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To: Golding, Michael@CDCR ? 3/ }1 I fl c);.,,i~ -j-4. rJ 1 
Cc: @COCR U, ttcJ-' a.q--~ tlt 
Subject: RE: ML EOP Psychiatry Rule Change Proposition · '-..) 

~D t~"1 (-e Vi~:(;\€._ mbers I do let them know when we make a major 
No we don't tell them about every change. Smee they use our nu k" d. 5 d f II W 
change that has a significant impact. For example, the change we are ma mg rega~ _mg ,, ay O ow ups. e can . 
certainly change the rule back to 30 days if you believe that speaks more to the spirit of monthly"· The problem is and 

has always been that the Program Guide is not always written clearly- at leaSt not as co3~~etely as needed for 
computer rules. For example Does monthly mean once per month? Does it mean every ays? 

Do you want us to change it back? 

-Ph.D.,CCHP 

DHCS Mental Health Program 

-(cell) 
-{desk) 

Save Our 
water 
i,..,. ... ,waya»--•­
'"'"" CelW.,,.ia'e -~•ll'C II ... - ..... 
CONFIDENTIALITY NOT/Cf:: Thi commu111cocion and coritenis may have s ' nsit1ve, ronfidentwl and/or legal(v pnvileg cl information, Any 
unau thorized disclosu re. dis riliu ion, nr action in reliance on the concents of this communicadon is s rictly pr-ohib1ted and m(ly be unlawful. If 
you are not the intended rPup,c- r. please contacl the sender 'J d dr. troy all events of this communicocion. For IT issues contact O!if Solu tions 
Center ac I-888-735-3470. 

From: Golding 1 Michael@CDCR 
Sent: Wednesday, March 22, 2017 3:01 PM 
To @CDCR 
Subject: RE: ML EOP Psychiatry Rule Change Proposition 

HI, 

Thanks. I hope you are doing well. 

My rules would be very different. I have no doubt the court experts would not agree with me 11 

But thank you for letting us look at this.- is reporting that even the 4th visit or so for an inmate is 45-days after 
the last visit, even if the patient does not move to another locations. If she is right about that, that does seem to very 
clearly violate the program guide. So check this out: If a psychiatrist sees somebody 7 weeks after their last 
appointment (three weeks after the program guide says for once monthly EOP visits), we will report to the court that the 
person is 6/7 or 86% compliant. Hmmm. That does not pass the sniff test. Three weeks late for mandatory month1Y 
appointments and we are 86% compliant? That seems weird 11 

I am more concerned that if we change a rule, and if that rule has a large impact on our numbers and what we report, 
we probably ought to let the court know. I am now wondering whether they have seen all of the updates that could 
have made a significant change in the way we report our numbers. Have we done a lot of this? It may be that th is 
change has no real impact on the numbers. If so, then I get it. I just think that should be evaluated. 
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/ Has anything we are giving the court for staffing incorporated these new rules, ':"'ithout at least looking at how much the 

reporting will change the% compliance that we are telling the court? It started m December. For example we are 
looking at EOP Timely Compliance between 8/1/2016 and 1/31/2017 which would utilize the new rule (presumably) for 

two months. 

By the way, this has nothing to do with my personal opinion I If it were up to me, I would group all CCC and EOP together 
and maybe separate inmates by level of violence, so that the non-violent can have access to safety (and create) a reason 
not to be violent. I personally would give clinicians far more choice about how frequently to see patients, etc. and judge 

outcomes (30 day readmission rates, rates of hospitalization, etc.) But it is not up to me. 

Best, 
Michael 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 

California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 

Email: michael.golding@cdcr.ca.gov 

Save Our 
water 
Learn easy ways to save water 
durJng California's drought at 

SaveOu rWater. com 

From:-@CDCR 
Sent: Wednesday, March 22, 2017 2:14 PM 
To: Golding, Michael@CDCR 
Cc:-@CDCR 
Subject: FW: ML EOP Psychiatry Rule Change Proposition 

Here is the original req~est. Some of the issue is the computer is literal. PG says "Monthly". We previously translated 
that to every 30 days, since mos~ months have around 30 days. Julie's email below though explains how the new rule 
actually can also meet that requirement. Let us know if you disagree and want it changed back. 1 thought I consulted 
with you on this (at least I should have). We always try to keep the rules as true to the PG rules as ossible while also 
ensuring patient care is the focus. P 

DHCS Mental Health Program 
(cell) 
(desk) 
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/
SaveOur 
water 
i.-_, .. .,. ...... .­
._.,,, C11».Mll'1 ,,....,,. • 

~ .MIii 

CONFJDENT/AllTY NOTlCE: This communication and contents mav have sensir:ive, confidentia l and/ or legal(v privileged lnforr11 allun. Any • 
unauthorized disclosure, distribution or action in relian ce on the ~onten ts of this communication is strictly pro/Ji/Jited and may be unlaw[uf. IJ 
you are not the intended recipient, please contact the sender and destroy all events of thfa· rnrnmunicution. for IT issu, con We t' our SoltJtions 
Center at 1-888-735-3470, ' 

From:--@CDCR 
Sent: Wednesday, March 22, 2017 2:09 PM 
To:--@CDCR 
Subject: Fwd: ML EOP Psychiatry Rule Change Proposition 

Sent from my iPhone 

Begin forwarded message: 

From:•--@COCR''~> 
Date: December 5, 2016 at 1:57:15 PM PST 
To: "COCR MHPolicyUnit@CDCR" <m MHPolicyUnit@cdcr.ca.gov> 
Cc: •-~@CDCR" cdcr.ca. av>, •--@CDCR" 

cdcr.ca . av>, •--@CDCR" cdcr.ca . ov> 
Subject: ML EOP Psychiatry Rule Change Proposition 

Good Afternoon, 

I would like to propose an update to the EOP Psychiatry rule. Per the Program Guide 12-4-9 a 
psychiatrist will see each EOP inmate patient monthly ... We have found that the rule of once every 30 
days makes it very difficult for the doctors to schedule their caseloads to be seen if they have time off, 
etc. Most doctors would like to continue continuity of care, therefore when they take a week off they 
would be able to schedule the inmates to be seen around that week and still remain compliant, without 
needing backup coverage. I spoke with Dr. leidner and we discussed how the rule could be rewritten to 
still remain compliancy within the once a month rule . 

Psychiatrist contact due within 45 days or within one calendar month of the previous contact, whichever 
is shorter. 

An example: 
If an inmate was seen on March 201\ then he would have to be seen by April 30th which would not 
exceed one month, or if an inmate was seen on the 1st of the month, then he would need to be seen by 
the 15th ofthe next month in order to be compliant with the once monthly rule. 

The way the ru le is written now, once every 30 days, actually makes for more than 12 contacts per 
year. An inmate seen on the 1:s\ would have to be seen on 30th of the same month. 

With psychiatry retention so low here at CHCF, we are trying to find ways to make the job more 
appealing to the doctors and I think that with this small change in the verbage, it would help them to 
feel like we are trying to work for them and help make their jobs more manageable. 
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I 
I 

0 - - ----- ---

CONFIDENTIALITY NOTICE: This communication with its contents may contain confidential and/or legally privileged 

information. It is solely for the use of the intended recipient(s). Unauthorized interception, review, use or disclosure is 

prohibited and may violate applicable laws including the Electronic Communication Privacy Act. 11 you are not the 

intended recipient, please contact the sender and destroy all copies of this communication. Thank you. 
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Total Allocated Total Filled Precent Vacant 

Mental Health Staff Psychiatrist Staffing vs Compliance 

2/23/2017 

Timely Psychlarty Contacts' Psychiatrist Continuity of CareJ 
(Access to Care Banner) (Quality of Care Banner) 

MAPIP"' 
(QM Dashboard-Pop 
Health Management) 

SITES January 2017 January 2017• January 2017 .. 8/1/2016-1/31/2017••· 8/1/2016-1/31/2017··· 8/1/2016-1/31/2017••· 
ASP 

CCI 

CCWF 
CHCF 

OM 

CIW 

CMC 
CMF 

COR 

CRC 

CTF 

DVI 
FSP 

HOSP 
KVSP 

LAC 

MCSP 

NKSP 
PBSP 

PVSP 

RJO 
SAC 

SATF 
sec 
SOL 

SQ 

SVSP 

VSP 

WSP 

Footnote 

5.0 3.6 71" . 100% 
7.0 4.S 65" 91" 

12.0 7.5 63" 97" 
24.0 17.4 73" 72" 
12.0 10.S 88" I 99" 
9.0 8.4 93% 97" 

19.3 15.5 80% 99" 
17.0 13.7 81" 99" 
14.5 9.6 66" 84% 
6.0 5.5 92% 

, 
93" 

7.0 4.3 61" I 92" 
4.5 5.1 113% [ 100% 
3.0 3.4 112% 97" 
6.0 4.0 67" ( 99" 
9.0 4.2 47" 88% 
13.0 8.6 66" 86% 
17.0 14.7 86" 87% 

11.0 7.0 64" 98" 
4.0 3.0 76" 86% 
5.0 4.0 81" 98" 
16.0 12.2 76" 78% 

22.0 11.7 53" 66% 

17.0 9.0 53" 95" 
3.0 3.0 100" 

- 100% 

7.5 4.0 53" 84% 

9.0 13.3 148% 99" 
13.0 5.8 45" 78% 

11.0 7.0 63" 73% 

10.0 7.1 71" 98" 

1 Percentage of patient-weffl during which patients were up-to-date on their required psychiatry contacts. 

2 Percentage of psychiatrist contacts seen by the most frequent provider. 

N/A 100% 

N/A 93" 

99" 92" 

88" 92" 
N/A 95" 
75% 98" 

97" 98" 

89" 97% 

58% , •. 
98" 

N/A 99" 
N/A 95" ·, 
N/A 99" ' 
N/A 96" 

I N/A 94" 
59% 95" 
55% 89% 

84% 90% 

N/A 93" 

- - N/A 92" 
I . N/A - 100% 

73% 96" 
81% 89% 

' ~ 93" 96" 
I f., N/A 96" 

N/A 92" 
r 98" - 96" 

90% 90% 
81% 99" ~ 

N/A ., 
78% 

An psychiatry contacts seen in person during the 5 months before the start of the reportinc period through the end of the reporting period (6 months total) for any patient who has been EOP in 

the same housing program at the same institution, without Interruption, for the past six months. 

3 Percentages In th is column represent the average compliance for MAPIP Measures lA-lG. These percentages do not capture MAPIP Measure lA-lG that are baseline. 3 months or triggered by 

medication dose changes. 

