one
inmate per cell, single bunks in dormitories, and no beds in space not designed for housing.
The design capacity of California’s male prison system, including the capacity of the state’s
new prison at Delano, is 76,879 inmates. (See Table 1).2

" California’s actual prison capacity has never been limited to design capacity due to an ever-growing prison population.
Actual prison population is represented here as a percentage of design capacity to provide a conceptual framework to
convey the volume of prisoners that must be managed within the existing fixed environment.

2 This report focuses primarily on the male prison population, which comprises 88 percent of the state’s total prison
population. According to the Department of Corrections “Monthly Report of Population as of April 30, 2004,” compiled
by the Offender Information Services Branch, the institution population on that date totaled 161,394, with 141,763 male
inmates and 9,638 female inmates in the state’s prisons and 9,993 male and female inmates in other types of facilities,
such as contracted jail beds, public and private community correctional facilities, and other placements.
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Maximum “safe and reasonable” capacity, in contrast to design capacity, refers to the maxi-
mum number of inmates who can safely and reasonably be housed in the prison system.
That number takes into account the “safe and reasonable” capacity of individual housing
units according to inmate custody levels, staffing levels, and the physical structure of the
units. Level IV facilities, with a greater potential for violence, for instance, have a lower
maximum safe and reasonable capacity than Level Il and Level III facilities. The safe and
reasonable capacity of each prison can be determined by totaling the safe and reasonable
capacities of each housing unit in the prison, and the safe and reasonable capacity of the
system can be estimated by combining the totals for each prison. The Department of Cor-
rections has determined the maximum safe and reasonable capacity of the general popula-
tion and reception center housing to be 190 percent of design capacity, while other housing
can be filled only to between 100 and 160 percent of design capacity. Overall, the depart-
ment has determined that the maximum safe and reasonable capacity of the state’s male
prisons is 137,764 inmates - 179 percent of design capacity.

Defining operable capacity. Operable capacity, which takes into account space needed for
effective programming in addition to safety and security, is greater than design capacity,
but far less than maximum safe and reasonable capacity. A group of experienced California
prison wardens told the panel at a recent forum that the operable capacity of the state’s
prisons to support full inmate programming in a safe and secure environment is 111,309
inmates, or 145 percent of design capacity.

The state’s prison system presently far exceeds operable capacity. California prisons are
presently filled to the breaking point, with populations exceeding both design capacity and
“safe and reasonable capacity,” and far exceeding operable capacity. With 141,763 male
inmates in a prison system designed to hold 76,879, as of April 30, 2004, the state’s prisons
were operating at more than 184 percent of design capacity. That number exceeds the
prison system’s safe and reasonable capacity by 4,000 inmates — and it exceeds operable
capacity by 30,000 inmates.

Even those numbers understate some of the overcrowding. Accommodating the present
inmate population has been accomplished by confining two inmates in cells designed for
one, by double- and triple-bunking inmates in dormitories designed for single bunks, and
by converting activity space into inmate housing areas. As Chapter 9 of this report notes,
more than 9,500 male inmates are presently housed in activity space that was never de-
signed for housing. Because Level IV inmates are generally more violent and cannot be
crowded to the same degree as other inmate levels, Level IV celled housing units have now
reached 152 percent of design capacity and may not realistically be filled beyond that point.
As a result, greater numbers of inmates are forced into other housing, which has raised
Level III housing to 201 percent of design capacity, and Level I housing to 220 percent.
Consequently, the overall population of male prisons exceeds a safe maximum, and indi-
vidual housing units in some prisons are so severely over-crowded as to be at a crisis stage.
Reception centers, for example, which house all inmates entering prison, are housing a
population of 20,000 male inmates in space designed for only 8,500 — putting reception
centers at 236 percent of design capacity.
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Female prisons are also overcrowded. Female prisons are nearly as crowded as the male
prisons although they do not experience the same levels of violence. The population of
female prisons as of April 2004 stood at 9,945 inmates, compared to a design capacity of
5,830. The most severely crowded female prisons operate from 173 to 184 percent of design
capacity.’ The effects of crowding in these prisons are as severe as in the male prisons, even
with lower levels of violence. While these prisons do not represent the same challenges for
security as their male counterparts, the recommendations in the Report for inmate pro-
gramming apply equally to both.

Staffing reductions have accompanied overcrowding. From fiscal year 1990-91 to 2004-05,
more than 5,000 positions were reduced from the state prison workforce through various
legislative budget reductions. During the same period, almost 1,200 additional positions
were cut from the headquarters and parole staff.* The positions cut have extended through-
out the system, and have included correctional officer, vocational and classroom teacher
and other support staff positions, with a marginal number of correctional officer positions
retained to perform essential security functions. Although some positions have been added
to accommodate increases in prison population, these have not been sufficient to offset the
overall reductions.

Overcrowding and inadequate staffing impedes programming. Staffing reductions, over-
crowding, and attendant violence have eroded the ability of the prisons to operate effec-
tively for any purpose other than security. While the prisons attend to the primary objective
of safety and security, they are able to pay little attention to inmate programming.® As a
consequence, programs have been curtailed, which in turn has increased inmate idleness —
ironic, in that effective programming would actually enhance internal security. Instead,
combined with the reductions in security and non-security staff, the crowded conditions
and lack of programming have elevated security risks and increased the probability of
violent confrontations. Meanwhile, inmate programs such as education and substance
abuse treatment that might reduce recidivism cannot be delivered because space intended
to be used for such programs is instead used to house inmates.

The current situation in California prisons is untenable, and changes are required to bring
about necessary controls. Before consideration is given to implementing the recommenda-
tions in this report concerning inmate programs, the safety and operability of the prisons
must be improved. This report substantiates that education and other programs for inmates
contribute to public safety. The environment that is needed for these programs to work
must first be created and that requires:

* Violence control;
* Opening up program space by reducing prison population;

3 Monthly Report of Population as of Midnight April 30, 2004. Department of Corrections, Offender Information
Services Branch

4 Summary of Reductions, Department of Corrections, Budget Management Branch

5 Warden’s Forum on Prison Capacity, CIRP, May 26, 2004
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e Adding staff necessary to implement specific effective programs; and
e Exploring creative measures for the use of existing resources.

The reduction of prison population may be accomplished through the use of the new pa-
role model (which reduces returns to prison), the initiation of a program of increased cred-
its for time served, and adoption of a new sentencing approach for the majority of inmates
who otherwise would receive determinate sentences. These options are discussed below.

Violence must be brought under control to make programming possible. The violence
potential of Level IV inmates, especially in crowded conditions, severely challenges the
development of a program environment in male prisons. To support programming that
emphasizes preparing inmates for re-entry into the community, order and control of poten-
tially violent inmates is necessary.® Implementing a violence control program has the poten-
tial both to provide this needed order and control and to begin the process of improving
inmate behavior through programming. Violence control programs use special support
staff and a system of rewards to implement programs known to be effective, such as anger
management courses designed to control violence and produce the means for violent
inmates to improve behavior. The violence control program is endorsed by the National
Institute of Corrections and used effectively in 20 other states.” This program will permit
the new department to begin to take the initial steps necessary to establish an environment
in the prisons that can foster a broader application of inmate programming and the “re-
entry philosophy.”

Increased staff and program space are needed to support effective programming. Increases
in both program space and staff are required to make effective inmate programming pos-
sible. Once operable capacity is determined and accurate population forecasts are made, the
Department of Correctional Services can use a standardized staffing model to identify
when staffing levels must increase or decrease. The new Department of Correctional Ser-
vices should undertake a project to determine the appropriate staffing required for the
operation of each type of institution, including management, custody, health care, and all
other programs. Mission and capacities of institutions should be carefully designated so as
to distinguish them on the basis of their mission, physical plant, specific inmate/ward
supervision and programming requirements, and any other special consideration for a
particular institution. Prisons can generally be divided into two types: modern prisons
constructed after 1984 and older prisons constructed before 1984.

While standard staffing “packages” were approved for activating the prisons built after
1984, these packages should be used only for reference and should be updated to reflect

¢ Fifty-eight percent of the current inmate population was sentenced to prison under a determinate sentence and will
eventually be released for return to the community, according to Prison Census Data as of December 31, 2003 provided
by the Department of Corrections, Offender Information Services Branch.

" Department of Corrections, Violence Control Program Budget Change Proposal for fiscal year 2003-04.
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position reductions, redirections, accommodations for “overcrowding,” court decisions,
and other mandates that have affected staffing allocations. Input from operating wardens
should be incorporated in determining the final results of the staffing project to ensure the
operability of the institutions. The results should then be reconciled with the current bud-
get for each of the institutions. Other recommendations in this report should be considered
with respect to their applicability to the staffing project. The completion of this project can
result in a more stable environment for current management and future planning for the
continued development of the new department.

Population projections. Projecting future institution population is a matter of extreme
importance for the department. Providing effective management of inmates and wards is
the fundamental mission of the new Department of Correctional Services and can be done
only when forecasts of increasing or decreasing population are as accurate as possible,
reflect the types of inmates and wards that will require housing, and support effective
programs to encourage successful re-entry to parole or aftercare programs. The current
method used to forecast institution populations has been shown to be remarkably accurate
over a substantial period of years and appears to provide the best basis for planning to
accommodate this population, but even this method cannot be 100 percent accurate and
“surprises” or emergencies can occur, as when unexpected numbers of inmates arrive at
prison reception centers. This kind of emergency prompts criticism of correctional manage-
ment that at best alleges an inability to plan effectively, and at worst alleges manipulation
of the population forecasts.

Notwithstanding the demonstrable accuracy of the current method of projecting popula-
tion relative to any other forecasting method for this purpose, uncertainty and distrust
undermine the credibility of administrators in carrying out their designated responsibilities.
A change in methodology appears not to be required. A change in the manner in which the
methodology is used is recommended. The new Department of Correctional Services
should consider an interagency agreement with one of the state universities that is active
both in corrections education and research to undertake the responsibility for population
projections. Management of this university relationship should be assigned to the new
Office of Research and Planning. Taking these important steps will move the vital function
of population projections to a neutral site that has both experience and interest in the man-
agement and research value of this process. This move will provide independent credibility
for the results. In addition, cooperative research between the new Department of Correc-
tional Services and the selected university can be used to maintain and improve the current
population projection model where warranted, and the information generated through the
process can be used for other decision-making purposes. The costs of implementing this
change are unknown at this time. The panel expects that the university-based researcher
would supplement the current staff of the department.

Reducing the amount of time served in prison. At present, most California Department of

Corrections prisoners can reduce the length of their prison terms by staying out of trouble
and having a “work assignment” inside the prison. Work assignments are broadly defined
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to include education and vocational training as well as more traditional work that supports
the operation of the prison, such as gardening, maintenance, or food-service. Most prison-
ers earn “day-for-day” credit, in which they earn one day off their sentence for each day
they have a work assignment. Prisoners who are on a waiting list for an assignment earn
one day off for every two days they are unassigned. Beginning in January 2003, inmates
housed in the department’s conservation camps can earn “two-for-one” credit or two days
off their sentence for each day they are otherwise eligible to earn sentence credits.®

Methods to reduce sentences. Short-range and long-range methods are available to reduce
the average time served in prison sentences. The average length of time served in prison,
the number of new admissions, and the number of parole violators returning to the prison
system are the three major factors that influence the prison population. If the amount of
time served drops significantly or the number of felons committed to prison declines, then
the prison population will also decline. The Corrections Independent Review Panel pro-
poses two methods that will motivate inmates to improve themselves in prison and will
result in less time served in prison. (The panel also discusses changes to the parole system
later in this chapter.) Both methods alter or expand the sentence-reduction credit process,
but differ in how quickly the methods can generate benefits once implemented. The first
method, called presumptive sentencing, will require a long implementation period and will
only apply to newly committed inmates. The second method can be implemented immedi-
ately after minor statutory change, and will enhance the amount of sentence-reduction
credits that inmates can earn—providing that the inmates accomplish certain goals.

“Presumptive sentencing” focuses prisoners on preparing for release. Inmates serving
determinate sentences have a prescribed term imposed at the time of commitment to
prison, the actual length of which is subject to change based on the application and removal
of sentence-reduction credits for work and other activities. The credit system was originally
intended to provide incentives for the inmates to improve themselves and thus reduce the
actual time they need to serve in prison by taking advantage of opportunities to work or
participate in education programs. It was to serve a dual function of making inmates more
manageable in prison while improving their chances for a successful return to the commu-
nity.

Due in part to the sheer size of the system, the administration of many of its provisions has
become automatic, and coupled with its complexities it has become a system in which
sentence-reduction credits have become a “right” to be protected. The responsibility of
prison officials has shifted from making programs available to making sure the inmates are
“programming.” Likewise, the focus of inmates has shifted from preparing themselves for
parole through treatment and education to simply earning sentence-reducing credits by
any means. The system is not the incentive system contemplated but has become instead a
constant struggle for obtaining sentence-reduction credits increasingly viewed as a right in
a prison structure in which funding for programs has diminished.

8 Penal Code, Section 2933.3
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Numerous corrections officials expressed to the panel growing frustration in trying to
safely manage inmates who have no particular incentive to behave under the current sys-
tem. An alternative, such as a “presumptive sentence,” can return both simplicity and
incentives to the administration of prison sentences. Under such a system a presumptive
term and a maximum term would be established by a sentencing judge. The maximum
term would be the same term as would be assigned under the current sentencing laws. The
presumptive term would be a smaller portion of the maximum term (perhaps 50 percent).
In selecting the presumptive term, the judge considers that it includes “good behavior” so
that the presumptive term becomes the actual time to be served provided that good behavior
is maintained by the inmate. Good behavior is further defined as completing a “program
plan” that is assigned to the inmate upon arrival at prison®. (The program plan would need
to address specific deficiencies or needs of the inmate and prescribe solutions that are
flexible enough to work in the department’s varied prison settings.) The inmates would be
reviewed periodically by a social worker or counselor to determine their progress with the
plan.

Under a presumptive sentencing model, the inmate would be eligible for release after
completing the presumptive term. However, actual release would require verification that
the inmate actually completed the requirements — the presumptive elements — of the
sentence. The details of such an approval process would require more specific development
by the new Department of Correctional Services, but one recommended method would be
to have the Hearings Administration identified in Chapter 1 of this report conduct a review
to verify completion. If, after consideration of the inmate’s progress, the Hearings Adminis-
tration determined that the inmate had completed the prescribed requirement, the inmate
would be released. Alternatively, if the Hearings Administration determined that the in-
mate had not completed the requirements, the inmate would be denied release until he or
she had completed the requirements (or until the maximum term elapsed.) Other methods
of administering this process should also be considered by the new Department of Correc-
tional Services.

Presumptive sentencing supports re-entry programming. A presumptive sentencing model
supports a needed shift in the department’s philosophy toward a “re-entry” orientation.
The concept of a presumptive sentencing model provides a focus on eventual re-entry into
the community as well as providing incentives for inmates to behave. It also requires a shift
in the capability of the new Department of Correctional Services toward a “re-entry phi-
losophy” that focuses on the eventual release of the inmate. Public safety is served not just
by incarceration, but by both incarceration and a prison term dedicated to improving the
chances for successful re-entry. Presumptive sentencing will provide an incentive to in-

¢ An option would be to tie this process back to the community by having the sentencing judge approve or prescribe the
content of the plan. There are a number of obstacles to implementing this option, including ensuring that the plan is
prepared in advance of sentencing and making sure that the judge prescribes a plan that is actually available in the
prison.
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mates to take the responsibility of completing the program plan and to officials who will
have the responsibility of developing and administering it.

It is important to note that the recommendation for a presumptive sentencing model is to
replace the current structure of determinate sentences only, as a means of including this
sentencing method in a comprehensive correctional approach focusing on successful re-
entry. It does not include the current structure for life sentences or the “two-strike” and
“three-strike” sentences, which are beyond the scope of this recommendation. In December
2003 there were about 90,500 inmates (58 percent) serving determinate sentences. The
remaining 42 percent of the inmates were serving life sentences, two-strike, or three-strike
sentences.' (Programs for these inmates should be developed as a secondary priority and
are not considered in this report.)

The Corrections Independent Review Panel expects that once fully implemented, a pre-
sumptive sentencing model would generate significant savings as inmates become better
prepared for reintegration into society. The presumptive sentencing model would require
further development by the new department, and the panel recommends that the new
department charter a special commission to fully develop this important sentencing reform.

Goal-oriented sentence reduction credits could be increased quickly. Under the current
sentence-reduction credit system, most of the department’s inmates are limited to day-for-
day credits, although some can earn more. (Fewer than 4,000 inmates housed in conserva-
tion camps earn two-for-one credits.) Inmates earn their day-for-day credits by participat-
ing in work, academic, or vocational activities; however, there is no requirement that the
inmate fulfill any specific goals or even complete the training. The panel proposes that the
department create a bonus sentence-reduction credit that would supplement existing cred-
its and reward completion of education, vocational, or drug-treatment programs that are
proven to reduce inmate recidivism.

This bonus sentence reduction credit would provide incentives for inmates’ work activities
by rewarding completion of academic, vocational, or drug-treatment goals. For example, an
inmate could earn a 90-day sentence reduction for completing a literacy program or a
college-level class, or a 180-day reduction for completing a drug-treatment course or a
vocational certificate. Larger sentence reductions could be awarded to inmates who com-
plete more rigorous programs, such as a two-year college degree. To implement this con-
cept, the department would need to develop specific policies and procedures, and develop
legislation to amend the California Penal Code to grant the authority for inmates to earn
additional time credits.

Release of low-risk inmates to community supervision. Other states have successfully
formed partnerships with law schools to identify and consider for release low-risk older

'® California Department of Corrections, “Characteristics of the Inmate Population,” Table 10, February 2004.
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and geriatric inmates. The California Department of Corrections currently houses more
than 3,700 inmates who are between 55 and 59 years of age, and nearly 3,100 aged 60 or
older'’. The Legislative Analyst’s Office, in its fiscal year 2003-04 Budget Analysis, recom-
mended that California consider early release of elderly inmates. In its analysis, the Legis-
lative Analyst noted that California does not track the cost of incarcerating elderly inmates,
but that several other states do and that these other states have estimated that elderly
inmates cost two to three times the amount needed to house younger inmates. The Legisla-
tive Analyst further reported that New York, for example, estimated its annual cost of
housing elderly inmates to be between $50,000 and $75,000 each. The National Center of
Institutions and Alternatives estimated the annual cost of confining elderly inmates at
$69,000 — nearly three times the national average of $22,000 to incarcerate other inmates.'

The Legislative Analyst’s Office noted that housing nonviolent elderly inmates is not a good
use of scarce resources when they represent a low risk to society.” While the majority of
these offenders should remain in custody because of the serious, violent, or sexual nature of
their crimes, a small percentage could be considered for early release. Statistics published
by the U.S. Department of Justice indicate that recidivism drops significantly as inmates
age—from over 50-percent nationally for inmates between ages18 and 29 to about 2-percent
for inmates aged 55 or older."

In a December 2003 analysis for the Legislative Analyst, the Department of Corrections
estimated that release of non-serious, non-violent inmates aged 55 or older would reduce
the inmate population by 657 and result in savings of $10.5 million in fiscal year 2005-06, if
these provisions become effective on January 1, 2005. In the first fiscal year, the institution
population would be reduced by about 332 inmates, resulting in savings of $5 million. Full-
year savings would occur in fiscal year 2006-2007, when institution population would be
reduced by 657 inmates, resulting in savings of $11 million. The institution savings would
be offset by the cost of supervising these offenders on parole. Also, these savings are based
on the average cost of incarceration for all inmates."

In its calculations, the department assumed certain elderly inmates would be excluded
from eligibility. Parole violators-returned to custody, inmates with life terms, second-striker
inmates, sex registrants, and persons whose current or prior offenses are serious or violent
(as defined in Penal Code, sections 1192.7(c), 1192.8, and 667.5(c)) were considered ineli-
gible for early release.

Several states have released elderly inmates under a program created by George Washing-
ton University professor Jonathan Turley. Turley is the founder of the Project for Older
Prisoners program, which uses a partnership between law schools and corrections depart-

' Department of Corrections, “Prison Census Data,” December 31, 2003, Table 5.

2 Legislative Analyst’s Office, “Budget Analysis, Fiscal Year 2003-04,” p. D-39

B Ibid., p. D-40

14 U.S. Department of Justice, Bureau of Justice Statistics, “Trends in State Parole, 1990-2000.”

15 Department of Corrections, Legislative Estimates Unit, “Legislative Analyst Request 6,” December 16, 2003.
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ments to assess inmates for early release. To date, more than 200 inmates have been re-
leased under the program without a single act of recidivism.'

The Project for Older Prisoners program is likely to result in fewer early releases than the
657 figure estimated by the department because of its careful risk analysis and assessment
of each inmate. This method is recommended, however, because of its conservative ap-
proach and excellent track record. Even if only one-quarter of the 657 inmates identified by
the department met the more conservative criteria of the Project for Older Prisoners pro-
gram, savings of $2.75 million could ultimately be realized.

Contracting with private companies for low-level inmates. The Department of Corrections
currently contracts with several private corrections companies for about 2,500 beds for
lower level inmates. In January 2004 the department discontinued contracts for about 1,000
beds. Privatized beds provide a high degree of flexibility because the department has no
long term investment in the infrastructure or the staffing and can renew contracts on an as-
needed basis.

Based on the projected Level I male institution population in 2009, the department will
need more than 10,000 additional beds in order to house Level | inmates in a safe environ-
ment with programming opportunities.’” Renewing contracts with the existing facilities

and reentering into agreements with the previously closed facilities would help to provide
the beds needed for this population, with no capital outlay costs to the state.

Recommendations

The Corrections Independent Review Panel recommends the following actions:

* Begin to create the environment in the prisons that is needed for inmate pro-
grams to be effective, which requires the following:

- Implementation of a Violence Control Program;

- Opening up program space by reducing prison population through lower
returns to custody;

- Adding staff necessary to implement specific, effective inmate programs;
- Exploring creative measures for the use of existing resources.

* Develop an interagency agreement with one of the state universities that is active
both in corrections education and in research to undertake the responsibility for

' George Turley, speaking at a sentencing seminar hosted by McGeorge Law School, April 16, 2004; Web-page viewed
on March 25,2004 www.gwu.edu/~ccommit/law.htm
'" Table 1: Analysis of Male Institution Bed Capacity, CIRP, June 2004
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population projections. Management of this function should be assigned to the
new Office of Research and Planning.