• Includes registry 

.. Percentage compliance< 90% highlighted In red 

• •• Percentage compliance> 90% highlighted in green 
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ase 2:90-cv-00520-KJM-DB Document 5591 Filed 03/30/17 Page 14 of 18 

1 clinical psychologists, psychiatrists, licensed social workers, and therapists (including registry 

2 and supervisors). (Tebrock Deel. ,r l 0.) These staff serve patients in approximately 6,900 

3 Enhanced Outpatient Program beds, 450 Mental Health Crisis Beds, and eighty-five Inpatient 

4 Acute or Intermediate Care beds. (Tebrock Deel. ,r 9.) Over the past year, inmates were seen 

5 timely by their primary clinician ninety percent of the time, by their psychiatrist ninety percent of 

6 the time, and by their treatment team ninety-eight percent of the time. (Tebrock Deel. ,r l 0.) 

7 To ensure medication monitoring for its patients, CDCR uses a detailed monitoring to~l 

8 titled "Medication Administration Process Improvement Process." This tool facilitates necessary 

9 and appropriate systemic monitoring of medication management, including blood levels, for the 

10 following types of medication: (l) Antipsychotics; (2) Clozapine; (3) Mood Stabilizers, including 

11 Carbamazepine, Depakote, and Lithium; and (4) Antidepressants. CDCR clinicians generally 

12 maintain high levels of compliance, with most institutions achieving compliance above the 

13 ninety-fifth percentile. {Tebrock Deel. ,r 11, Exh. 1.) CDCR's systemic, statewide compliance 

14 with its medication-administration measures totals ninety-six percent over the past twelve 

15 months. (Id.) 

16 CDCR clinicians, and particularly its psychiatrists, provide quality treatment at very high 

17 compliance rates despite the current staffing vacancies. (Tebrock Deel. ,r 8.) Eleven institutions 

18 with staffing-vacancy rates under ninety percent achieved greater than ninety percent compliance 

19 for psychiatry services. (Id. & Exh. 2.) For example, at Avenal State Prison, despite a twenty-

20 nine percent vacancy rate for psychiatrists, the clinical staff achieved a 100 percent compliance 

21 rate for timely psychiatry contacts and medication management. (Id.) Similarly, the institution 

22 with the highest staffing-vacancy rate for the period, Salinas Valley State Prison, with only 5.8 of 

23 thirteen psychiatrist positions filled (a fifty-five percent vacancy rate), again showed satisfactory 

24 mental health performance indicators in certain areas: ninety percent for psychiatry continuity of 

25 care, ninety percent for medication management and seventy-eight percent for timely psychiatry 

26 contacts. (Tebrock Deel. ,r 8, Exh. 2.) 

27 In describing vacancy rates, the Staffing Report mischaracterizes CDCR's staffing as 

28 "static." (Staffing Report at p. 6.) In reality, over the past three years as the population requiring 
12 

esponse to 
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Golding, Michael@COCR 

From: 
Sent: 
To: 
Subject: 
Attachments: 

Hi Dr. Golding, 

~~CDCR 
'WecJ"iiesday, April 12, 2017 1:16 PM 
Golding, Michael@CDCR 
New EOP compliance rules 
CHCF January 2017 compliance EOP.pdf 

412 /11 ~ 

I have been reviewing Dashboard Psychiatrist Contact Timeframes compliance data, and ran across something that I 
thought would be of interest. As previously discussed, the EOP follow-up appointment timeframe was changed in 
December to "within 45 days or within one calen·dar month of the previous contact, whichever is shorter", rather than 
30 days. I discovered in Dashboard that this means if someone is seen by the end of the following month, they are 
considered compliant. For example: 

Patient A is seen 12/2/16 for a routine EOP psychiatry appointment. Current Due Dates states his next appointment is 
due by 1/16/17 (45 days later). The compliance checks are done every Sunday, so on 1/1/17, 1/8/17, 1/15/17, 1/22/17, 
and 1/29/17 the program checks to see if the psychiatry contact timeframe is still within compliance. Since the next 
appointment is due 1/16/17, the compliance checks on 1/1, 1/8, and 1/15 all state "Yes" for compliance. However, the 
compliance checks on 1/22 and 1/29 also state "Yes" for compliance, because it is not yet the end of "one calendar 
month", if you interpret that to mean the entire month of January. This means the compliance for this EOP patient 
would be 100%, despite going almost 2 months (from 12/2/16 to 1/31/17) without being seen by psychiatry. 

Further, let's say this patient was seen on 12/2/16, and his next appointment was not until 2/3/17. The weekly 
compliance checks in December and January would all state "Yes" for compliance. The first compliance check in 
February is on Sunday, 2/5/17, so all of the weekly compliance checks in February and March will state ,,Yes" for 
compliance because they'll see he was seen on 2/3/17. This EOP patient was seen twice in four months, yet is listed as 

100% compliant for all of those months. 

Last note, since compliance is checked weekly, the longer you can stretch that compliance interval, the less impact being 
out of compliance will have. If you use a strict 30 day deadline, and are late in seeing the patient by 1 week, your 
compliance percentage will be 4/5 = 80% (because you have 4 weeks of compliance, and 1 of non-compliance). If you 
stretch the interval of compliance to almost two months (e.g. from 12/2/16 to 1/31/17) like the compliance reports are 
currently doing, and again are late in seeing the patient by 1 week, your compliance percentage is now 9/10 = 90% 
(because you have 9 weeks of compliance, and 1 of non-compliance). 

Hopefully this all makes sense. I attached a compliance report for one of the yards at CHCF for the month of January, 
and highlighted the relevant entries to help clarify the above. Let me know if you have any questions. 

,MD 
Senior Psychiatrist, Specialist 
Elk Grove - Headquarters 
California Department of Corrections and Rehabilitation -Cell phone:-
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Golding, Michael@CDCR 

From: 
Sent: 
To: 
Cc: 
Subject: 

Golding, Michael@CDCR 
Thursda , May 11 , 2017 2:47 PM 

@CDCR 
@CDCR 

FW: EHRS MA question for-

from what I understand there are powerplans that have all PG required appointments embedded in the business rules 

so the schedulers (OTs) schedule the appts within PG timelines. So a separate order to schedule an appt sounds like it 

may be a workaround and having a separate scheduling process puts the PG timelines at risk. -
Hi-

With all due respect, I think we should also loop in the psychiatrist, 111111, as you suggest looping in the psychologist 

- · I know you don;t know~ well, which is perhaps why you did not think of him. 

No one knows more about psychiatry scheduling (using the EHRS) tha~. I know you don't know the history of the 

implementation of the EHRS and the effect it had on our psychiatry team, but there is quite a history. Psychiatrist don't 

practice as efficiently in CDCR because we utilized the CDCR model of psychologist as clinical-decision-maker and 

psychiatrist as consultant, when designing the EHRS for psychiatrists. 

111111 was placed under the leadership of psychologists and outnumbered in decision making by psychologist (as 

consultants and at HQ) 3-4 to 1 when deciding about multiple EHRS decisions involving psychiatric clinical practice in 

CDCR.111111 was forced to train psychiatrists on the EHRS (by himself!!) at 14 institutions, when psychologists had 5-6 

people, medical physicians 5-6, nurses had many, etc. He stayed and worked nights, weekends and holidays. There are 

as many psychiatrists as medical physicians and somehow it was thought OK that psychiatrists should have one 

representative to cover the whole state. The EHRS leadership team for some reason had little interest in what our HQ 

psychiatrist-) might want or need to help psychiatrists practice in the field or be trained. 

111111 fought valiantly and by himself to try to enable psychiatrists to have just a little bit of flexibility and efficiency in 

their EHRS practice, including in utilizing the scheduling functions. The fact that he didn't lose all his battles (I conjecture) 

will soon become more apparent, as I suspect the efficiency of psychiatrists (in numbers of patients seen per day) will 

not be as compromised (prelim data suggests) as the compromise in the efficiency of others. - at some point 

seemed to get that there were problems with the EHRS arrangement and made and is making welcome changes. You are 

a very welcome change I 

But you are new and I hope you will begin to see-as a brilliant, kind, talented, and underappreciated resource who 

can help people with EHRS questions. We have already begun imposing the CDCR psychologist-clinical 

leader/psychiatrist-consultant-model on DSH, as questions about the EHRS have come up. Even as DSH begins to follow 

the CDCR model ancai. is not the person who primarily is allowed to make decisions about EHRS psychiatry questions 

at DSH, perhaps you would be willing to loopllllll in just at HQ (as you looi:allll in), when HQ questions come up and 

psychologists are determining how psychiatrists will clinically use the EHRS. 

Maybe even in the future, it will be relevant thatllllll knows more about the psychiatric use of the EHRS than anyone 

else. [This comment is not directed at you,-• I know you are aware of none of this I :-)] I actually think that if we 

start treating~ as a psychiatric leader when it comes to the psychiatric use of the medical record, our inappropriate 

psychologist/psychiatrist model may not continue to infect DSH. We can change CDCR for the better and perhaps not 

damage (much) clinical practice at DSH if we can start at HQ. · 

1 
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/ 
. , . tf. o.. T I ( I ).u l 1 G) . 

I hope this letter is not upsetting. I don t mean 1t to be. You have been wonderful (really). But there 1s much behind the 
angry refusal of all (100%) of our colleagues in the leadeirship meeting to allow the executive directors of DSH to come to 
leadership (CMH) meetings. They said explicitly (and you heard) that psychiatrists and other leaders at DSH and CDCR 
are not and will not be the top leaders of CDCR, so they can't come, while the psychologist (CM H' s) can. I said nothing 

during the meeting. 

The problem is that our leadership team is correct in their assessments of the current role of psychiatrists in CDCR. And 
they essentially explicitly admitted that they expect tha1t the DSH leadership will not really be the leaders like the 
psychologist chiefs of mental health will, because they don't want the DSH executive directors at the CMH meeting. 
That's why DSH psychiatrists are so afraid of us. They know (very accurately) exactly what we are. Somehow DSH 
psychiatrists have been able to guess exactly what our lt~adership thinks, despite what we say to them in public I 

Our leadership team may have made a faux pas in their public claims about psychiatry in CDCR and about how they see 
their DSH colleagues in the future. What they said did n1ot look good (to me and you). But sometimes a/aux pas occurs 

when people are caught in the act of telling the truth I 

There is also much behind the (per Dr-) Hnuclea1r reaction" of the CMH's when they heard the news that 
psychiatrists might be able to make independent clinical decisions about patient care in CDCR, because they no longer 
would answer to the psychologist CM H's who were empowered to make controversial clinical decisions about patient 
care. And there is much behind at least one CE O's insistence that there must be one decision maker (the Psychologist 
Chief of Mental Health), if there is a disagreement about issues, which frequently are clinical issues. Many CEOs and 
psychologists apparently don' t understand the medical practice act, the law, or what good treatment of patients 
require. 

But I am (now) really telling you that .. is good I Please consider-when you have questions about how 
psychiatrists should be allowed to clinically use the EHRS. Consider looping him in. I say that not because psychologists 
can't ably represent psychiatrists. They can and have. There are many wonderful ones in CDCR who have fought very 
hard to enable psychiatrists and psychologists to mutually a.ssist each other in caring for patients. But in this 
environment, some of them have not always done so. Just think about how a gentle and brilliant man like- was 
treated by the HQ EHRS team last year and you'll get th1e idea. 

I will loop .. into the discussion about scheduling for psychiatric patients in the EHRS, because he still happens to 
know the most about the issue, even if the psychiatrist iis considered the consultant to the psychologist in how the 

psychiatrist will use the EHRS. 

Thanks, 
Michael 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilitation 
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Phone: 916.662.6541 
Email: michael.golding@cdcr.ca.gov 

Save Our 
water 
Learn easy ways to save water 
during California's drought at 

SaveOurWater.com 

From: Golding, Michael@CDCR 
Sent: Thursday, May 11, 201710:13 AM 
To:--,,@CDCR 

Cc:--@CDCR;--@CDCR 
Subject: Re: EHRS MA question for-

Hi, 
I think there are medical practice act and licensing board considerations associated with not allowing psychiatrists to 
have significant impact on deciding when appointments are made. 
I am not a lawyer, but my guess is that it is illegal if it has happened. lf the EHRS mental health leadership has suggested 
that we now begin enforcing these types of determinations, I would be surprised Surely they have not I 
Dr.- is pointing out that scheduling is a completely different issue (and mechanical process) than asking for 
scheduling to occur, which is what psychiatrists (and their MA assistants need to do). 
But if the EHRS leadership in mental health and our executives think psychiatrists should not be able to influence this 
process of when patients should be seen; that is, if-attempts-to allow psychiatrists to make suggestion to OT's 
about when patients should be scheduled is misguided, please feel free to let me know. 
At that point I think we would need to consult CDCR attorneys for further clarification. 

Best, 
Michael 

Sent from my iPhone 

On May 11, 2017, at 9:32 AM,-_,@COCR 

I am thinking about the many PLO memos for'SVSP regarding OTs deciding when to schedule the 
patients. Not good. I'm not an expert on ehrs but would assume the physician would need to send an 
order of what they want .• would know. 

Sent from my iPhone 

On May 11, 2017, at 9;18 AM, @CDCR 

Hi Michael....from what I understand there are powerplans that have all PG required 
appointments embedded i_n the business rules so the schedulers (OTs) schedule the 
appts within PG timelines. So a separate order to schedule an appt sounds like it may 
be a workaround and having a separate scheduling process puts the PG time lines at 
risk. I am not an EHRS expert by any means .... thls is just my understanding. 
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/ The agreement with the development of the MA classification with Cal HR and the State 
Personnel Board is that they will not do OT duties, including scheduling. I hope this 
helps clarify. Thx 

-
From: Golding, Michael@COCR 
Sent: Wednesday, May 10, 2017 3:20 PM 
To: @CDCR 
Cc: CDCR 

Subject: FW: EHRS MA question fo-
I was not at the labor table with you so I want to clarify something about the agreement 
that our negotiators made for the nursing MA's that will help psychiatrists in certain 
ways. 

Creating an order for someone to do scheduling (a completely separate EHRS proces.s) is 
not considered scheduling, is it? 

The MA should be able to do an order for scheduling (but not the scheduling), as 
directed by the psychiatrist? Right? Otherwise the psychiatrist has to do the orders 
needed to ask for scheduling, which is a waste of time for the psychiatrist. 

It seems obvious to me, but I wanted to double check. 

Thanks, 
Michael 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.golding@cdcr.ca.gov 

<image002.jpg> 

From:-@CDCR 
Sent: Wednesday, May 10, 2017 3:02 PM 
To: Golding, Michael@CDCR 
Subject: EHRS MA question for-

Hi Michael, 

When you have a minute, would you be able to ask- about the details of 
the "MAs cannot schedule" negotiated in the labor agreement? There are two 
separate processes, and I am trying to salvage one for our MAs. 

"' 
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I 

I Scheduling: As I am beginning to understand in the last 24 hours, MAs cannot 
actually schedule an appointment. I think this is what was referred to in the MA 
labor negotiations. That is fine. Mey 11, 1-ov7 <f) 
Ordering a scheduling order: This is NOT scheduling, as the order is just a 
request to the scheduler to make an appointment. This is what we want to have 
the MAs be able to do on behalf of the Psychiatrists. I am flexible on whether 
they can write the order directly to the scheduler, or write the order for the 
Psychiatrists and have them co-sign the order. 

For whatever reason, this is getting a lot of traction in the last 24 hours. I don't 
know why. 

Thanks, 

-
-.M.D. 
Senior Psychiatrist, Specialist 
Elk Grove - Headquarters 
California Correctional Health Care Services 
California Department of Corrections and Rehabilitation 

desk 
er.ca. ov 

<image003.jpg> 

<image002.jpg> 

IMPORTANT WARNING: This message is intended for the use of the person or 
entity to which it is addressed and may contain information that is privileged and 
confidential, the disclosure of which is governed by applicable law. If the reader of 
this message is not the intended recipient, or the employee or agent responsible to 
deliver it to the intended recipient, you are hereby notified that any dissemination, 
distribution or copying of this information is STRICTLY PROHIBITED. If you have 
received this message by error, please notify us immediately and destroy the 
related message. You, the recipient are obligated to maintain it in a safe, secure 
and confidential manner. Re-disclosure without appropriate patient consent or as 
permitted by law is prohibited. Unauthorized disclosure or failure to maintain 
confidentiality could subject you to penalties described in Federal and State Law. 
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MHPC Discharge MHMD DIKharge Prescribed Discharge medication 

CDCR# Summary? Summary? Any Indication that psychlatrlst .wel1hed In on discharge? meds7 Institution order? 

No. MHMD progress note (8/24/17) states "Plan/Disposition: -Pt 

to be leaving soon. •Continue full issue and suicide precautions. • 

Yes (8/24/17) No Retain In MHCB. -Follow up in 3-4 days or sooner If needed." No CHCF N/A 

Yes. In Master Treatment Plan on dav of discharge PC wrote 

"Psychiatry notified pt that psychiatric medications are available 

at CCCMS, If desired." Also, MHMD progress note two days prior 

Yes {8/21/17) No to discharge stated patient was stable for discharge at next IDTT. No CHCF N/A 

No. MHMD progres.s note (8/18/17) states "This man's affect was 

depressed and suicidal ideas were presenC "Continue Zyprexa 

40 mg by mouth dally at bedtime number to continue follow-up 

~ 
Yes (8/21/17) No every 2-3 days." Yes CHCF ~ Yes, on 8/21/17 

Unable to assess 

Yes (8/10/17) Yes (8/10/17) Yes Yes CHCF (encounter deleted) 

Yes (8/29/17) No Yes. MHMD progress note (8/29/17) states " D/C to EOP." Yes CHCF Yes, on 8/29/17 

Yes. MHMD progress note (9/3/17) states "Will be discharged to 

Yes (9/3/17) No EOP LOC at next ldtt". Yes CHCF Yes, on 9/3/17 

Yes. MHMD progress note (8/29/17) states "Continue current 

medication without change with the referral of the patient to 

No No EOP." Yes CHCF Yes, on 8/28/17 

Yes. MHMD progress note (8/15/17) states "Awaiting EOP 

Yes (8/17 /17) No discharge, continue MHCB for the interim." Yes CHCF Yes, on 8/17/17 

No Yes (8/30/17) Yes Yes SAC No 

Psychiatrist 

wrote the 

discharge 

Ye.s (8/22/17) Yes (8/22/17) Yes Yes SAC No order 

• No Yes (9/12/17) Yes Yes SAC No 

No Yes (8/28/17) Yes Yes SAC Yes, on 8/30/17 

No Yes (8/24/17) Yes Yes SAC No 

No Yes (9/5/17) Yes Yes SAC Yes, on 9/12/17 

No Yes (8/30/171 Yes Yes SAC No 

Psychiatrist 

wrote the 

discharge 

No Yes (8/29/17) Yes Yes SAC No order 
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No. No mention In MHPC Discharge Summarv, MH Master 

Yes(8/28/17) No Treatment Plan, or last MHMD Progress Note. Yes CMC Yes, on 8/28/17 
No. No mention in MHPC Discharge Summarv, MH Master 

Yes (8/24/17) No Treatme,nt Plan, or last MHMD Progress Note. Yes CMC Yes, on 8/24/17 
No. No mention in MHPC Discharge Summarv, MH Master 

Yes (8/24/17) No Treatment Plan, or last MHMD Progress Note. Yes, CMC Yes, on 8/24/17 
No. No mention in MHPC Discharge Summarv, MH Master 

Yes(8/29/17) No Treatment Plan, or last MHMD Progress Note. Yes CMC Yes, on 8/29/17 
No. No mention in MHPC Discharge Summarv, MH Master 

Yes (8/28/17) No Treatment Plan, or last MHMD Progress Note. Yes CMC Yes, on 8/28/17 
No. No mention in MHPC Discharge Summarv, MH Master 

Yes (8/28/17) No Treatment Plan, or last MHMD Progress Note. Yes CMC Yes, on 8/28/17 
No. No mention in MHPC Discharge Summary, MH Master 

Yes(9/6/17) No Treatment Plan, or last MHMD Progress Note. Yes CMC Yes, on 9/6/17 

~ Yes. MH MD Progress Note (8/22/17) states "Discharge from CTC 
Yes (8/22/17) No EOP Faciility D PC2602 with 5-Day Follow Up" Yes CMC Yes, on 8/22/17 

No. No mention in MHPC Discharge Summary, MH Master 
Yes (9/14/17) No Treatment Plan, or last MHMD Progress Note. Yes SVSP No 

No. MH MTP states "The IDTT team ls in agreement with 
discharging patient to EOP LOC", but the MHMD Progress Note 
(dated 9/20/17) does not mention discharging patient, and MHPC 

~ 
Yes(9/20/17) No Discharge Summary does not mention psychiatry involvement. Yes SVSP No 

Yes. MHIMD progress note (9/22/17) states "Patient to be 
Yes (9/22/17) No discharged to the yard." Yes SVSP No 

No. No mention in MHPC Discharge Summary, MH Master 

I 
Yes (9/26/17) No Treatment Plan, or last MHMD Progress Note. Yes SVSP No 

No. No mention in MHPC Discharge Summarv, MH Master 
Yes (9/26/17) No Treatment Plan, or last MHMD Progress Note. Yes SVSP No 

No. No mention in MHPC Discharge Summary, MH Master 
Yes(9/21/17) No Treatment Plan, or last MHMD Progress Note. Yes SVSP No 

C: 
No. No mention In MHPC Discharge Summarv, MH Master 

Yes(9/22/17) No Treatment Plan, or last MHMD Progress Note. Yes SVSP No 
No. No mention in MHPC Discharge Summary, MH Master 

Yes(9/14/17) No Treatment Plan, or last MHMD Progress Note. Yes SVSP No 
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5, >-0 t 7 • 

• 

Gonzalez, Melanie@CDCR 

Fr,om: 
Sent: 
'TO: 

Subject: 
Attac,hments: 

Hi, 

,, 1-:S (, {/.(,(tt/1 

Golding, Michael@CDCR 
Tuesday, September OS, 2017 2:49 PM 

@CDC~ CDC~ 
,cDCR 

image00ljp·g 

PJe,ase d0 not forward, copy, print, or discuss unless ethically or legally obligated .. 