¢ Undertake a project to determine the appropriate standard staffing required for
the operation of each type of institution, including management, custody, health
care and all other programs.

e Charter a commission with appropriate members from the judicial and correc-
tions fields to develop a presumptive sentencing model. The model would apply
only to sentences for offenses that are not subject to “two-strikes,” “three-
strikes,” or other life terms.

* Modify the Penal Code to allow inmates to earn supplemental sentence reduction
credits after they complete specified education, vocational, or drug-treatment
goals.

e Establish a program to identify older inmates who could be safely released early
from prison. The program should be similar to the Project for Older Prisoners
program that has successtully released more than 200 inmates in other states
without a single instance of recidivism.

* Renew contracts with existing privatized correctional facilities and consider
reentering into contract agreements with previously closed facilities to provide
the beds needed for the Level I population.

Fiscal Impact

For sentencing reform. The panel expects that once fully implemented, a presumptive
sentencing model would generate significant savings as inmates become better prepared
for reintegration into society. It is not possible, however, to estimate the fiscal impact at this
time. There may be up-front costs to restore vocational and education programs that have
been reduced.

Standardized staffing. Until a standardized staffing model is developed, it is impossible to
predict whether its use would increase or lower current costs. In the long run, however, use
of a standardized staffing model will allow greater accountability, which should result in
cost savings.

University-based population projections. Similar to standardized staffing, better popula-
tion projections will allow better planning and, in turn, provide greater accountability for
the new department’s operations.

For the early release program. As noted above, estimated savings are $2.75 million. Even

greater savings may accrue from savings in health care cost avoidance; however, those
savings cannot be estimated.
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Numerous studies show that prison education programs help inmates reintegrate into
society and reduce recidivism rates — the rate at which former inmates return to prison.
California’s recidivism rate is high compared to those of other states, and many of the state’s
inmates are ill prepared when they return to their communities.

The Corrections Independent Review Panel identified several areas where the new depart-
ment can improve its educational system and re-entry programs to improve inmates’
chances for success. Specifically, the panel recommends on-going assessment and refinement
of the education programs. In addition, recently launched programs such as the bridging
program, which provides for education in the reception centers, re-entry services, and other
programs aimed at increasing inmate employment opportunities should be expanded.
Consideration should also be given to using selected inmates in educational programs for
other inmates. Rather than seeking entirely to add staff to effectuate programming goals, the
new Department of Correctional Services should explore the expansion of existing projects,
such as the health care peer educator, teacher aide, and lead vocational trainer projects that
identify and train inmates to be used to teach other inmates in programs. There is evidence
in other jurisdictions of success with inmates tutoring other inmates in basic reading.

Background

Many inmates released from California prisons do not have the skills needed to obtain and
maintain employment. More than 65 percent are unable to read, write, communicate in
English, and function on a job. Many are unable to find jobs when they return to society —
the parolee unemployment rate is 70 to 80 percent.”® This situation is aggravated by the fact
that re-entry programs designed to provide links to employment opportunities for parolees
serve only abut 30 percent of all inmates."

Effective programs reduce recidivism. There is ample evidence that prison education and
substance abuse programs have a positive impact on parolee recidivism, whereas research-
ers agree that incarceration alone does not have a measurable impact on recidivism. In May
2002, the Urban Institute completed a literature review of the effectiveness of prison-based
education and vocational programs and concluded that: “In general, participants in prison-
based educational, vocational, and work-related programs are more successful —that is, they
commit fewer crimes and are employed more often and for longer periods of time after
release—than are non-participants.”” Similar results have been found in other studies,
including a Federal Bureau of Prisons study that showed a 33 percent drop in recidivism
among federal inmates who were enrolled in vocational and apprenticeship training.” !

'8 Little Hoover Commission, “Back to the Community: Safe & Sound Parole Policies,” November 2003, p. vi.
19 Ibid.

20 The Urban Institute, “The Practice and Promise of Prison Programming Report,” May 2002, p 8.

2! State Correctional Education Programs, State Policy Update by Michelle Tolbert, March 2002, p 1.
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General evidence of the benefit of prison education programs is also reflected in specific
studies at the state level. For example, a January 2001 study by the Florida Department of
Corrections found that the recidivism rate for inmates who earn a general education degree
(GED) was 29.8 percent, whereas the recidivism rate for inmates without a GED was 35.4
percent (a 5.6 percent reduction.) Even more dramatic reductions in recidivism were ob-
served for inmates who both completed a GED and obtained a vocational certificate. In
that situation, the inmate’s recidivism rate was 19.9 percent compared to the 35.4 percent
rate for inmates with neither a GED nor a vocational certificate. The recidivism rate in
Florida was even smaller for inmates who completed a GED and improved their Test of
Adult Basic Education score to a 9" grade level. The recidivism rate of those inmates was
only 12.2 percent.

A three-state study of education programs conducted by the Correctional Education Asso-
ciation and Management & Training Corporation also showed the benefits of education
programming in prisons. Statistics from Maryland, Minnesota, and Ohio showed that their
rates of re-incarceration dropped from 31 percent for inmates not participating in education
programs to 21 percent when inmates participated in education programs.

The Washington State Institute for Public Policy analyzed numerous evaluations of treat-
ment and education programs in North America conducted over the past 25 years. Their
findings showed that prison programs can reduce crime in a cost-effective manner. For
example, the study showed that prison vocational programs generate savings of up to
$12,000 per participant and reduce crime by 13 percent, and that education programs
generate savings of up to $9,000 per participant and reduce crime by 11 percent. The Wash-
ington review also found that in-prison therapeutic community substance abuse programs
could save $2,365 per participant and reduce crime by 5 percent. (After the cost of the
treatment was deducted and including both the direct savings to taxpayers and the benefits
to potential crime victims.) When the type of program was followed through to the com-
munity (parole), the savings increased to an estimated $5,230 per participant and the crime
reduction increased to 8 percent. The study showed an even larger savings from cognitive-
behavioral programs, which cost about $300 per inmate but generated more than $7,000 in
savings per participant and reduced crime by 8 percent.*

Inmates’ preparation for release must begin upon entry to the prison. Re-entry planning
and a risk assessment tool are being developed as part of the new parole model.” How-
ever, the current plan is to use these features only during the six- to nine-month period
prior to an inmate’s release from prison. The Corrections Independent Review Panel con-

22 Florida Department of Corrections, “Academic, Vocational and Substance Abuse Program Impacts,” pp. 3 and 11.
2 Correction Education Association, Management & Training Corporation, “Education Reduces Crime — Three-State
Recidivism Study,” February 2003, p.12.

2 Aos, Steve, ef.al, Washington State Institute for Public Policy, “The Comparative Costs and Benefits of Programs to
Reduce Crime,” May 2001, p.8.

2 Department of Corrections, draft memorandum - New Parole Model, February 2004.
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cluded that this is too late. Instead, risk assessment and re-entry planning should begin
when the inmate enters the institution, so that parole and prison staff can plan, along with
the inmate, for eventual reentry by offering educational, behavioral, and drug treatment
programs from the moment the inmate enters prison. Using this time constructively will
both enhance public safety and save money if it can reduce the offender’s future criminal
behavior. It is important to include the parole division in this process because they are
familiar with the community resources and what is needed for a successful re-entry.

The availability of program classes is still limited to a small percentage of inmates. At
present, only inmates in the general population may participate in academic, vocation, or
work programs; participation is not allowed for inmates in administrative segregation,
secure housing units, and hospitals. Inmates in the reception centers participate in the
bridging program, but are not considered part of the eligible population for traditional
academic programs. The number of inmates participating in academic education programs
rose from 7,178 in 1990 to 11,668 in 2004. During the same time period vocational program
participation increased from 7,426 to 15,000.* However, the 2004 enrollment numbers
reflect that only 26,668 (23 percent) of the 116,338 eligible inmates are participating.

The number of inmates who can enroll in academic and vocation programs is calculated by
a formula used by the department that designates one filled teaching position for every 27
inmates. The total number of inmates who can receive programming is referred to as the
enrollment capacity. A review of enrollment statistics indicates that the department does
not accurately assess a true enrollment capacity number. As an example, in October 2003
the enrollment capacity was determined to be 33,371, while only 30,288 inmates were actu-
ally enrolled. Factors that affect the enrollment capacity are classroom availability and
teacher vacancies for sick leave, vacation, and special assignments. The department should
revise the enrollment capacity numbers to project a true number that accounts for site-
specific classroom size, availability limits, and projected teacher absences.

Program participation is voluntary. Factors that limit the department from offering pro-
gramming to a higher number of inmates are further aggravated by the fact that program
participation is voluntary. Legislative efforts to mandate programs and incentives that
provide day-for-day sentence reduction for class participation have had a limited effect on
enrollment numbers. In 1995, Penal Code Section 2053.1 mandated that literacy classes be
offered to 60 percent of the eligible inmate population, yet only 35,136 of the available
80,016 eligible inmates participate.” The presumptive sentence concept described earlier in
this chapter could increase enrollment and provide additional incentives for inmates to
participate in education programs. If presumptive sentencing is implemented, the depart-
ment would need to evaluate and adjust the number of education programs, teaching
positions, and program hour needs.

2 Vocation enrollment figures obtained verbally from John Jackson, Supervisor of Academic Instruction, Education and
Inmate Programs Unit.
27 Department of Corrections, “Vocational and Academic Program Summary,” October 2003.
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Education begins in the reception centers. The 2003 Budget Act required the department to
implement education programming in reception centers so that inmates could begin earn-
ing “day-for-day” sentence-reduction credits pursuant to Penal Code Section 2933. In
January 2004, the department began providing academic programs at the reception centers
under its “bridging” program. The bridging program allows inmates to receive academic
education and day-for-day sentence credits during the average three-month reception
center period.

To implement these programs, the department uses an assessment through the Test of
Adult Basic Education and Comprehensive Adult Student Assessment System, and educa-
tion programs in anger management, employment options, life skills, and personal life
planning.® In April 2004, 215 bridging instructors were in place and another 212 instructor
positions were unfilled.* Some of the teaching positions were obtained as a result of shift-
ing instructor positions from eliminated vocational programs. Typical academic programs
use classroom settings with 27 students and one instructor. The bridging instructor pro-
gram is designed to allow inmates to use cell study materials. The elimination of a class-
room setting allows an inmate/instructor ratio of 54 to 1. This program is designed to pro-
vide academic training, which allows day-for-day credits upon entry into the reception
centers. The program is new and not fully implemented. The effectiveness of the program
will depend on its ability to be fully implemented and evaluations should be conducted to
assess the benefits.

College education shows a decrease in recidivism. A 2003 Little Hoover Commission report
on the parole system presented findings that inmates with at least two years of college
education have a 10 percent re-arrest rate and a significantly better rate of employment (60
to 75 percent).*® A 1997 report by Education Works reported findings from the state of Ohio
that calculated that the recidivism rate for inmate graduates of college level programs
decreased by as much as 72 percent compared to inmates who do not participate in prison
education programs.* Correctional studies in Oklahoma found “the rate of recidivism was
8 percent for inmates who participated in college courses in prison and 3 percent for in-
mates who earned a college degree in prison.”

The Ironwood State Prison Community College Program provides an example of the ben-
efits of college courses. The program provides distance learning to approximately 300
inmates. The estimated cost savings to the institution at $8 million dollars per year, based
on lower rates of recidivism and a decrease in disciplinary incidents in the prison.* The

28 California Department of Corrections, Bridging Program Mission Statement.

» Department of Corrections, “Instructor Vacancy Report,” April 2004.

3 Little Hoover Commission, “Back to the Community, Safe & Sound Parole Policies”, 2003, p 44.

3 Mary Ellen Batiuk, “The State of Post-Secondary Education in Ohio,” Journal of Correctional Education, June 1997,
pp.70-72

32 Davis, Dr. H.C., “Correctional Education: Success and Hope,” Correctional Education Association News and Notes, -
October 1999.

% Little Hoover Commission, “Back to the Community, Safe & Sound Parole Policies”, 2003, p. 45.
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program is provided at no cost to the department. The National Institute for Literacy de-
fines distance learning as follows:

Distance learning is defined as the delivery of education through electronically mediated
instruction such as satellite, video, audio graphic, computer and multimedia technology.
Distance education refers to teaching and learning situations in which the instructor and
learner or learners are geographically separated and therefore rely on electronic devices and
printed materials for instructional delivery.™

Another example of college-level courses available in the prisons is the Incarcerated Youth
Offenders Program, which began in 1998. Inmates who are under 26 years of age with five
years or less commitment time and who possess a high school diploma are allowed to
participate. The program offers three areas of study: continuing coursework, obtainment of
postsecondary education degree, and/or vocational certificate. In fiscal year 2002-2003, the
program was operating at 12 institutions with 1,040 participants. Approximately 45 per-
cent of the participants complete the program. During the same fiscal year, the 401 Incarcer-
ated Youth Offenders Program participants released from prison showed that 124 (31
percent) were employed and 34 (8 percent) returned to prison within a year.*® The pro-
gram is paid for with federal funding through the U.S. Department of Education Office of
Vocational and Adult Education.®* The Incarcerated Youth Offenders Program has had a
positive effect on recidivism and employment rates and should be continued and ex-
panded.

In 2004, the possibility of implementing on-line college courses, with the program paid for
by grant funding, was presented to the department’s Education and Inmate Programs Unit
by James Fay of California State University, Hayward. The department concluded that
implementation of the program would need approval through the Department of Finance
and the department’s Information Services Division. Additional barriers include current
restrictions that bar inmates from Internet access.” Based on its ability to provide
postsecondary education using grant funding to reduce cost, this program would be benefi-
cial. The program should be implemented and assessed for its effect on recidivism.

Department of Corrections technology is inadequate to support education programs. The
department lacks a computerized system to easily share inmate education program infor-
mation and promote effectiveness of paper-based programs. Because an inmate’s education
files are paper-based and are retained at the institution of commitment, it is difficult for the
department to share information. For example, it would be helpful for a parole agent to be
aware of an inmate’s education background, training, and coursework. Even when inmates
are transferred between prisons, their education history may not travel with them. This

3 National Institute for Literacy, “State Policy Update,” February 2004, p 2.

3% Gary Green, Ph.D., “Incarcerated Youth Offenders Program, 2002-2003 Annual Report.”

% Department of Corrections, Education and Inmate Programs, Incarcerated Youth Offenders Program statistics sheet.
3 Memorandum, Yvette M. Page, Superintendent of Correctional Education, Education and Inmate Programs Unit.
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happens so frequently that inmates are simply retested when they are transferred to a new
institution. This places both the inmate and those trying to assist the inmate with education
programs at a disadvantage.

A larger-scale solution is needed to ensure that education programming information is
widely available. This solution should include a computer program at each institution that
is linked statewide to other institutions, parole offices, department education program
personnel, and others.

The Department of Corrections lacks statistical data on program effectiveness. The depart-
ment lacks statistical information to show whether its education programs reduce recidi-
vism. The department tracks the number of inmates eligible for vocation and education
programs, the number of program participants, inmate levels of achievement, and teaching
positions. However, it does not track program statistics to determine whether parolees who
recidivate were involved in education programs.

As discussed earlier, various studies have shown that education programs reduce recidi-
vism. However, it is important that the department collect specific information about how
its programs reduce recidivism in California, so that the department can optimize its pro-
grams. One method to accomplish this would be for the department to document educa-
tion programming for each parolee who recidivates. This information could be used to
determine whether education programs or the lack of programs were a factor in the
parolee’s return to prison. Similarly, the department should debrief parolees who are about
to be discharged from parole so that the department can learn what factors and programs
may have contributed to the parolee’s success. This information could then be used to
measure the effectiveness of institutions and programs.

Re-entry programs show success. The New Parole Model of the Department of Corrections
includes a bridge between prison education programs and parole needs. The new model
has planned for expanded inmate re-entry programs through its Police and Corrections
Team program, which establishes a partnership between parole, law enforcement, and
service providers in the community. (See Appendix A to this chapter for additional informa-
tion about the New Parole Model).

During the first two weeks of parole, parolees must attend a mandatory Police and Correc-
tions Team program. The program consist of a 2-1/2 hour orientation meeting where the
parolee develops a personal action plan and receives on-site information about housing,
food, employment, and substance abuse treatment. A key component of this program is
the link to immediate employment opportunities in the community and on-site job training
opportunities. Important skills, training, and job opportunities could be enhanced for the
parolees if these programs were expanded to a full day instead of the current 2-1/2 hours.
In a longer format, additional instruction could be offered for social and interpersonal
skills, resume writing, job search, tinancial literacy, and personal management.
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Temporary Assistance for Needy Families. Parolees who have been convicted of a drug
felony since August 1996 are not eligible for Temporary Assistance for Needy Families or
food stamps. Approximately half of the costs of these benefits are paid by the federal gov-
ernment. Although this restriction affects only the adult portion of the grant and not the
portion attributable to children, receipt of these benefits may improve the likelihood that
parolees will be successful in reintegrating into society. The federal government allows
states to pass a waiver to allow drug offenders to receive these benefits, but this has not
occurred in California. Full or partial waivers have been passed in 32 other states.®

Police and Corrections Team. One example of how employment opportunities are made
available to parolees is the Police and Corrections Team program operating in the Sacra-
mento area. This program provides on-site training through the Skills Center operated by
the Sacramento Unified School District. One of the training programs available for parolees
is an 18-week, 720-hour training class in truck driving. Since 1998, the recidivism rate for
the 250 parolees who graduated from this training program has been 7 percent.*

Community Re-Entry Bridging Program. Another example of a successful re-entry pro-
gram is the Community Re-Entry Bridging Program in Sacramento. This program supple-
ments the institution re-entry programs by having a teacher assist parolees on an indi-
vidual basis to identify housing, transportation, health care systems, food, and clothing
needs. Participation in the program is voluntary. Sixty-one parolees from piloted institu-
tions have participated in the program and all but one (98 percent) have successfully com-
pleted training and are now employed.*

These programs are examples of the positive impact that re-entry programs can have to
reduce recidivism and help parolees integrate back into their communities. Programs such
as these, when they produce demonstrable results, should be expanded to other regions of
the state.

The Joint Venture Program shows economic benefit. In 1990 a statewide initiative created
the Prison Inmate Work Incentive, which mandated the department to recruit private
businesses into partnerships using inmate labor. Inmates participating in the joint venture
programs are paid a comparable wage with deductions for restitution, room and board,
and forced savings.*' In return for their participation, the inmates receive day-for-day
sentence reduction credits. According to the department, since its inception 13 years ago,
the program has generated the following benefits:

% National Conference of State Legislatures website: www.ncsl.org/statefed/welfare/program htm.

¥ PACT program statistics, e-mail communications with Ward Allen, Program Coordinator, Sacramento City Unified
School District.

4 Education and Inmate Programs Unit, memorandum dated May 7, 2004.

41 California Department of Corrections Joint Venture Program website: www.cor.ca.gov/institutionsdiv/instdiv/
programs/programs-jointventure.asp.
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$18.7 million wages paid to inmates

$3.5 million in restitution for crime victims

$2.9 million in taxes paid from inmate wages

$2.3 million deducted for support of inmate families

$4 million placed in mandatory inmate savings accounts.*
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In fiscal year 2002-03, the program costs were lowered and revenue of $35,000 was returned
to the general fund. The statistics for 2003 were:

$315,066 program budget

$350,714 reimbursement to the general fund

206 average number of inmates participating

10 average number of programs

$1,350 administrative cost per inmate

$1,700,000 wages paid to inmates

$286,944 in restitution for crime victims

$235,924 federal taxes paid by inmates

$59,000 in inmate earnings withholding orders.
$222,855 deducted for support of inmate families
$351,034 placed in mandatory inmate savings accounts
$383,532 placed in inmate trust accounts
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Unfortunately, the joint venture program budget for fiscal year 2003-04 was decreased to
$103,709, and the budget does not provide adequate funding for the administrative posi-
tions and financial firm contract. According to an analysis by the Joint Venture Program, in
fiscal year 2004-05 the budget will have to be increased to $410,542.%

Based on the low cost to operate the program and the financial benefits in restitution, tax
revenue, inmate wages, and savings the department should provide an adequate budget
and consider expanding the program. One possibility would be expanding the program to
operate outside of the institutions, such as through joint ventures with community-based
businesses that employ parolees. That arrangement would create a natural employment
opportunity as parolees transition into their communities.

Prison Industry Authority programs increase employment and reduce recidivism. Prison
Industry Authority programs show success in increasing employment and reducing recidi-
vism. The Prison Industry Authority was established in 1982 to develop and operate manu-
facturing, agricultural, and service industries within correctional institutions. The Prison
Industry Authority operates more than 60 service, manufacturing, and agricultural indus-
tries at 22 prisons, employing 5,823 inmates.* According to its fiscal year 2002-03 report, the

42 California Department of Corrections, Joint Venture Program document prepared by J. R. Griggs, Program Manager.
4 Department of Corrections, Joint Venture Program analysis by Susan Jacobson
44 Prison Industry Authority, fiscal year 2002-03 annual report.
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Prison Industry Authority provided an annual net cost avoidance to the department of
$14.1 million based on programming costs that the department would otherwise incur.”*

As part of its Inmate Employability Program, the Prison Industry Authority provides
certain inmates with industry-accredited certifications in fields such as welding, optical
technician, laundry and linen management, and metalworking. Since 2001, 2,346 inmates
have received industry-accredited certifications in 13 different fields. These certifications
reduce parolee recidivism — the recidivism rate for parolees who obtained accredited
certifications is about 13 percent.*** Similarly, Prison Industry Authority-trained inmates
have higher employment rates than inmates not trained in its programs. For example, for
former Prison Industry Authority workers on parole who had completed six or more
months in the program employment rates were approximately 60 percent compared to
typical rates of 20 to 30 percent for other parolees.* Because of the success of the accredited
certification program, it should be continued and expanded where appropriate.

To further assist inmates in finding employment after parole, the Prison Industry Authority
will pilot a new job placement service through the Offender Employment Continuum that
will begin in July 2004. The program will operate in five institutions and coordinate em-
ployment services between the institution and parole.

Recommendations

The new Department of Correctional Services should take the following actions to improve
results from education, vocational, and re-entry programs:

¢ Provide inmate planning and re-entry assessment at the time of initial incarcera-
tion.

¢ Revise enrollment capacity numbers to reflect accurate capacity.
¢ Expand education and vocational programs.

¢ Promote education program attendance by implementing presumptive sentenc-

mng.

* Fully implement the bridging program and evaluate the academic effectiveness
and sentence reduction benefits.

* Ibid.