~. CDCR; 

The root cause analys.is committee .is (cor.rectly) documentin&that h,ad the psychiatrist not d'iscontinued the 
antipsychotics., the event ma·y not have occurr·ed. The.y go into detail about that .. That does not argue that the 
psy,chiatr".st. should not have discontinued the medication,s. 

• 

But it is absolutely also correct to say that had the psychologist called the p.sychiatrlst on a ps.ychotic patient (who was 
documented to be repeatedly screaming over 4•hours), medications (forced or otherwi·se) mi.ght h.ave saved her eye. 
They refuse to say that which I find problematic. 

Best, 
Mich.aet 

Michael Go,ldlng, M.D. 
Statewide Chief Psychiatr·ist 
Mental Health Suppa.rt Program 
Califo.rnia Department of ·Corrections and Rehabilitation 

Phone: 916~662.6541 
Email: michael.golding@cdcr"ca.gov 

Learn easy ways to uve water 
d1uring ,California'• drought at 

SaveOurWater .c.om. 

From: ·Golding, Michael@COCR 
Sent: Tuesday, September 05, 2017 1:51 PM 
To. .C'DCR 
Subject: Fwd 

Hi, 

• 

Conclusion: Please let me know your thoughts._ We could begin .a process of- elevating t 'hese concerns, or we could try to 
manage import,ant documenta,tion and educaitio.n locally. 

1 
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I am going to get more informa.tion from the CIW 

At this point, I think it's rel1atively simple~ Some execu.tIve overseeing the, root-ca.use-a.na·lysis comm,ittee actua1I·y needs 
to pursue further i,nvestigation or trust the exi:sting documentation. The patient was grossly psyc:hotic (religious.ly 
preoccupied) and screamin:g multiple times fo,r four hou·rs, as documen-ted in the cha~rt. Why nur.ses would somehow 
retrospectively not remembe.r that (see Dr., 1s .note ,below') is remarkable a,nd worrisome. 

A simple fi,x, con,sistent with the documentation in the chart, is to add a box to ·the root cause anal,ys,is chart saying that 
we 'might have prevented the enucleation had t.he psychiatrist been called about the (d,ocu,mented) many hours of 
s.cr·eam,ing a.nd docume.nt-ed g·rossly psychotic behavior, 

The unwillingness of our psychologists to even consider t,hat the. enucleation might h,ave been prevented (had the 
psychologist called the psychiatrist wh'ile adm'itting a documented screaming and psychotic patient). is quite co·ncerning­
Thi's is true ev-en if somehow t.he psychologist didn't tell the psychiatrist th.at the ps,ythiatrist didn't need to be called 
because the p,atient wouldn't take the medicines. 

It speaks ,to a much more global problem in, CDCR about what the "full scope of pra·ctice of psychalogists11 (now being 
enabled also in our ·p1Ps) in CDCR, means: For practical purposes, it seems to mean that certain psychologists w·i,11 
d1evalue o,r -refuse to consider medical iss·ues a.n,d so p,ractlce medicine withou,t a license (by discharging a_nd admi'tti·ng 
p,at1ents. without medi,cal considerations). Of course this, is dang·erous for o-ur patients. 

' 
Multiple of my team m,embers (including me whe·n I wo,rke-d br_iefly at CH·C.F) know from person,al .experience that 
cert.a.in ps-ychologists very muc:h try to enable this· un-safe pra,tti'ce, (I was ··personally instruct~d by a ps·ychologist at CHCF 

. . . 

to write discharge meds on a :Patient whom I d·idn,'t: know,. Worse, the psychologist writing ·the di.scharge knew absolute'ly 
nothing releva,nt about the patient he was discharging .. And at the ti-me and FAPP now, psych,ologists ar-e the su,pe,rvisors 
of psychiatrists. 

i would like to get this particular ase S'o•rted out with a· bit of education and documentat·on on the root 
cause analysis leve1I) here loca'lly at HQ. I think that's simpler. 

B,J't if not, I am getting convinced that a new unbiased evaluation of th,e events with eeds to cc.cur. 
-

Pe.rhaps an HQ 'psychiatrist could insist with a new investigation .. Or perhaps investigators outside of CD,CR should be 
involved if we arre unable to manage gatherin.g reievan,t facts. 

A psychi·atrtst was not· involve,d with the investigation, w·hile nurses and psycholo.gists came to the contl-us.ion that :nurses 
,and psyc.hologists didn1t need to ca,11 the psychiatrist. 

Conclusion: .Please let me know your thoughts .. We could b-egin a process of elev·ating these conce 1rns, or we could try to 1 

h-andle this locally. · 

I am going to get eve1n more information from the CIW 
information about this case-

Best, 
Michael 

Dr. She know$ a whole lo, of factu:al. 

2 
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/ 

Sent from my iPhone 

Begin forwarded message: 

From: "Golding, Michael@CD.CR" <Michael.Golding@cdcr.ca·.gov> 
Date: September 5, 2017 at 12:38:53 PM PDT 
To:' @CDCR" : cdcr.ca. ov> 
Cc: ' @CDCR" · cdcr.ca. ov> 
Subject: R. 

Hi, 

Can you give me the name of the tech who documented the screaming nearly every 15-minutes that 
(according to Dr. discussion with nu.rsing) did not occur. 

Could you also give me the name of the psycho_logi•st who allegedly said to you that there was no need 
to call the psychiatrist because the patient would not have taken meds? 

It's odd t.hat they are reporting that the d·ocumeoted screaming wasn't occurring and that the 
psychologist whom (you say) told you that the psychiatrist wasn't called because the patient wouldn't 
take meds, somehow didn't actually say that. 

This is making me more and mo.re curious. 

Best, 
Michael 

Sent from my iPhone 

On Sep 5, 2017, at 11:18 AM, 

Hi Michael,. 

·cocR < cd.cr.ca. ov> wrote: 
•• 

I've spoken with Mr, the chair of Patient Safety about your concerns. Given that 
there were no other reports of-"screaming" and nursing is aware of the indications for 
notifying the psychiatrist on call, we have decided to not add the item you 
requested. The final action plan is attached. 

I Ph.D .• CCHP 
Sr. Psychologist Specialist 
Quality Management Program 
Statewide Mental Health Program 
California C.orrectionat Health Care Services 
Elk Grave, CA 

Cell: 
Office 
Email: cdcr.ca. ov 

3 



Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 25 of 93

I 
I 

CONFl1DENTIALITY NOTICE: This communication and contents may have 
sensitive,confidential and/or 1,egally privileged informatio·n An,y unauthoriz•ed disclosure, 
distr,i'bution or action, in reliance on the co·ntents of this communication ,is stri,ctly 
prohibited and may be. unlawful .. If you are not the intended recipient, please co,nta.ct the 
sender and de.stray all e·vents of this communication. Far IT issu,es contact our Solutions 
Center at 1-888-735-3470. 

<im.age001.jpg> 

t may be missing, it- I have a ha.rd t.ime pulling up the Suicide Watch 
doc,umentation. I find several ment·ions of chanting - sometimes loud­
but not screaming~ 

Is your concern that s:he was no intervention for agitation when she was· 
first placed in Alt Housing? Could you ,explain? 

• Ph.D., CCHP 
Sr. P'sychol,ogist Specialist 
Quality M,anagement Program 
Statewi,de Mental Health Progra_m 
c .alifornia Correctional He·alth Care Services 
Elk Grov,e,. CA 

Ce11· 
Office: 
Email: 

C.QNFIDENTIALITY 'NOTIC,E: This communication and ·co,ntents may 
have sensitive,confident,ial and/or legally privileged information· Any 
unauthorized discJosure. distributio·n or action in relian.ce on the co.ntents 
of th"is communication is strictly prohibite,d and, may be unlawful. lf you 
are not the intended .recipient, please contact t:he send'er and destroy all 
events. of this communica,tion. For JT issues contact our-S1olutions Center 
at 1-888· 735-3470 

from: Golding, Michael@COCR 
Sent: Monday, Aug:ust 28, 2017 5:54 PM 
Ta: ···. CDCR · · -.. cdcr ~ca . . 'OV> 

Cc: cd.cr.ca.. ov>, 
Subject: Re: RC 

No. 
Actually it.'s· documented that -s,he was screaming just about every 15 ... 
minutes (by the 1':l). 

a 

Strange th,at that didn1t ma,ke it into the docum,e.nt reporting the series 
of events in the 4-hours prio,r ta her enucl,ea,ting her eye. 

Best, 
Mi,c;hael 

Sent from my i·P,hone 
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On Aug 28, 201'7, at 5:3:3 PM, :@COCR 
~cdcr.ca., ,ov> wrote.: 

I wo1u1d, h.ave, to go b.ack and read the, chart again) but l don·'t 
remember that being mentioned. I do know 'She was 
·chanting in her cell prior to Alt ,Housing_ placement . 

• 

, Ph.D., CCHP 
Sr. Psyc1holog,ist S_pecialist 
Qu·allty M'anagement Program 
Statewide Mental Health .Program 
canfo:rn.ia· Correctional Health Care Services · 
E.lk Grove, CA. 

Cell: 
Q,ffice: 
Email: 

CON'FIDE1NTIALITY NOTICE: This communication and co,ntents may have, 
sensitive,confidentia l1 and/ or lega Uy privileged informati·on· Any 
una·uthorized disclosure, distributl10,n or action in reliance on the contents 

' 

of this. communicati·on is strictly prohibited and m1ay be unlawful. If you 
are-not the intended recipient, pl:ease conta.ct the, sender and destroy a.II. 
events of this communicati•on. For lT issues contact our Solutions Center 
at 1-888--735,-3470. 

' from: Golding, Michael_@·C,DCR 
Sent: ,Monday, Augus.t 28,, 2017 5:03 PM 
To-: 
Subject: PN: 'RCA 

Hi 
For so,me reason, the report does not mention that prior to the patient 
pu:lli·ng out her eye, she was said to 'b·e s,cream1ng repeatedly. 

Why doesn't the rep,ort say that? Was she not sc·reaming? 

Thie report makes jt sound like she w~s peacefuJ, refused to strip, .out, 
a,nd then all of a s.udden pulled ot1t her eye. Bu,t my understanding is 
that that is not wh,at happened 

Wf1,at am I m.issing? 

Michael 

Mlchae1 Gald1ng, M .. D. 
Statewlde Chief Psyc·hlatrist 
Mental Health Sup:port Progra,m 
California Department of Corrections and Rehabilitation 

5 
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Phone: 916.6'62 .. 6541 
Email: mich,ael.goldln,g@cdcr.ca.gov 

~ ' 

<lmage,00,1 ~jpg> 

a;rom,: Golding, Michael@CDCR 
• 

Sent: Monday, August 28, 2017 10:00 AM 
To: . ,coc·R 
Subj,ect: R.E: R . 