4 California Department of Corrections, California Prisoners and Parolees — 2002, Tables 54 and 54a.

47 Calculations for recidivism vary depending both on the definition of recidivism and amount of time elapsing between
release and the moment recidivism is measured. As a result of these variables, the literature and this report cite various
recidivism rates for California depending on the source and the context of the discussion. The panel found universal
agreement from those it contacted that California’s recidivism rate is high compared to those of other states. [Little
Hoover Commission, Back to the Community, Safe & Sound Parole Policies, 2003, p. 39].

“¢ Prison Industry Authority, Inmate Employability Program report, April 29, 2004,

142



INMATE /PAROLEE POPULATION MANAGEMENT

¢ Expand college correspondence courses and conduct on going evaluations on
their effect on recidivism.

e Continue and expand the Incarcerated Youth Offenders Program.
e Implement on-line college programs.
¢ Track education program participation against parole success (and recidivism.)

¢ Debrief successful parolees during their last scheduled parole agent contact to
determine whether education programs atfected their success.

¢ Develop a state-wide computer database to track inmate education assessment
and classroom achievement.

» Continue mandatory participation in the Police and Corrections Team orientation
program and consider expanding it to a full day.

e Provide job training programs at the Police and Corrections Team orientations
when possible.

e Expand the Community Re-Entry Bridging Program.

¢ Expand the in-prison joint venture program and explore creating community-
based joint venture programs for parolees.

* Expand the Inmate Employability Program.

Fiscal Impact

Providing greater access to education and vocational programs for inmates will require an
investment in additional teachers and other resources, but this investment will generate
cost savings through a lower return to prison rate for parolees. This will occur because
inmates will be better prepared for reintegration into society.
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Reforming Parole

It costs almost ten times as much to maintain an offender in prison as it does to supervise a
parolee. Therefore, unless the risk to public safety requires returning a parolee to prison,
supervising parolees in the community is a wiser use of the state’s limited financial re-
sources. To make that possible, California must make the best use of both the prison and
parole options. The number of parolees returned to prison can be effectively and efficiently
reduced by better preparing inmates for eventual release, beginning from the moment the
inmate arrives in prison and continuing through careful re-entry planning before release.
Once released into the community, the parolee must receive an appropriate level of super-
vision that includes a broad spectrum of possible services and sanctions.

The panel reviewed the state’s existing parole process and found that the Parole and Com-
munity Services Division has partially implemented promising improvements through its
“new parole model.” The panel recommends that the new parole model be closely moni-
tored and that successful programs be expanded as quickly as possible. In addition, the
panel identified other improvement opportunities, including early discharge of low-risk
parolees, expansion of eligibility rules for drug-treatment programs, better data collection
and analysis of parole programs, and, perhaps a reconsideration of the present policy of
placing all offenders released from prison on parole.

Background

In 2002, the California Department of Corrections released more than 117,000 inmates to
parole supervision.*” These inmates were released with few job skills and with limited
treatment for health and drug abuse problems. Ten percent end up homeless and nearly 70
percent return to prison within 18 months.™ In 2003, 78,056 were returned to prison for
either parole violations or new prison terms.”!

After release from prison, parolees are supervised by parole agents, whose duties include
monitoring the parolee’s activities, assisting the parolee in obtaining needed services such
as drug-treatment or job training, and ensuring that parolees abide by specitied conditions
of parole. If a parolee threatens public safety by committing a new crime or by violating the
parole conditions, the parole agent can arrest the parolee and recommend that the Board of
Prison Terms revoke parole and return the parolee to prison. In cases where the parolee is
to be returned to prison, the Board of Prison Terms decides the length of time the parolee
will serve in prison. In 2001, the Board of Prison Terms revoked the parole of approxi-

4 California Department of Corrections Data Analysis Unit, Offender Information Services Branch, “Historical Trends
1983-2002,” Table 8a.

50 Little Hoover Commission, “Back to the Community: Safe & Sound Parole Policies,” November 2003, pp. i;vi.

5t California Department of Corrections, Population Projection Unit, Offender Information Services Branch, “Actual vs.
Spring 2004 Projections,” March 17, 2004.
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mately 74,400 parolees. Since then, the number of parole revocations has decreased. In 2002
the number dropped to 71,246 and in 2003, it dropped to 62,358.%

Not all parolees who violate conditions of parole are returned to prison. In some instances,
a parole agent may recommend drug treatment, more intensive supervision, or some other
kind of sanction. When appropriate, the use of these types of interventions is preferable to
returning a parolee to prison—which is much more costly. However, a large percentage of
parolees ultimately return to prison. According to department reports, 41 percent of the
55,321 inmates paroled in 2001 returned to prison within one year of release. After two
years, the recidivism rate increased to nearly 55 percent.*

In recent years, the Department of Corrections has developed three programs to address
these problems. The programs provide opportunities for parolees to make fundamental
behavioral changes and also to refocus parole supervision into less punishment-oriented
solutions. Specifically, the Preventing Parolee Crime Program offers employment, drug
treatment and education; the Office of Substance Abuse Programs provides drug programs
both in and out of prison; and the new parole model includes graduated sanctions for
minor parole violations and re-entry planning, drug treatment, and program coordination
among various community and law enforcement agencies. These programs are described in
more detail in Appendix A to this chapter. The new parole model, which the parole division
began developing in 2001, consists of the following:

* Pre-release planning. Provides for a plan to be developed for the inmate’s reinte-
gration into society, based on the inmate’s needs and risks. Pre-release planning
begins about six months before the end of the prison sentence.

* Graduated sanctions. Provides a matrix of sanctions for parole violations,
matched to the severity of the violation.

* Substance abuse treatment control unit. Provides in-custody drug treatment for
low risk parolees who have returned to drug use. Used in lieu of returning the
parolee to prison.

* Halfway back. Residential treatment facilities that provide life skills, education,
and employment assistance for low-risk parolees who have violated the condi-
tions of parole. Used in lieu of returning parolees to custody.

* Electronic monitoring. For low-risk parolees who have committed minor viola-
tions of parole. Used in lieu of incarceration.

* Police and Community Corrections Team. Establishes partnerships between
parole, law enforcement, and community service providers. Requires each newly
released parolee to attend an orientation meeting with this team.

52 California Department of Corrections, Data Analysis Unit, Offender Information Services Branch, “Historical Trends
1982-2002” Table 5; California Department of Corrections Population Projection Unit, Offender Information Services

Branch, “Actual vs. Spring 2004 Projections,” March 17, 2004.

53 California Department of Corrections, Policy and Evaluation Division “Recidivism Rates Within One and Two Year

Follow-Up Periods — Released From Prison for First Time in 2001,” March 2004.
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Programs that address parolees’ problems help reduce recidivism. Research indicates that
the most effective way to break the costly cycle of parolees returning to prison is to treat the
parolees’ problems of drug addiction, illiteracy, lack of employability, and criminal think-
ing. For example, a three-year study of the parole division’s Preventing Parolee Crime
Program showed that 28,000 parolees who participated in the program were significantly
less likely to commit new crimes or abscond from parole supervision. The program has
generated $21 million in savings for the department. The study further indicated that par-
ticipants avoided returning to prison for 54 days longer, on average, than those who did
not participate in the program. According to the study, for every dollar invested in the
program, the program saved $1.56. > In another example, an analysis conducted by the
Washington Institute of Public Policy of more than 400 research studies showed that many
treatment programs both reduced recidivism and generated savings for every dollar in-
vested.” Finally, a study of a 2,000-bed expansion in the department’s substance abuse
treatment program found that the 12-month return to custody rate was 24 percent for
parolees who participated in aftercare and 15 percent for those who received 90 days or
more of aftercare services.”

The new organizational structure will support preparing inmates for release. Chapter 1 of
this report describes a new organization structure for the parole division. Under the reorga-
nization, both the parole function and the custody function will operate under the control
of the Director of Adult Operations. Regional directors will each manage five or six prisons
and related-parole operations. In turn, the wardens of individual prisons and the regional
parole managers will report to the regional directors. The Corrections Independent Review
Panel believes that placing responsibility for both prison and parole operations under the
leadership and management of the regional directors, will properly align the focus of the
regional directors onto preparing inmates for release back into society.

Implementation of the department’s new parole model has been slow. The new parole
model of the Department of Corrections will address many past recommendations and
represents a good start toward bringing California’s parole system in line with current
research on how to reduce crime without jeopardizing public safety, but its implementation
has been slower than expected. The re-entry portion was scheduled to begin in February
2004, and, according to an official from the parole division in charge of the new model, staff
has been hired and was scheduled to begin training in May 2004. The pre-release program,
which was scheduled to begin in the department’s 32 institutions on June 1, 2004, has be-
gun.”’

54 California State University San Marcos Foundation, “An Evaluation of the California Preventing Parolee Crime
Program” by Sheldon Zhang, Ph.D., San Marcos, California, 2003, pp. 4,45.

55 Washington State Institute for Public Policy, “The Comparative Costs and Benefits of Programs to Reduce Crime,”
Olympia, Washington, May 2001, p. 8

6 UCLA Integrated Substance Abuse Programs, “Semi-Annual Report on the UCLA-ISAP Evaluation of the 2,000-Bed
Expansion of Therapeutic Community Programs for Prisoners,” Michael L. Prendergast, Ph.D. July — December 2003,
Appendix C.

57 Shirley Poe, Parole Administrator, Parole and Community Services Division, interview, May 12, 2004

146



INMATE/PAROLEE PoPULATION MANAGEMENT

[t is important to visualize the model not simply as an experiment, but as an investment
toward making the department a national leader in helping inmates and parolees reinte-
grate into society. It is too early to judge the new model’s impact on recidivism or public
safety because most components have yet to be implemented, but there have been some
promising signs. For example, the proportion of parolees returned to custody decreased by
7 percent between July-December 2003 compared to the same period one year earlier.”® The
decrease is probably due not to the new parole model, but to a new policy implemented
earlier, which requires parole administrators to review each return to custody recommen-
dation and consider alternatives to incarceration. Nonetheless, the new policy will dovetail
with the new parole model because both encourage agents and supervisors to consider
alternative sanctions instead of returning the parolee to custody.

The cornerstone of the new parole model is a risk assessment instrument, which the depart-
ment plans to use, but has not yet purchased. The risk assessment instrument uses an
actuarial approach to identify the treatment needs of the parolee and the likelihood that the
parolee will re-offend. The predictions are made using a computerized system that takes
into account specific information about the parolee’s background, including criminal and
social history, and compares that information to statistical risk scales. A research group
assembled by the parole division reviewed several different risk-assessment instruments,
recommended one for selection, and has submitted that recommendation to the Youth and
Adult Correctional Agency for approval.

The risk assessment tool is critical to formalized, consistent decision-making by parole
agents. For the instrument to be accurate, it is imperative that the parole division complete
periodic follow-up evaluations of its results and update the instrument to reflect any
changing demographics in the population being assessed. It is also important to evaluate
the assessment tool to make sure that it has predictive validity and that the classification of
parolees is in line with the parolees’ actual behavior.

The violation matrix is another important component of the new parole model. Still being
developed by the parole division, the violation matrix will guide parole agents in making
decisions about what sanctions, including treatment alternatives to re-incarceration, to
impose for particular violations. Parole agents will use the violation matrix to match a
parolee’s violation against a graduated range of increasingly strident sanctions. According
to officials, changes to the violation matrix are pending approval by the division’s deputy
director.” It is risky to begin less-restrictive sanctions, such as drug treatment in the place of
re-incarceration, without first using risk-assessment to determine who is appropriate for
various programs.

58 California Department of Corrections, “Spring Population Projections 2003,” p.13; “Spring Population Projections
2004,” p.13.
59 Shirley Poe, Parole Administrator, Parole & Community Services Division, telephone interview, May 13, 2004
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Other components of the new model have only recently been implemented or are similarly
awaiting purchase, staffing, and approval. The electronic monitoring component has been

submitted for bid offerings and should be solidified by June 2004. The halfway back facili-

ties have been open since February 2004, and the Substance Abuse Treatment and Control

Unit component became operational in mid-May 2004. The agents for the Police and Com-
munity Team had been chosen and were in place by June 2004, as was the staff for the pre-

release component.

The new parole model incorporates many of the recommendations made by both the Little
Hoover Commission and the 1990 report of the Blue Ribbon Commission on Inmate Popu-
lation Management. Specifically, the Little Hoover Commission recommended that the
department should prepare inmates for parole while they are still in prison, build strong
partnerships with community agencies, use structured decision-making to establish clear
guidelines for responding to parole violations, and consider less restrictive, treatment-
oriented sanctions for parole violations. As described in Appendix A to this chapter, the
new model includes a matrix as a guide for graduated dispositions for parole violations;
includes a re-entry component; creates a community/law enforcement/parole team to work
with parolees; and provides two new treatment programs to be used in lieu of incarceration
for parole violations.

The Corrections Independent Review Panel is optimistic that the new parole model will
help the parole division improve its operation and will reduce the number of parolees
returned to prison each year. The parole division must implement all features of the new
model as quickly as possible, however. Also, the new department must view the new
model as an investment, rather than an experiment in reforming its much-criticized parole
process.

An inmate’s preparation for release must begin upon arrival at prison. As discussed earlier,
re-entry planning and risk assessment are being developed as part of the new parole
model, but the current plan is to use these only during the six- to nine-month period before
the inmate is released from prison. Instead, risk assessment and re-entry planning should
begin when the inmate enters the institution so that parole and prison staff, along with the
parolee, can plan for the parolee’s reentry with educational, behavioral and drug treatment
programs available from the moment the inmate enters the prison. If it can reduce the
future criminal behavior of the offender, using incarceration time constructively will both
enhance public safety and save money. It is important that the parole division be included
in this effort, because the parole staff is familiar with available community resources and
what is needed for successful re-entry.

Substance abuse treatment in prison should be expanded. Approximately 210,600 prisoners

and parolees under custody or supervision by the department need drug treatment. About
132,000 of those needed drug treatment are inmates, yet, according to the Office of Sub-
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stance Abuse Programs, only 14,800 are being treated.®® More than 95 percent of all inmates
will eventually be released from prison. To reduce recidivism, save money and protect the
public, the number of treatment beds should be increased. Participation in and completion
of the treatment program could be tied to the offender’s release using the presumptive
sentencing model discussed earlier.

Successful parole and re-entry programs should be expanded. The Department of Correc-
tions has made efforts to address parolees’ needs for drug, vocational, and education inter-
vention with the Preventing Parolee Crime Program, Office of Substance Abuse Programs,
and the new parole model. These programs have demonstrated success, but because they
have addressed the needs of only a fraction of eligible offenders, the programs should be
expanded with more funding. There is a particular need for residential treatment beds for
parolees whose problems cannot be resolved in an outpatient setting. One way to accom-
plish this would be to change the focus of the existing halfway back program to drug treat-
ment. The department could expand the capacity of substance abuse treatment beds by
contracting with existing community-based residential treatment programs. These commu-
nity-based programs also have secure lock-up facilities available for when that type of
program is required. In some instances, these community-based facilities may charge a
lower fee than the $59 per day rate charged by the local jail-operated programs currently
used by the state.

The Office of Substance Abuse Programs estimates that there are 78,000 parolees with drug
abuse problems, but fewer than 25,000 of them receive treatment. A study of the Preventing
Parolee Crime Program by California State University found that the rate of return to
prison of those who completed the drug and education component was 20-percentage
points lower than the non-treated population. For the study period, participants’ incarcera-
tion rate was reduced by an average of 56.6 days per parolee, saving the state over $21
million after the costs of the program were subtracted. ®

The Legislature has also recognized the value of providing drug treatment. Penal Code
Section 3070 directed the Department of Corrections to develop and present a plan by
December 31, 2000, that would ensure that all parolees and inmates “receive appropriate
treatment, including therapeutic community and academic programs” by January 1, 2005.
According to the parole division, this plan was not prepared; instead, a brief letter was sent
to the Legislature reporting that it was not feasible to accomplish the plan now because of
fiscal problems and changes in sentencing laws. The Legislature indicated that it agreed.
Proposition 36, the ballot initiative that provides drug treatment in lieu of incarceration,
passed soon after Penal Code Section 3070 went into effect, but the state’s subsequent fiscal

% Merrie Koshell, Correctional Counselor 111, Office of Substance Abuse Programs, telephone interview, Sacramento,
California, April 15, 2004.

¢!California State University San Marcos Foundation, “An Evaluation of the California Preventing Parolee Crime
Program,” by Sheldon Zhang, PhD, (San Marcos, CA, 2003), p.5
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crisis has resulted in uncertainty about whether any substance abuse treatment programs
would continue.®?

Global positioning satellite tracking can bolster electronic monitoring. Global positioning
satellites are an advanced form of electronic monitoring that allows real-time tracking of
the location of parolees. The devices can be programmed to alert parole agents and local
law enforcement when a parolee enters or leaves a particular area. The technology could be
useful for high-risk parolees such as armed robbers or sex offenders. Global positioning
satellite systems cost about $10 per day to operate —which is significantly less expensive
than placing an offender back in prison.

Florida has used global positioning satellite systems since 1997 to target high-risk sex
offenders, and other cases of high public interest. Texas also uses global positioning satellite
systems to track the highest risk parolees, primarily sex offenders.

One potential drawback to global positioning satellite technology is that it requires parole
agents or local law enforcement to respond quickly if an “alert” is issued by the device
when a parolee leaves an authorized area. Failure to respond quickly could be a public
safety risk, as well as a political embarrassment, if the parolee committed a crime while in
an unauthorized area. Another potential drawback is that the increased surveillance that
global positioning satellite systems generate can often lead to increased revocations. This
increase may counter the money-saving aspect of global positioning satellite systems, but
must be considered a necessary public safety benefit.

Early discharge of low-risk parolees will reduce costs. California’s existing parole policy
focuses treatment time and money on non-serious, nonviolent parolees, yet it is the high
risk, serious offenders who commit the most violent offenses and consequently pose the
greatest threat to public safety. In 2001, 21 percent of those paroled had originally been
sentenced to prison for possession of a small amount of drugs.®® These parolees take as
much time and effort to supervise as do those convicted of violent offenses. Rather than
directing resources toward offenders whose crimes are drug-use related and who have no
history of violence, the department’s emphasis should be placed on serious, high-risk
parolees. Low-risk parolees should be required to participate in self improvement pro-
grams throughout their prison stay and should be prepared for parole through a rigorous
prison re-entry program. Immediately upon release they should be connected with needed
community services. This “hand-off” component is critical because parolees tend to fail
during the first few months on parole.

% Merrie Koshell, Office of Substance Abuse Programs, interview, April 15, 2004
% California Department of Corrections, Policy and Evaluation Division, “Recidivism Rates Within One and Two Year
Follow-Up Periods — Released From Prison for First Time in 2001,” March 2004.
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The Corrections Independent Review Panel recommends that parolees who are employed
or self supporting, have a stable residence, and have no violations of their parole conditions
after three months on parole be discharged from parole supervision. The discharge would
require approval from the hearings administration identified in Chapter 1 of this report. In
December 2003, the Department of Corrections estimated annual savings of between $150
and $176 million if all non-serious or non-violent parolees were discharged after three
months.* To enhance public safety, a portion of the savings realized from early discharge
should be redirected to more closely supervising high-risk parolees. The panel assumes
that about 50 percent of low-risk parolees will qualify for release after three months and
that 50 percent of the resulting fiscal savings would be redirected to supervising high-risk
parolees. Under these assumptions, according to Department of Corrections calculations,
the department would save about $10 million in the first six months of implementation and
$39 million and $44 million in the second and third years, respectively.®®

To accomplish this change, the parolee’s risk level should be determined using the evi-
dence-based risk and needs instrument described earlier. Parolees with a history of violent
or serious felony conduct (such as those crimes identified in Penal Code Sections 1192.7 and
667.5) and parolees who must register as sex offenders would be excluded. The goal would
be to require that parolees participate in programs in prison, remain crime free and stable
upon release, and be rewarded for their participation and success by early discharge from
parole supervision. Following these guidelines will improve public safety.

Should all inmates released from prison be placed on parole? In California, 100 percent of
those released from prison are placed on parole supervision for three or four years. In
contrast, several other states supervise only certain prisoners after release. A few states,
including Maine and Virginia, have abolished parole supervision altogether. Michigan
supervises parolees for only two years, compared to California’s three- or four-year parole
supervision period.®

Scarce public resources are forcing corrections to make difficult decisions about where to
place limited funds. Joe Lehman, Secretary of Washington State Department of Corrections,
noted that when both low-risk and high-risk parolees are placed together on a caseload,
parole agents don't give enough time to serious offenders. To remedy this, the Washington
officials asked the questions: “Why do we (prison/parole) exist? What can the public rea-
sonably expect us to do?” They concluded that the public wants to be protected from dan-
gerous criminals and has tolerance toward treating drug addicts who are not violent.*” They

4 California Department of Corrections, Legislative Estimates Unit, “Legislative Analyst Request 4&7,” December 16,
2003.

¢ Department calculations prepared in December 2003 for the Legislative Analyst.

% Petersilia, Joan, Ph.D., Reforming Probation and Parole, American Correctional Association, 2002, p.115.

7 Lehman, Joseph D., “A Forum on Current Issues in the Field of Corrections,” presented by the Department of
Corrections for the California Performance Review, April 27,2004.
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further concluded that focusing on more dangerous offenders and not supervising those on
parole for less serious offenses would lower recidivism.® That sentiment is echoed by
nationally recognized corrections expert Joan Petersilia. Petersilia notes that research indi-
cates that the public is becoming more willing to tolerate treatment for nonviolent offend-
ers, particularly substance abusers, and to focus punishment on those convicted of violent
crimes. This is especially so when the public is aware of the high costs of incarceration.®

Participation in drug-treatment programs is presently too restricted. Studies show that
parolees who complete drug treatment programs are less likely to re-offend.” Yet many
parolees in California are excluded from participation in drug treatment programs because
of their past criminal history. For example, parolees whose crimes are defined under Penal
Code Sections 667.5 and 1192.7 as “serious” or “violent,” or who are required to register as
sex offenders are barred from participating in the Substance Abuse Treatment Control Unit
program, which has 30-day inpatient and 90-day outpatient components. This restriction is
illogical from a public-safety standpoint because the Substance Abuse Treatment Control
Unit program is a “lock-up” program typically located in city or county jails. So long as the
normal criteria are met for this jail-based drug program and the violation is for drug use
only, these currently excluded parolees would benefit from drug treatment as much as a
lower risk offender. If these offenders were allowed to participate in the Substance Abuse
Treatment Control Unit program, the department would save money because the cost of
that program is cheaper than the cost of returning the offender to prison. Moreover, numer-
ous studies have demonstrated that those who complete substance abuse programs are less
likely to be sent back to prison, particularly when they complete both in and out patient
components.