I :am concerned about med'ication use, ye·s. 

I am hopin,g to see the reporti 

Michael 

Mich,ael Goldi'n1, M-D~ 
Statewide· Chief Psychiatrist 
Mental Health su,pp,ort Program ~ 

Callforni.;1 Departm,ent o,f Corirections and Rehabilitation _ 

Phone: 916.662.6541, 
Email : mich,ael.go1ding@cdcr~ca.gov 

<image001.jpg> 

F · · ·cocR rom: 
Sent: M'onday, August 28, 2017 9:54 AM 
To: Golding,. Mic,hael , . CDCR 
Subj'ect: RE: RCA 

Do you have some concerris about it?' One of their issues was th,at she 
was aillowed to refuse meds at the 'RC. She had already stopped takiing· 
the meds she was on when she arrived (Dr. had conti:nued1 the 
jail's med,s}. The psychiatry 'in-take was pretty thin but she stopped the 
meds bec·ause the patient had been refusin,:g and said she 'did not want 
them. According the doc she did not~a,ppear psychotic at the time. 
When she g,ot to CIW she saw v:ia telepsych and he di'd what I 
thought was his usual go,od job. Again, she did not appear florid ly 
psychotic and h,e did not start her on meds, which she said ,sh.e did not 
want,. She then proceeded· to decompensate very rapidly until the 
.. .d 1nc1 ent., 

In my opinion it's hard not to ,be bi.a,sed by suc,h an awful event so I 
thought they were pretty h'arsh about allowing the patient to be off 
meds. They did note that the psyc:hia•tris,ts, did no,t mention that the 
patient· did not meet criteria foir PC2602. 

l Ph.D .• ,CC'HP 
Sr. Psychol,og,ist Specialist 
,Qu,ant:y Ma:nagement Priogram 
Statewide Mental Health Rrogram 

6 
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California c .otrectional H·ealth Care S•ervices 
Elk Grove, CA 

Cell: 
Offlce: 
Email: 

CONFl·D·ENTIALITY NOTICE: This commu·n.ication and contents may 
have sensitive,oonfide,nti-al a.nd/or legally ·privileged information Any 
unauthorized disclosure 1 dtstribution or action ia reliance on the con1tents 
of this commu,nication is strictly prohibited and may .be unlawfuL If you 
are not the intended r-ec:ipientl please co,ntact the· sender and1 destroy all 
events of th'is communication. For IT is.su,es contact our Solutions Center 
at 1 --888-735-347·0~ 

From? Golding, M·ichael@CDCR 
Sent: Monday,. A.ugust 28, 2.017 9:38 AM 
To: @CDCR< 
Subject: RE: R· -

L.et me know what Mr~. 
Tha1nks, 
Michael 

Michael Go,lding, M.9, 
Statewide Chief Ps,ych iatrist 
Mental H ea Ith Support Pr-ogra m 

says. 

cdcr.ca~. ov> 

Ca I iforn ia Department of Gorrectio·ns and Reha bi Htatio n 

Phone:· 916.662.6541 
En,,ail: michael.BQ1ding@cd·ctca.gov<image001 .. iog:> 
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-- -

From: 
Se1nt. 
To: 

I}. /J.er,~Vl4 . · 

M 

Goldingl Michael@CDCR _ 
We.dnes-da • October 25, 2017 11 :'56 AM 

@COCA J 
FW :· Absence fro·m the l,nstitution Subject: 

Attachments~ image001.jpg: ATT00001.htm·; Absence -rom t e nst1tutio:n­
ATT00002.ht1m 

.pdf; . 

Hl, 
•' 

Not an emergency. Read later, perhaps wh·en yov .have tim·e. The le,tter from the 
• 

atCIWis 

interestfn,g and listed below w·hat I am saying. 
. ... 

I I • 

. 

Our at. CIW h,as a very intense ability to get things done, ·which is favored by very few in our system and 

perhap,s she is· disliked by several others. She qu-estions peo,ple a _lot and speaks fervently . . See her letter to me below 

wh:ich I think m1eans· she is qui.tting CIW to fi1nd multip~ ,leade.rship opt!ons where '~er skills will be respected. 
. . 

~ 

,..._ 

I guess that she is not ,going to be someone whom we will be able to keep because of her perhaps negati've six month 
' . 

probation evaluation. My guess is tha·,t she will be ultimately fa.ifed on probation. So I expect she is go,i~g to leave to lead 

medical professionals: and save lives elsewhere, rather than wait around to be failed, appeal in court, etc Th,at is my .. 

g·uess~ b·ut I am not sure. 

' 

1 ·w,0utd say .that in term.s of organizing ps·ychia.trists to take, care of patients, she has bee.n .. amazing. Remember Ms. 

· hej_uv,enile Justice young wom·a.n who seemingfy was so difficult to manlage? As .soon as she and 

her psychjatry team· t:ook care of her, the patient stabilized immediately·. Vo.u heard nothing more. M ultlp.le of the most 
' 

notorious female patients were completely stabilized by heir and h·erteam (list provided upon re,quest). She knows how 

to advise and organize her psychiatri.sts to appropriately and successfully treat patients, pharmacologically and 

otherwise .. Her kind of leaders_hip in s,ui,cidal patients (wanting Lit,hi1um, Clozapine, De
1
pot neuroleptics in these patients, 

wanting consistent care by a the1rapist despite locations) a'f course is exactly what would stabilize patients. 
. . ~ 

• 

Ability to get institution.s to succes.sfully treat patient.sis not what we value, 'if do.ing so means that oth·ers will be made 
' 

up.set. She is a physician in a setting in which we do not want that She does insist Ton excellent ca1re for the patients from 

h.er psychiatrists and oth,ers. In her short six month tenur,e,. desp-ite all odds, she and her te.am were beginning to 

stabilize the sickest female patients and if she had h.a·d any s·up.port, she would have followed through and cut -suicides 

and readmissio.ns. 

She definitely made a start. I am going_ ta be trying to get the ty_pes of interve-ntions she recomrnends going (statewide) 

using our single PRN psychiatrist and aspects oft.he teJepsych team to try to 'teach people how to do this 

1.. Create lists of patien.ts who are freque.ntly readmitte,d, perhaps females because the popu.latlon is less, 

2. These few frequently readmitted patients get te··mporary same-ther.apist•care regardless of,their physica.l 

location for focused anti-suicidal treatment (using tel,epsychology if necessary and pilot with women] 

3. Much more l,ithium/cl·ozapine/depot ne,urol,eptics, for many of these patients and Depot N·altr.exone for narcotic$ 

and EtOH abusers;. 

Like me, Dr. knows tha·t these ideas are battl:e tested a:nd work, that other sy·stems do it, we do not, ,and I think 

the 30-day crisis be,d readmission rate at c·1w is a who,pping 30%. Dr. , if she had help, could make that stop and 

wou1ld' .have, wlth support. She obviously is doing far better than that in the PIP (albeit· with far more time). If she 1had 

some influence over ca.re in the M,HCB, t.h·ere would be a lot of foe.us on getting patients on 1ongaacting meds, making 
. 

. 

sure that patients got con,:sistent therapist follow-up at CIW {and ev·en other female institutions) and all the thing·s that 

she and I k.now workl Her influence is restricted to the Pf P. 

1 
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/ Needless to say there has not been ~ single leader in ~ental heal.th at CIW who has been fighting to get her !he .support 

staff to be able to look at these patients and engage 1n the type of local Q.M she recommends (from. a psych1a·tr1c 
/ perspective) to save these patient's lives. What she recommends below actually works and has dozens of "supporting." 

s·tud·1,es --studies co.nsistent with her conclusion. 

I am almos·t sure tha·t .she is going to leave as she is not going to wait around for .our system to fa.ii her on probation,. 
There are se.ve·ral patient's lives th.at were saved by her a.nd her te,am and co·uld be saved by her and her knowledge (an·d 
yes her demand that psychiatrists be involved in clin,ica.l d1ecisions about patients whe,n psychiatrists .know what to do),. 

·She will, be gladly welcomed as a medlca·11eader of psy.chiatric physicians in dozens of other places, if she ha-snot been 
al-ready.~ 

Her note below ·is interesting 

Michael Golding., M,D. 
Statewide Chief Ps-ychiatrist 
Mental Health Support Pro.gram 
California Department of Corrections and Rehabilitation 

Ph,one; 9·16.662.6541 
Email: michael.gold'ing@cdcr.ca,gov 

Learn eas.y ways to save water 
during Cal iforni:a•• drou,ght at 

SaveOurWater .com 

-~-------- - - ---- ~~-
Fro,m: ·. COCR 

Sent.: Tuesday, October 24, 2017 11:25 PM 
T.o: Golding, Mic·hael@CDCR 
Subject: Fwd: Absence from the Institution 

I know you and· I ·h.ave spoken about th.e su.stainability of m·y st,aying_ in the positio.n at CIW 

Despite my optimi,sm, w·ork ethic and d,edication to balancing· lead.ership at CIW witih the goal of integrating psy,chi.at.ry 
firmly into the MH department1 the-ch·allenges and resistance are so promine·n,t . (an,d' overt), that l have grown. more 

co.nvinced that my position can-only be a ru·bber stamp one. l stUI have no admin suppo·rt de.sp:ite having 17 direc.t 

rep,orts. I d~on't even supe-rvise tho·se whose leg:al assessments (MDOs) that I must sign an. affidavit for .. I don't supervise 
the PC2602 coordinator,. I'm not lncluded1 in Coleman preparation or the new DSH tr.a·nsfer proc.es,s. In. short, I'm a rubber 
stamp . 

2 
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If leadershi'P at HQ, including or Dr. are to lnqu·lre about v,hy re~ntfon of 
psychiatrists continues ta be a dilemma at CDCR, I would po.int to my falling example of trying to bring p1•1chiatry w tt,1: 
table. How an 'institution with two inpatient psychiatric units doesn't value t~•e lnr,ut of a , t~ rath~r 
baffling. •After all, patients are. not admitted to psychiatric hospitals for acute therapeutic interventionis al$ non'! e~i~t~. 
CBT is the shortest therapeutic in,tervention with evidence of efficacy-It's highly struc.tured and 12 v1e1:k'5 long-yet vie 
don't ev,en offer this in any outpatient program let alone In our lnpatlen·t units, 

For example, our MHCB has a readmission rate of 30%-chronlcally. 

The currently action plan to address. this only involves the psychologists (the CMH has unilaterally decided to remove all 
LCSW from the MHCB) reviewing treatment plans. 

No UM review of medication optimization-ie are we utilizing evidenced based treatments such as Lithium for chronic 
SI, long acting injectables, which are shown to reduce hospitalization, pc2602s, clozapine, etc.). I review t.he CTC census 
with the psychiatrists weekly and do this as case re.views, but it hasn't bee·n ever thought o·f before nor readily accepted 
as a concomitant action plan. Shocking actually given 1.n the original Coleman vs Wilson, a key finding was under• 
utilization of involuntary medicatlQns. 

Lastly, if you review the memo below,. you will see just how deep the line in the sand has been drawn. 

The Chie,f of Mental Heatt,h is a designation not a title. There are three Chiefs-two Chief Psychologists, one with the 
arbitrary designation of CMH, and a Chief Psychiatrist. Our has alread.y made my position equal in ra.nk to the 

who has the designation of • 

When absent, the Dr. has uniformly designate.d th.e other as the designee, despite 
our difference in rank. He doesn't even approach it somewhat fairly by switching between us~ 

Now in the absence of his , he has skipped over the othe me, and designated a Supervising 
Psychologist. as his designee in his absence. 

Personally, this doesn't offend m.e. However, more broa·dl.y, it represents the inhospitable environment that 
psychiatrists experience at CIW. Perhaps why I am the first at CIW in five years. Perhaps why the most 
senior psychiatrist here h·as only been here 4.5 years. 

Hi·s message to the staff is that psychiatry is separate and psychologists are favored. This isn't lost on my staff. 
Psychiatrists do not feel integrated, nor does their input seem valued, as evide.nced by Dr. display o.f choosing a 
lower ranking psychologist as his designee when a is present. 

The CMH is a designation that either a psychiatrist or a psychologist can have. There is little justification to not choose 
his colleague, the except to continue to divide. 

Psyc.hiatrists only stay in institutio.ns where they feel invested, valued and heard. They have many other options. As 
we.'ve discussed, I have other options. Ones that allow me to be effective in a leadership role, not just a rubber stamp. 
I'm not .a "Mental Health Provider". l1m a physician who specializes in psychiatry. As such, I provide a natural bridge 
between Mental H.ealth and Med1cal. This unique skill set, should be valued, not suppressed as we approach Joint 
Co·mmission Accreditation. 

I can and likely will find a position wh.ere my skills and license are maximized. CDCR will not be able to maintain quality 
psychlatrists u·nless they make a true effort to bring them not just ta table, but empower them to have a voice. 

3 
• 
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· The only b,enefit from doing so is that will i1n1prove patien·t care and outCQmes. We are physicians, not nmental he-a Ith 
pro,viders who ,prescri.be'' and our ski·I:1 set and la,rge b1odV of k'nowle,dge is under-u-tilized an,d under .. ;valued by the curre.nt 
organlzational chiart whe·re there a1re no supe•rvisi;ng lps,y,chiatrist ,in any program-inclu·ding the inrpatient units .. (Ou,r 
MHCB h1as not had a Psychiatrist as ·a clinical director for y,ears) There is no psych:iatrist In a superv,isory in a licensed 
inpatient psychiatric unit. Ifs run com plete~y by therap·ists,. That ts incongruent with eve:ry comimunity moder, ""ncl'uding 
other correct1anall settings. Henc,e, l"m not surprised a;t the high re-admission rates and high overflow utilrzat;ion. Th·ose 
who have spent at least four solid years adm·itti.ng and d1scharg:ing from inpatie,nt unrts-.psychiat.rists-have no 
autho,ir"ty in man1a,g1in.g MH:CBs-at least at CIW. Tho,se tra ned in therapy do 

.In short, 11 thank you for yo,u,r .mentorship an.d support and hop,e you ca·n understand should I cho,ose to ta:ke a 1·eadersh:ip 
opp,ortuni'1ty elsewher~. 

Best, 

MD 

.Cali'fo rnia o.ept. of Correctloos 
Ca,Jifornia Institution for Women 

B,egin, fo,rwarded message: 

From:•• @CDCR 0 < 
D,ate: October 24, 20·17 at 1:22:20 PM ·p·or 
To: CDCR CCHCS CIW Hea,lthCareStaff <CDCRCCHCSCIWHEALTHCARESTAFF@c·dcr.ca goV> 
Cc: I ' : c·•cR 11 < . cdcr.ca .. OV>, II @CDCR 11 

.· cd,cr .ca. ov>, ,. @CDcR•' < 
• · cdcr.ca. -ov>~" · CDCR11 < 

- ·CDCR" ._ · _· cdcr.ca. ··- ov> 
Subject: Absence from the Institution-- Chief; of Mental Heal·th 

Sent on Behalf ot 

. cdcrtca., -ov~, 11 

cdcr .. ca. ov>, 

, MA, C'CHP 

Californ.ia Institution· for Wome1n 

Please disseminate as app.ropriate to ensure aware,ness. 

Adm·inistrative Assistant (A) to 
MA. c·cHP 

J ' 

C,ahfomia Institution for Women 
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Genetin, Arianna@CDCR 

From: 
Sent: 
To: 
Subject: 

Golding, Michael@CDCR 

Wednesday, November 15, 2017 11:43 AM 
@CDCR 

Fwd: Cases re liability 

Please Print and give to me. 
Do not forward. 
Michael 

Sent from my iPhone 

Begin forwarded message: 

From: ' @CDCR" 
Date: November 15, 2017 at 10:08:58 AM 
To:' @CDCR" @CDCR" 

cdcr.ca. ov> 
Cc: ' @CDCR" gov>, "Golding, 
Michael@CDCR" <Michael.Golding@cdcr.ca.goy>, ' @CDCR" 

cdcr.ca. ov> 
Subject: Cases re liability 

All: 
I write seeking a meeting with this group to discuss a meeting we at MH had with our field 
psychiatry team re the scope of practice of psychiatrists and psychologists. I am going to change 
the duties of the psychologists in the PIPs to allow them, with the IDIT, to make admissions and 
discharge decisions. The psychologists at CIW and SQSP already do this but we need to adjust 
processes at CHCF, CMF, and SVSP to be consiste~t across the state. There fs considerable 
concern from the psychiatry team at the new PIPs that they will be exposed to liability when a 
psychologist makes a poor decision. They apparently referenced some 'case law' to support their 
position but I am unaware of such case law. Can you do some research about whether there are 
cases where a physician has been held responsible for the decision of an independently licensed 
person (psychologist)? If so, I want to see what we can do to address their concerns. If the 
concerns are not real, then I need to disabuse them of the notion. This may well come up st the 
labor table too so I'd like to have something we can share publicly and with labor. 

With the holidays, I assume it will be hard to meet next week but if you can do research in the 
next couple of days, perhaps we can we a meeting on schedule within a week or so. 

I've CC'd - here lo coordinate schedules. 
Thanks 

• 
Sent from my iPhone 
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Golding, Michael@CDCR 

Na.J 2-l, ).O{ ~ 
From: Golding, Michael@CDCR 
Sent: Tuesday, November 21, 2017 5:49 PM 

~@CDCR 
~Psychiatric Appointments 
Psychiatry three hours per week allowed.pdf 

To: 
Subject: 
Attachments: 

HI_, 

Hope you had a nice vacatio.n and are planning some fun for Thanksgiving. 

You said something in a meeting wit~ and me and I think you may not be aware of the ramifications of what you 
said. I know you didn't mean harm, but perhaps you may want to reconsider. 

Conclusion: Your comment that psychiatrists should schedule patients around groups seems innocent enough. But it 
obligates sometimes very scarce resources (needed for patient transport) to be utilized to transport patients to groups, 
first, after which any remaining transportation resources can be utilized by psychiatrists to "schedule around" the 
groups. Your decision is therefore making a triage decision that groups are more important for patients than medical 
appointments with psychiatrists. These groups, for example RT groups, often involve patients watching television. So 
although you may not be aware of the consequences of your decision, your decision (and the decisions of your 
predecessors) continues to deny patients access to sometimes desperately needed medical services, when there are 
scarce patient transportation resources, which is all too common. 

What Vour Decision Practically Means 
1. Denying that there will periodically or frequently be an inability to bring patients to see mental health providers 

in CDCR is simply denying reality. In those contexts in which the ability to transport patients is quite scarce, 
saying that psychiatris!s should schedule appointments with patients around groups means taking and using 
finite resources to transport patients to groups, and therefore taking resources away from transporting patients 
to psychiatry appointments. 

a. Psychiatrists often just require 10-minutes from group time to see a patient, but they are forbidden by 
the psychology leadership in institutions from even 10 minutes with a patient if they are participating in 
a two hour Rec Therapy group. (see below). 

b. Thankfully, we have found brave psychology leaders who disobey HQ executive orders and local 
executive orders, because they want patients to get help. 

2. Patients don't get medical care when psychiatric physicians think the patient really needs it. 

Effect on Psychiatrists: 
Our psychiatrists have been angry about these priorities for years and have recently been made very angry by our MH 
executive leadership's apparent renewal of this decision - independent of psychiatric opinion to the contrary -- for 
example at SAC and SVSP (details below). 
They are mad about these .choices because 

1. they say they have been denied the right to care for patients, 
2. they think their patients don't get the right care because of your predecessor's and the current 

executive mental health team's support of this decision, 
3. they feel more than a bit devalued by the choices that the executive MH leadership team has made and 

makes 
4. they recognize that your choices and similar decisions of your predecessors do precipitate morbidity in 

our patients, likely higher readmission rates, create an unwillingness of psychiatrists to work here, and 
probably have increased suicidality and suicides of our patients over the long term, even though that 
obviously is not your intent. 

1 
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Examples: 

1. SVSP PIP: I spoke with the scheduler {Ms.-. a nice woman) at SVSP PIP yesterday. She explained that 
custody has a certain amount of time that can be utilized to be able to bring patients to appointments. Given 
that time, she explained to me that she has been instructed to allow the following to occur over a week, 

a. To be "fair", she says 

1. Group hours can be used for individual appointments so every single mental health provider (listed 
below) has more hours with patients than psychiatrists 

2. Social Workers get 2 hours per week with patients individually and 4 hours of groups (6-hours of 
transportation resources) 

3. Psychologists get 2 hours per week with patients individually and 2 hours for groups (4-hours of 
transportation resources) 

4. Rec Therapists get 2-hours per week and 8-hours of group time (10-hours. of transportation 
resources) 

S. Psychiatrists have only 2 hours PER WEEK for individual private appointments with 35-70 
psychiatrically hospitalized patients! Since psychiatrists have no allocated group time, they can't 
utilize that to try to see a few more patients in individual sessions! 

b. The scheduler says she tries to be especially nice to psychiatrist and grants them 3-hours (not two) per 
week to see patients in a private setting 1:1, but often this can't be arranged and it is not "fair" to others 
to grant so much time to physician psychiatrists 

c. Although the scheduler is a nice person, she has no idea how utterly bizarre it is to allocate 10 hours per 
week for a rec therapist to be allowed to pull patients for appointments and only give 2-hours per week 
for a psychiatrist. 

d. Please see the attached document which shows that Dr.-a psychiatric physician at SVSP,has 
been allocated just 3-hours to see patients, over an entire week!! The scheduler said Dr.- asked 
for a 4th hour per week to see patients, but had to be denied to be "fair". Even- the 
otherwise excellent psychologist-executive director said ~hat groups had to be prioritized over 
psychiatric appointments because ("the patients like groups") · 

2. SAC: I will be giving you a full report about SAC after I go there after Thanksgiving, But please note this: Even 
when SAC has failed EOP Hub certs because psychiatrists are not seeing enough patients and so we are in 
trouble with the courts 

a. Dr. , a senior psychologist at SAC nonetheless informed custody that groups take 
precedence over psychiatry appointments, including the ones that psychiatrists have determined to be 
medically essential. So 

ii. Psychiatric Patients were not seen appropriately or in a timely way at SAC 
111. Her decisions contributed to failing EOP HUB certification (not following court mandates) 

b. This decision; that is, denying patients psychiatric care, was supported by the , a 
psychologist. 

c. So even when we ar_e violating court mandates because patients haven't been seen by psychiatrists and 
therefore we didn't pass the EOP HUB CERT, it was still critical for the psychology leadership at SAC to 
intentionally prevent even short 10-minute appointments by psychiatrists, so as to triage patients into 
recreational therapy instead. 