Private contractors can be used to provide specific treatment. Exploring the use of private
contracted facilities to provide treatment can expand the availability of efficient resources
to support the new parole model. Private contractors could be used to provide secure
facilities for specific kinds of treatment designed to maintain the parolee in the community.
These programs have the promise of success at a cost substantially lower than state prisons,
and sometimes lower than county facilities. Programs provided include 90-day treatment
for drug and alcohol addiction, which has been shown to have a positive effect on prevent-
ing new offenses. These facilities and programs can be found especially in large urban
areas.

Data collection is critical to measuring program effectiveness. Collecting data and measur-
ing the results of both new and existing programs is critical to on-going improvement. At

% Washington State Institute for Public Policy, “Washington’s Offender Accountability Act: An Evaluation of the
Department of Corrections’ Risk Management Identification System,” January 2003.

 Petersilia, Joan, Ph.D., Reforming Probation and Parole, American Correctional Association, 2002, p.180.

 Aos, Steve et al, Washington State Institute for Public Policy, “The Comparative Costs and Benefits of Programs to
Reduce Crime,” May 2001.
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present, there is no comprehensive, integrated data system in the department to even
provide information about trends or the success or failure of policies. This lack of data
collection and analysis prevents the department from showing lawmakers and the public
the effectiveness of its programs. The lack of data mirrors a similar lack of research to
evaluate parole programs nationwide. Petersilia notes,

1t is safe to say that parole programs have received less research attention than any other
correctional component in recent years. A congressionally mandated evaluation of state and
local crime prevention programs included just one parole evaluation among the hundreds of
recent studies that were summarized for that effort.”

For years the department has been focused on incarceration over rehabilitation programs,
in spite of the research statistics that show rehabilitation programs help offenders and
simultaneously reduce the skyrocketing prison populations and costs. As California’s new
parole programs are implemented, it is important that they be monitored to determine both
whether they are affecting return to custody rates and whether they compromise public
safety. A measurement component should be built into the programs, and adequate fund-
ing should be provided to the department so that decision making and public policy is
based on valid analysis of what programs and policies are effective.

The following are suggested outcomes that the new Department of Correctional Services
should measure to demonstrate the success of its prison and parole programs. Each of these
outcomes should improve as the department becomes more effective at preparing inmates
for reintegration back to society.

* Reduction in risk and needs scores, as measured by the risk and needs assess-
ment instrument;

* Rate and duration of parolee employment;

¢ Program attendance rates;

¢ Improvements in reading levels;

¢ Reduction in the number of fugitives from parole; and

* Recidivism rate.

Effectively supervising parolees requires parole agents to have a balance of skills. Most
agents now working in parole were hired and trained when the department’s focus was on
surveillance and detection of criminal behavior. This focus was reinforced by department
training, which included arrest procedures and use of force. The department provides no
training in casework issues, such as patterns of recovery from drug addiction or mental
illness and its impact on relapse.

7! Petersilia, Joan, Reforming Probation and Parole in the 21* Century, American Correctional Association, 2002.,
p-190
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Furthermore, hiring practices and requirements impede hiring individuals with social
services background. Agents are rarely hired from social service disciplines, such as child
protection agencies, treatment programs, or even probation, largely because of the lengthy
background investigations required of applicants not already employed as peace officers by
the department. It can take up to a year to hire an individual from other disciplines such as
social services or probation, whereas current department correctional officers can be hired
almost immediately. This is because correctional officers seeking parole agent positions
have already gone through a Department of Corrections background investigation, so the
investigator need only examine the period in the applicant’s career subsequent to the origi-
nal background investigation. To hire an applicant from outside the department, con-
versely, the investigation must start from scratch—a time-consuming process. Conse-
quently, most new agents are chosen from the prison correctional officer ranks. To develop
a more balanced force of parole agents who bring a combination of law enforcement and
social work skills to parole operations, the new Department of Correctional Services should
remedy these hiring barriers and provide on-going training in social service skills to its
parole agents.

Recommendations

To improve parole operations the new Department of Correctional Services should take the
following actions:

¢ Continue implementation of the Department of Corrections new parole model.

* Consider the use of private contractors to provide specific kinds of treatment in
secure facilities designed to maintain the parolee in the community.

* Begin preparation for re-entry when the offender enters prison.

* Increase the number of substance abuse treatment beds in prison.

* Increase the number of substance abuse treatment beds in the community by
increasing funding for programs that are proven successful. This could include
halfway back, Substance Abuse Treatment Control Unit, or other community-

based facilities.

¢ Use the needs and risk assessment tool when the inmate first enters prison and
design a programming plan that addresses those needs.

¢ Discharge paroleces who are determined to be very low risk from parole three
months after they are released from prison.

e Consider the use of global positioning satellite tracking for certain high-risk
offenders.
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* Allow both high- and low-risk parolees to participate in treatment and training
programs.

e Add a quality control feature to the new parole model programs to measure
effectiveness. '

* Increase focus on casework skills when recruiting new agents and in agent train-
ing.

e Develop a comprehensive data collection and analysis system that measures the
effectiveness of the department’s parole programs. This system must also link
with other department data analysis systems.

Fiscal Impact

The Little Hoover Commission estimated that changes outlined in the commission’s No-
vember 2003 report on parole could save the department $151 million by reducing the
percentage of parole violators returned to prison. The commission further estimated that an
additional $300 million could be saved by reducing the length of revocation sentences for
“low end” offenders from an average of 140 days to 100 days.”” The Department of Correc-
tions has estimated that the new model will reduce the parolee return to prison rate by 5
percent in 2004.” Already, as agents seek alternatives to incarceration, there has been a
decrease of 5,765 parolees in prison for violations from January 2003 to January 2004 as
compared to the same period a year earlier.

Many of the recommendations of the Corrections Independent Review Panel require an
initial investment, but are designed to save money in the future as they increase inmates’
chances for success on parole.

The Corrections Independent Review Panel estimates the following savings would occur
from implementation of the recommendations presented in this report:

. Early discharge from parole - after 3 months of successful parole
Fiscal Year  2004-05 - $10 million

Fiscal Year 2005-06 - $39 million
Fiscal Year 2006-07 - $44 million

2 Little Hoover Commission, “Back to the Community: Safe & Sound Parole Policies,” November 2003, p. iii.
73 Arthur Chung, Chief, Offender Information Services Branch, California Department of Corrections, interview,March
22, 2004
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Appendix A

Preventing Parolee Crime Program

In 1998 Assembly Bill 2321 provided funding to expand the Department of Corrections
pilot program known as the Preventing Parolee Failure program. As codified in Penal Code
Section 3068, this program was renamed Preventing Parolee Crime Program and includes
the following components.

* Offender Employment Continuum. This is a 40-hour mandatory employment
workshop for parolees focusing on identifying and correcting long term barriers
to employment. It includes job preparation, resume writing and interviewing
skills, as well as employment referral and continued counseling to ensure that
the parolee stays on the job.

* Residential Multi-service Centers. These facilities provide a therapeutic environ-
ment primarily for homeless parolees to help them transition into independent
living. The program offers substance abuse treatment, literacy training, and
individual and group counseling. Parolees can live in the program for up to 180
days. There is a 60- to 90-day aftercare period.

* Computerized Literacy Learning Center. This a computer-assisted instructional
program staffed by credentialed teachers. The programs are Jocated in parole
offices at 21 sites throughout the state. (as of August 2003)

¢ Substance Abuse Treatment and Recovery. This is a 20-day education-based
substance abuse program located in at least 28 parole offices. Parole agents refer
parolees who have tested positive for drugs. Approximately 8,060 parolees are
using this program.

In its February 1998 analysis of the fiscal year 1998-1999 budget, the Legislative Analyst’s
Office stated that, according to the department, the Preventing Parolee Failure program
resulted in net state savings of $74 million over a four-year period. The Legislative Analyst
recommended expanding the Preventing Parolee Failure program, noting that the program
would save between $2 and $3 for every $1 invested.”

Office of Substance Abuse Programs

The Office of Substance Abuse Programs estimates that there are 210,000 inmates and
parolees with drug abuse problems. The office estimates that approximately 16,500 parol-
ees are receiving treatment in one of its programs. The Office of Substance Abuse Pro-
grams coordinates the following prison and community based programs:

™ Legislative Analyst’s Office, “Analysis of the 1998-99 Budget Bill,” February 1998, pp. D-25, D-33
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e Substance Abuse Program. There are 8,500 therapeutic community slots in 35
substance abuse programs in 19 prisons. The length of stay is from six to twenty-
four months. Each slot serves an average of 1.33 inmates annually.

* Transitional Treatment Team Program. At Folsom State Prison, 200 inmates
participate in this four-month program that includes intensive pre-release plan-
ning. Parolees who go back to prison briefly for drug violations and who have
completed a substance abuse program in prison are also eligible for this program.

* Parole Services Network. This program is for parolees who have not been in a
prison substance abuse program but need drug/alcohol treatment. The average
length of stay for a residential program is 30 to 90 days, followed by outpatient
services. The Office of Substance Abuse Programs coordinates with the Califor-
nia Department of Alcohol and Drug Programs to manage the service networks.
The Department of Alcohol and Drug Programs transmits funds to the counties,
which in turn contract with treatment providers. These programs offer up to 180
days of services, which include assessments, detoxification, and residential and
outpatient treatment.

* Drug Treatment Furlough. This is an in-prison substance abuse program for 1500
nonviolent, non-serious offenders. Inmates participate in this residential commu-
nity aftercare treatment program during their last 120 days in prison.

¢ Family Foundations Program. A 70-bed program for women with small children
who have been convicted of low-level felonies. This program is used in lieu of
state prison.

¢ Community Mother Infant Program: This is also a 70-bed program for low-risk
female inmates who are pregnant or give birth in prison. The 70 beds are divided
between three facilities.

The Community-Based Aftercare Programs are included under the Office of Substance
Abuse Programs. Merrie Koshell of the Office of Substance Abuse Programs indicated that
according to a study, (R.J. Donovan In-Prison and Community Substance Abuse Program:
Three-Year Return-to-Custody) 24 percent of those who complete both the prison and
aftercare drug portions of the R.J. Donovan program return to prison, compared to 78
percent of those who complete only the prison component. The programs are much more
successful if the inmate/parolee completes all components.

The Substance Abuse Services Coordination Agency is also included under Office of Sub-
stance Abuse Programs. The Substance Abuse Services Coordination Agency manages the
aftercare portion of the drug programs. The agency has offices in each of the four parole
regions and purchases services from community-based providers. These are 30- to 90-day
residential care programs followed by outpatient drug treatment.
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Female Offender Treatment and Employment Program. This program was estab-
lished by Penal Code Section 3054, as enacted by SB 491, Chapter 500 in 1998.
Female parolees who graduated from a prison-based substance abuse program
are eligible to receive up to 15 months of Female Offender Treatment and Em-
ployment Program services. For parolees who choose to use the program, the
average length of stay is 135 days. Services include substance abuse treatment,
employment/educations programs, and life skills development. Child care and
transportation is provided. Some of the residential programs allow children to
live with their mothers.

Enhanced Substance Abuse Treatment Control. This is a 200-bed treatment pro-
gram located at Folsom Prison. After completion of this program the parolee is
eligible to use the other community-based programs of the Office of Substance

Abuse Programs.