3. The HQ psychiatrists , and I have all worked in CDCR institutions and been told 
that groups take priority over psychiatry appointments. We have ended up seeing patients cell-side, as 
psychiatrists do, because of the absence of custodial transport staff and because your decision (and that of 
your predecessors) prioritizes the use of transportation resources for recreation therapist appointments, 
rather than psychiatry appointments. I know I speak for virtually all psychiatrists in CDCR (and I would guess 
nationally) when I say that executive (non-medical) Mental Health Leadership should not be making these 
types of medical triage decisions. We are insulted and our patients are being hurt. 

Implications 

2 
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Patient care is suffering. I don't know if there are medico-legal implications of not allowing a psychiatrist who cares for 
35-70 hospitalized patients (at SVSP) to only see them 3-hours per week, rather than cell-side. I also don't know about 
the medico-legal implications of medical triage decisions being made by non-medical people. 

I suggest 
1. Rescind this chronically stated but unwritten policy and allow us to send a memo saying that if there are any 

difficulties scheduling patients to see psychiatrists, psychiatric appointments take priority over group therapy, 
particularly by rec therapists. 

2. At the next CMH meeting, get in front of the Chiefs of Mental Health and tell them that psychiatric 
appointments take priority over Rec Therapy appointments. 

3. Speak with the medical executives and CEO's and let them know that the appointments of psychiatric 
physicians, like those of medical physicians, have priority over REC therapy appointments, even when 
psychology executives instruct them to prioritize Rec Therapy. 

It would be a major victory for our mentally ill patients if we recognize the reality that there will be periodically or 
frequently a lack of resources to transport patients. In those contexts, visits with a psychiatric physician are more 
important than transporting patients, for example, to Rec Therapy to watch television. 

Michael 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.golding@cdcr.ca.gov 

Save Our 
water 
Learn easy ways to save water 
during California's drought at 

SaveOurWater.com 

3 



Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 40 of 93

Time Room 

\ .,. . , 

Treatment Center 2 Wi ter 2017 (December 4th - February 23r ( 
Dining I 

MONDAY 
Breakfast 

ROOM TUESDAY Room WEDNESDAY I Room THURSDAY Room FRIDAY 
Dinin 

~ 
'+:,~ 

c;~ 

!;) 
..._tS~ 

~ 
....... ~ 

11:30-
13:30 

..... -t 

1445-
1&15 

Group 
Rm 1 

Group 
Rm2 
Group 
Rm3 
Exam 

Rm 

IDT Rm 

Group 
Rm1 
Group 
Rm2 

Group 
Rm3 

Dining 
Rm 

IDTRm 

Group 
Rm1 

Group 
Rm2 
Group 
Rm3 
Exam 
Rm 

In-Cell 

Exam 
Rm 

Y.-d 

Group 
Rmf 

Group 
Rm2 

Group 
Rm3 

Group 
Rm1 

Group 
Rm, 

SW 1:1-

BIT1:1's--

IDT Rm 

Group 
Rm2 

le:~~ . "' ~---·- \ 

Exam 
Rm 

Nursing Treatments 

X 

APO-Woods 

X 

X 

Exam 
Rm 

IDT Rm 

Group 
Rm 1 

Group 
Rm2 
Group 
Rm3 
Exam 
Rm 

IDTRm 

ln1ro to Cooina Skdls - -

-~ :t: 
Medline."~ -L.unchlHot Water Past 

Clozaril Lab/Assments 

Nursing T reatrnents 

IDrSTEAM A 

X 

Anxii • Panic, PTSD 

Clozaril Lab/Assments 

,ors TEAM A 

CBT Depress~n--

Medllne•D- Group X 
Rm1 

Yard All Patients A· 
C-0 

Yard Yard All P~ S-A 

X 

Exam 
Rm 

Exam 
Rm 

' Group 
Rm3 
Exam 
Rm . 

IDTRm 

Group 
Rm1 

Dining 
Rm 

Open Art Studio -

Clozaril Lab/Assments X 

IDT'S T B 

X 

Lunch/Hot Water Pn1 
--



 

 

 
 
 
 
 
 
 
 
 

EXHIBIT K 
(2017-12-04-1043hrs) 

Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 41 of 93



Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 42 of 93

(?r1 ~ c~ wwit? 
c'1UJ p~yd1, ~ir ~- ~Jr 4io.-J 
AiffeMte k t..-er/1 ip;y~~ J___, 
~'ftib(~isf <>p r0ttk ~ b h'# 
a i.. pl.r"-' ,, •'~ 



Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 43 of 93

From: 
Sen,t: 
To: 
Subject:, 

See below. 

@co,cR 
Monday. December 04, 2·017 1 O, \3 AM 
Go.ld'ing, Michae1t@CDCR-
FW: 

This is the psychotogist who adm,ltted Ms 
w.as,n't cont·a'.cted, the officer lnd1ic,ate·d tha .. 
he's a 'p,hysician, 

.lurlr,g the RCA, when , os.k d w:t,y t:t, ·. p y · t,1,,-, trl -t . on cal,l 
wa 5 the psych la trl ·'t, A:p, • r _ n tly, n \Ir lne ill10 th Inks 

Plea,se note t.hat our new ldentific.aiton badges (-CIW only) Just state, Dr·. 
the person is license·d 'Under,. 

_ n.d ti, . ,,1.· 1-,, Na d · ~,r e or tJ,e tltl t 1h.at 

This is lnc·ong,ruent with Cal.ifornla's health cate provider ldentific:a'ti:on code that w, s p, ss d In 200 ~ 

MD 

California tnsti1'uti,on for Women 
CaUfornio Dept. o ·f Corrections 
Cell: 

I CHECK EMAIL SEVERAL TIMES DURING THE D'.AY. HOWEVER A,M NOT LO,GGED l:N .AT ALL 'TIMES. IF THIS REQUIRES 
AN URGENT OR TIMELY RESPO,NSE, PLEASE-. CAtl OR T'EXT THE CELL NUMBER AB.OVE. 

From: ·. ·CDCR 
Sent: Monday,. December Q,4,. 2017 10:40 AM 
To: COCR . @cdcr.ca,gov> 
Cc: @COCR < @cdcr.ca.gov>; .@CDCR< (§)cdcr,ca,gov> 
Subject: 

Hello 

I'm not sure· w,ho c·ompletes this daily list, but there ts a,,n error. ts not a ,Physician\ He is a psyc,hologlst, I 
p:hD. 

All patients admitted have an MHMD who i-s informe,d on ,call of the admlsslon a.nd p,laces orders In at the s·ame time. 
th,us there is a·lways an adm·itting physician (MHM.D) for e.act1 a,dmisslon, 

Thx. 

] 



Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 44 of 93

' 
-

1,,1·1 ' YA4 :,AN ,1 

t IOI ' 

t 104 VAl;AN,t 

. I ,I ' I I 

l ' 11
\ \ corJF'IDEr JTIAL 

EC -MBER 3, 2017 
, ,A -_- ,,~AMl -r ,lr ~ f'J :> r~,, , -0 ,1 ,, .,,,~r,A,LAr, 1 IME: 

I uu: 

.-

11,,20 

=--=--1..z::--.;;;;;:::;;i-t.:.---..1-----1 

CENSUS.' 13 
-

- - - -

PlfY ICtAH 

fA6D 

'IIU.-lR-I IWfLOlfA. -~1,,tr; 
ru..&lota .. ~.~ 

,rp~~,,PMIM.V.lA 

' 

,~01 GtJrD:. HJN~ CHIOIIC ,ot 

1111 

'I I 'I G 

I JI t 

1111 
-

1313 

111 ,A 

1115 

1-J 1 I 

1Jl1 
- -

1)11: 

,1 J II 

IIJO 

Callf arr-Jla lr1stit,utlon for Women 
CaHlornla Dr:,pl. of Correc11ons 
Coll: 

1a,,1,1, 12:a, 

t 2/2J1t 7 

11/IGlf,J 18A8, 

12Hl 1111 

1113-<Jlf 1 

11120117 

11120,, 1 I J.;AO 
- -

1· 1170117 17;25 

11121,,1 11 :25 

I 1'23111'1- 23:2'0 

·11122,11 1,5~18 

Mlt AWJf 

UH ACUTrE 

Mff ACVJt 

' Mt-f ACVTE 

_,,u Attn[ 
-

1t·H 

lflt, ACUTE 

UH ACIIIE 

UH I i.WJ ;[ 

MH ACUJ'E 

I 

I 

L !l,ICOPfMA. M.1tMC 1 •. .,.,. 

m·, 

DTI 

DTt· 

DTI 

or, 

OJI 

OJI 

DTI 

DTI 

OTI 

I CHECK EMAIL SEVE,RAL TIMES DURING THE DAY, HOWEVER AM NOT LOGGED IN' AT ALL Tl.ME'S. IF THlS REQUIRES 
AN URGENT OR TIMeLY R'E:SPONSe, PLEASE CAiL,L OR TEXT THE CELL NUMBER AB.OVE. 

2-

'" • 
II 

• 
-11 

.. 
II 

II 

.. 



 

 

 
 
 
 
 
 
 
 
 

EXHIBIT L 
(2017-12-06-1748hrs) 

Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 45 of 93



Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 46 of 93

µ If A-It 

/\t (lvt~t a+ SA-( 



Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 47 of 93

/ 
Goldin , Michael@CDCR 

From: Golding, Michael@CDCR 

I Sent: Wednesday, December 06, 2017 5:48 PM 
To: CDCR 
Cc: @CDCR 
Subject: : P-SAC and Diminished Psychiatry Contacts with Patients 
Attachments: Copy of Psychiatrist productivity.xlsx 

Hi-

You asked me to investigate why psychiatrists at the California State Prison Sacramento (CSP-SAC) apparently are not 
documenting that they are seeing many patie!'ltS. Your concern was that psychiatrists had decided not to see patients or 
perhaps there were other explanations. Given the paucity of patients seen, it was asked that I speak with the 
psychiatrists to try to encourage them to see more patients. This concern was particularly relevant at the time I was 
asked because SAC had just failed an Enhanced Outpatient (EDP) court mandated inspection which would have certified 
that the institution was able to appropriately care for Enhanced Outpatients (called an "EOP Hub Cert.") 