The New Parole Model

In September of 2001 the Parole and Community Services Division created its new parole
model to address recidivism issues. The model focuses on non-serious/non-violent offend-
ers as they are thought to pose the least risk to the community if they are offered alterna-
tive sanctions to incarceration. The basic components of the model are the following:
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Violation matrix. This is a structured system for providing clear guidelines to
decision making for parole violations.

Pre-release planning. Inside prison, a Parole Agent 1I, social worker and parole
service assistant will assess the inmate using a computer-based tool that identifies
the inmates’ needs and the risk they present to others. Agents will continue to
use this tool throughout the parole period and will modify parole conditions and
supervision levels accordingly.

The Police and Corrections Team. The team establishes a partnership between
parole, law enforcement, and service providers once the offender is released.
Every newly released parolee will be required to attend an orientation meeting
with this group of professionals. A Parole Agent I will run this program with the
help of a social worker. The department plans to have a team in each of the 24
parole divisions.

Electronic monitoring will become available for non-violent/non-serious offend-
ers. This will allow agents to impose home detention as an alternative sanction
for parole violations. It costs $43.00 a day to house an inmate in prison and ap-
proximately $5.00 a day to monitor a parolee at home with an electronic device.
There will be 1,000 of these devices, which will provide about five per parole
unit.
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* The Halfway Back program offers residential treatment as an alternative sanction
for parolees who have committed a technical violation and who need a more
structured setting to both address their problems and monitor their behavior. The
Halfway Back units focus on life skills, education, and employment. Statewide
there are 18 facilities with a total capacity of 792 beds. These facilities were being
used as work furlough beds for inmates during the last six months of their term.
As the work furlough inmates parole, the beds are being filled with parolees.
This program began in March 2004. Currently it is 74.5 percent full; however
inmates are still in the process of transitioning out of the facilities.

¢ The Substance Abuse Treatment Control Unit will provide a 30-day, in-custody
drug treatment program for parolees whose drug addiction is too advanced to be
addressed in the community. It is designed to serve up to 1306 parolees. 1770
beds have been contracted in various jails throughout the state —600 beds are
now available at the Los Angeles County Detention Center, with another 20 beds
at Humboldt County Jail.
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TABLE 1
Design Male Male
Male Institution Bed Type Capacity Actual Institution | Bed Changes Warden's Institution Projected Population
(Includes Civil Addict (DC) Actual Male | Percentage of CcDC Population Req'd to Proposed Population Male Reductions
Program) updated Institution Design Defined Equivalent Reach CDC's Operable Equivalent of Institution Needed by
on Population Capacity April | Maximum of CDC Maximum Capacity (OC) Warden's Population 2009 to Meet
6/2/04* | April 2004% 2004 % of DC | Maximum Percentages | as % of DC** | Proposed OC | on 6/30/09° | Warden's OC®
CAMP BEDS 3,588 3,752 105% 100% 3,588 164 100% 3,588
General Population:
Level I - MSFs 4,759
Level I - old design 5,091
LEVEL I TOTAL 9,850 15,751 160% 190% 18,715 -2,964 150% 14,775 29,054 -10,691
Level II - new design 6,406
Level II - old design 9,622
LEVEL II TOTAL 16,028 35,306 220% 190% 30,453 4,853 150% 24,042 31,334 -7,292
Level III - standard 13,252 160%
Level I1I - over/under 2,122 100%
LEVEL III TOTAL 15,374 30,912 201% 190% 29,211 1,701 152% 23,325 38,245 -10,048
Level IV - 180 design 7,510 140%
Level IV - 270 design 6,520 140%
LEVEL IV TOTAL 14,030 21,293 152% 190% 26,657 -5,364 140% 19,642 28,030 -3,591
Reception Center cells 5,646 150%
Reception Center
over/under 256 150%
Reception Center dorms 2,608 190%
RECEPTION CENTER
TOTAL 8,510 20,055 236% 190% 16,169 3,886 162% 13,808 17,628 -3,820
Administrative
Segregation/I11 2,262 150%
Administrative
Segregation/IV 1,152 120%
AD SEG TOTAL 3,414 7,092 208% 150% 5,121 1,971 140% 4,775
SUBSTANCE ABUSE TX 1,056 1,467 139% 140% 1,478 -11 140% 1,478
SECURITY HOUSING
UNIT 2,436 2,780 114% 120% 2,923 -143 100% 2,436 3,165 =729
CONDEMNED 604 604 100% 100% 604 0 100% 604
YOUTHFUL OFFENDERS 82 82 100% 100% 82 0 100% 82
EOP 1,691 2,397 142% 150% 2,537 -140 150% 2,537
PSU 192 248 129% 100% 192 56 100% 192
PHU 24 24 100% 100% 24 0 100% 24 25 -1
TOTAL SYSTEM 76,879 141,763 184.4% 179.2% 137,754 4,009 144.8% 111,309 147,481 -36,172
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Notes for Table 1

1 “Design Capacity” (DC) is based on the following assumptions:

(1) one inmate per cell,

(2) single bunks in dormitories, and

(3) no inmates housed in spaces that were not designed for housing, such as dayrooms, hallways and gymnasiums.
The numbers used here provide a basis for expressing the actual capacity of the prisons as a percentage of design capacity.
Includes new beds at the Delano II facility.

2 The population reflected here is the male felon and civil addict population housed in CDC institutions and camps. This population does not
include (1) women, (2) inmates housed in various community correctional centers, (3) inmates housed in the Department of Mental Health
state hospitals, and (4) inmates housed in county jail beds.

3 “Maximum Operable Capacity” (MOC) is determined through an assessment of experienced Wardens and is expressed as the percentage of
design capacity of the various housing units within the institutions wherein the prison can be operated both safely and can provide
programming for every inmate, consistent with the inmate’s ability. Programming means the provision of education, vocational education, drug
and alcohol prevention and other programs especially for inmates serving a determinate sentence or PV-RTCs, which is consistent with a
renewed emphasis on preparation for re-entry. For the purposes of the process of determining Operable Capacity, it is assumed that (1) all
“bad beds” are closed, thus freeing up program space, and (2) staff with requisite experience are available to manage an effective program.

4 Ad Seg and Level III maximum operable capacities are a weighted average based on the number of beds and the recommendations by bed
type for the different designs.

5 Based on Table 6 in the the Spring 2004 Population Projections, which has fewer breakdowns for inmate/bed types. Campers, Administrative
Segregation, Substance Abuse Treatment, Condemned, Youthful Offenders, EOP, and PSU inmates are included in the projections for Levels I
through 1V.

& Camp beds are included in Level I figures. Ad Seg beds are broken out between Level III and Level IV. Substance Abuse treatment beds
are included in Level ITII, Condemned, Youthful Offenders, EOP and PSU beds are included in Level 1V.
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State of California

LITILE HOOVER COMMISSION

January 25, 2007

The Honorable Arnold Schwarzenegger
Governor of California

The Honorable Don Perata The Honorable Dick Ackerman
President pro Tempore of the Senate Senate Minority Leader
and members of the Senate

The Honorable Fabian Nuinez The Honorable Michael Villines
Speaker of the Assembly Assembly Minority Leader
and members of the Assembly

Dear Governor Schwarzenegger and members of the Legislature:
California’s prisons are out of space and running out of time.

The State already has ceded control to the federal courts for prison mental health, juvenile
justice and the prison health system. In December, a federal judge ordered the State to fix the
overcrowding problem within six months, or face the prospect of a prison population cap.

The State is past the point for assigning blame. The urgency of the crisis demands we look
now to those who can produce a solution. That responsibility lies with the Governor and the
Legislature. You have the authority and, as California’s leaders, must share the duty of fixing
California’s failed corrections system.

A default strategy of waiting until federal judges order needed changes is not governing. The
Governor and Legislature need to take the initiative away from federal courts by demonstrating
you have a better plan. That way, the Governor and Legislature can regain the confidence of
the courts as well as the Californians they govern.

You must assess your options frankly and move forward together on a solution. The Governor
has taken a first step with proposals that acknowledge the key issues and signal willingness to
engage in the process of developing solutions. But proposals have been made before only to
stop short of full implementation. The Governor and Legislature need to lay out plans that
include strategies and timetables for major milestones. And you need to deliver on your
commitments.

The Governor and Legislature must find the political will to move past rhetoric and address
ways to solve the prison population crisis and make good on promises to improve public safety.
“Tough on Crime” sentencing laws have to be judged by outcomes and matched with fiscal
responsibility. To ensure public safety, reforms will have to jettison posturing to make room
for smart on crime policies.

You must act decisively on the problem or turn it over to an independent body, insulated from
politics, that can. Our recommendation and preference is for you to do it yourselves.

The problem does not need further study. The State knows what the answers are, thanks to
nearly two decades of work by such groups as the Blue Ribbon Commission on Population
Management, the Corrections Independent Review Panel and a series of reports by this
Commission.  Despite ample evidence and recommendations, policy-makers have been
unwilling to take on the problem in a purposeful, constructive way.



The consequences of failing to act aggressively now leave the State open to losing control of the
State correctional system and with it, control of the state budget. The debacle developed over
decades. Solutions, likewise, will be years in the making. But making a start now is essential.

The bare facts have earned California’s Department of Corrections and Rehabilitation an
ignoble distinction for systemic failure. Inmates have swelled prisons far past capacity. With
cells already full, new inmates camp out in hallways, gyms and classrooms. The goals of
punishment and confinement have left little room, or budget, for rehabilitation. The bulk of the
State’s prisoners are not succeeding once released. California’s recidivism rate, at 70 percent,
is near the highest in the nation. The ranks of correctional officers have not kept pace with the
rising prison population. The department has thousands of openings, resulting in huge
overtime bills and mounting stress for correctional officers.

These are some of the problems you must solve.

During the past five years, the Department of Corrections and Rehabilitation budget has
surged 52 percent. California taxpayers legitimately can ask what return they are getting in
increased public safety and question the trade-offs the State implicitly makes in spending an

increasing portion of its general fund dollars on corrections.

The status quo is not acceptable. But even federal court intervention, a special legislative
session and a Governor’s emergency proclamation have yet to generate a level of alarm that
reflects the size of the crisis.

The choices are stark. The price of failure is unimaginable. It is not too late to act.

Sincerely,

I ccllolF g .

Michael E. Alpert
Chairman

The Commission approved this report with a vote of 7-1. A dissenting opinion accompanies the
report.
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EXECUTIVE SUMMARY

Executive Summary

California’s correctional system is in a tailspin that threatens public
safety and raises the risk of fiscal disaster. The failing correctional
system is the largest and most immediate crisis facing policy-makers.
For decades, governors and lawmakers fearful of appearing soft on crime
have failed to muster the political will to address the looming crisis. And
now their time has run out.

State prisons are packed beyond capacity. Inmates sleep in classrooms,
gyms and hallways. Federal judges control inmate medical care and
oversee mental health, use of force, disabilities act compliance, dental
care, parolee due process rights and most aspects of the juvenile justice
system. Thousands of local jail inmates are let out early every week as a
result of overcrowding and court-ordered population caps. The State
may soon face the same fate.

The Governor declared a state of emergency. But even that didn’t bring
action, only more reports to federal judges that underscore the fact that
the State’s corrections policy is politically bankrupt. As a result, a
federal judge has given the State six months to make progress on
overcrowding or face the appointment of a panel of federal judges who
will manage the prison population.

For years, lawmakers and government officials have failed to do their
jobs. This failure has robbed the State of fiscal control of the correctional
system and placed it in the hands of federal courts.

The court-appointed receiver for inmate medical care has threatened to<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>