Conclusion: The HQ psychiatry team found substantial barders to psychiatrists being able to see patients at CSP-SAC. 
Although there may be issues with the motivation of psychiatrists, the problems at CSP-SAC are so grave and severe in 
terms of patient access to psychiatrists that the focus needs to be on fixing these institutional factors. We cannot 
ascertain particular problems with psychiatrist motivation, because the barriers to patient care seem so much greater. 
Even if for some reason a particular psychiatrist did not want to treat patients, that observation could not be measured 
when the institution will not allow the patient to be seen, regardless of the psychiatrist's motivation. 

I think patients are in danger because of institutional and professional interference with the ability of psychiatric 
physicians to be able to care for patients and the HQ psychiatry team is very worried. 

Recommendations: 
1. Speak with the warden and high level HQ custody supervisors in order to encourage custodial staff to bring 

patients for psychiatric treatment. 
2. Speak with relevant parties at HQ regarding the appointment priority hierarchy, and the need for psychiatry 

appointments to take precedence over groups Uust like medical appointments do). In emergency situations (like 
at SAC), Mental Health leadership needs to be told ~hat preventing even a 10-minute appointment with a 
psychiatrist (to make sure a recreation therapist has 120 rather than 110 minutes with a patient) is certainly 
immoral. Whether or not it is illegal is a different question. Certainly mental health leadership has been apprised 
of this situation; including again in this document. Patients should be prioritized and are placed at risk because 
of this behavior. 

3. Educate psychiatrists and MAs about the importance of making sure there is a scheduling order placed for every 
appointment. This could be directed just at the psychiatrists who had the biggest difference between number of 
notes and number of appointments (Dr.-at 21, Dr-at 13, Dr.-at 15, and Dr.- at 
12), or at all psychiatrists. Likewise the MAs could be spoken to as a group, or the MA supervisor could be. 
spoken with and asked to make sure the MAs all place scheduling orders appropriately. 

4. Educate Dr. and MA that the psychiatrist must be the one to check patients in and 
out on the ambulatory organizer, or the MA will get credit for the appointment. 

5. Attempt again to educate nursing that MA's paid for by mental health were supposed to help psychiatrists and 
they were not supposed be pulled away to help medical instead. 

6. Allow psychiatrists to try to undo the damage done by the HQ Mental Health leadership in its EHRS design for 
psychiatrists. This will take time. We need to follow he workflow designed for medicine to restore productivity 
at SAC and elsewhere (no powerforms, VERY few powerplans, no checking patients in and out, using notes to 

track appointment compliance rather than check in/out). This is much more efficient than the workflow 
designed by mental health leadership for psychiatrists (lots of powerforms, lots of powerplans, immense 
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pr~ssure for_ psychiatry to use even more powerplans than they already are, checking all patients in and out, 
using check in/out to track appointment compliance, etc. 

7. Mo~e psychiatric offices from hallways where patients and staff can observe patients, hear therapy, and read 

patient notes. The same accommodation that psychologists have (they are given actual offices), should be 
afforded to psychiatrists. 

lntroductio_n: The befow document demonstrates that other disciplines and employees either actively or passively 

prevent psychiatrists from seeing patients at CSP-SAC. Furthermore, the Cerner system has markedly decreased the 
productivity of psychiatrists statewide, including at SAC. (see attached). 

Short List of Problems with evidence of these problem presented below the list: 

1. Patients are not brought by custody to see psychiatrists 

2. HQ mental health argued to incentivize patients to go to groups but not see psychiatric physicians, against the 

wishes of HQ psychiatrists. These incentives to go to group are working to decrease psychiatric visits. 

3. When patients are in groups, custody is willing to bring patients to see psychiatrists, because the patients are 

already out of cells so easy to access. Psychiatrists have used these opportunities to ask for just 10-minutes with 
patients (out of say a 120-minute recreation therapy group). Custody has been willing to honor these requests 

of psychiatrists because the patients are easy to access, but local Mental Health leadership has been cracking 

down on these attempts to get patients psychiatric care, by successfully forbidding custody from bringing 
patients to see psychiatrists in these circumstances. 

The- and senior psychologists do this because it might be that a patient could get a 10 minute discussion 
with a psychiatrist and a 110-minute discussion with a recreation therapist, instead of the recorded and 

mandated 120 minute visit with the recreation therapist. The 120-minute amount is monitored by the court and 
so the psychologists want this number to be accurate. 

Some non-psychiatric clinicians have disobeyed MH leadership to try to allow 10-minutes of psychiatric mental 
health care for patients every month or so to try to protect the patient's lives. 

4. MA's that are supposed to help psychiatrists are pulled from psychiatrists by nurses to support medical 

practitioners because mental health care. So if choices need to be made, MA's (paid for by mental health) are 
taken from psychiatrists and used for medical care, decreasing the efficiency of the psychiatrist. HQ psychiatry 

warned of this, but HQ mental health leadership (at the time) argued that psychiatrists could not supervise 

these MA's and so nursing was given control of them, with exactly the expected problems. 

5. Psychiatric offices should not be placed in hallways with access by patients and staff to the confidential 

conversations of psychiatrists with patients and access of patients and staff to the notes of psychiatrists. 

6. The Cerner implementation for psychiatric physicians was designed almost entirely by MH leadership with no 

experience in medical management of patients, against the vigorous objections of HQ psychiatrists who claimed 

publically (at work) and repeatedly that the design would be disastrous. It has been. Not all of the decline in 

productivity is due to the faulty design decisions, but a good portion of it has been. Psychiatry's decrease from 
September 2015 to November 2017 is 65%, while general medical physicians have experienced declines in 

productivity of about 36%. (Analysis available upon request.) Those numbers pretty clearly demonstrate that 

the workflow followed by medicine (no powerforms, VERY few powerplans, no checking patients in and out, 
using notes to track appointment compliance rather than check in/out) is much more efficient than the 

workflow followed by mental health leadership for psychiatrists (lots of powerforms, lots of powerplans, with 

immense pressure for psychiatry to use even more powerplans than they already are, checking all patients in 
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and out, using check in/out to track appointment compliance). These numbers may be inaccurate, but they are 
derived from the same source that is being given to measure compliance for the courts and these are numbers 
being used to say that psychiatric productivity at SAC has fallen. The statewide graph (attached) should help 
provide context. 

. . . /)(0(/f J 
The /ollowmg m/armat,on was gathered from interviews with custodial staff, general medical physicians, psychiatric 
physicians, nurses, and psychologists. 

CTC: Rare custody barriers; there are a couple cos who push back when asked to bring patients they feel will be a lot of 
work, but overall custody is very helpful. Office space is limited, and the times available for seeing patients are .short 
(due to breakfast, pill line, lunch, change of shift - usually they can see patients from 7:30-10:30, and 11-1:30), but 
the psychiatrists denied any significant problems with office availability thanks to cos bringing patients promptly and 
the psychiatrists and psychologists working well together. There are lots of PC 2602s to do, which somewhat decreases 
ability to see many patients. Biggest complaint from two of the psychiatrists was how many trainings (SRE, Columbia 
scale, etc) they have to do. Overall the CTC psychiatrists feel things run smoothly. 

MHCBU: uAll 3 or 4 custody officers will put on their sunglasses and sleep. If you ask them for patients to be pulled 
they'll say 'oh, he won't come out•n without even attempting to get the patient. It was stated the psychologist has an 
office, but the psychiatrist does not have an office and has to sit in the hallway to see patients or do any work. He 
reported it's really noisy in the hallway, there is no privacy, and other prisoners can listen to the appointments and even 
see his computer/notes, if they are in a nearby cell. There are lot~ of PC 2602s. 

· PSU Al: Approximately 70% of patients do not show up for their scheduled appointment - 50-60% of those say that they 
did not attend their appointment because custody never came to pick them up. Custody is mostly helpful when directly 
asked to do something, although a few are resistant to helping out the psychiatrist. Dr. - has forbidden patients 
from being taken out of groups to see the psychiatrist. The psychiatrist ends up seeing most patients cell-front, which 
can be time-consuming due to the psychiatrist needing to find them (the patient may be on the yard, in the law library, 
out to court, in group, or at a medical appointment). There are lots of PC 2602s. MAs come and go frequently- he has 
had S MAs since February- so he has to spend time to train them on expectations each time he gets a new one. Medical 
had priority over Psychiatry for MAs, so two of the five left because they were re-assigned to Medical. 

PSU A2: Custody will pull patients when requested, unless the patient is in a group. He said Dr. 
informed custody that groups take precedence over psychiatry appointments, and that patients are never to be taken 
out of a group for a psychiatry appointment. Overall custody is helpful. Patients frequently (--so%+) refuse to attend 
appointments, and must be seen cell-front, which can result in time spent tracking them down. 

PSU B: They were 50% staffed in PSU B until October. No custody issues. The psychology supervisor, Dr.-; did 
not allow psychiatrists to pull patients from groups, but she was transferred to·PsU A recently, so· psychiatrists are now 
able to pull patients from groups. 90+% of the psychiatrist's patients refuse their 1:1 appointments, largely "because 
they don't want to be stuck in there for an hour or two" (custody transports patients in groups, so although the 
appointment with the psychiatrist may only be 10-15 minutes, they have to sit in the treatment center for 1-2 hours 
before or after the appointment waiting until custody transports the group back). The psychiatrist sees about 50% of her 
patients cell-side, due to them refusing both their 1:1 with her and their group. She no longer schedules appointments in 
advance, due to 90+% of them not coming, so all scheduling orders are placed in arrears by the MA, who places the 
order, schedules the appointment, and checks them in and out. 

A3 EDP: Over 50% of patients do not show up for their scheduled appointments, which the psychiatrist believes is 
mostly due to them refusing, but could also be due to custody failing to bring them. He said custody is pleasant and 
helpful overall. He is able to pull patients out of groups without any push-back. He goes cell-front to see the patients 
that are not in group and that refuse their appointment, and has some difficulty tracking these patients down. There are 
a fair number of PC 2602s to do, which takes away from direct patient care.time. 

J 
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tl/b/17 lf 
/ 5 Ad Seg EOP: One psychiatrist said "Custody won't bring any patients". He clarified that he has patients scheduled, 

/ the~ are ducated, but custody re!uses to bring patients for any psychiatry appointments. He stated custody will bring 
/ pat'.ents for psychology 1:1 ~ppomtments, and for ~roups. He reported he tries to see his patients with the psychologist 

during the psychology appointment whenever possible, or pull them from group, but frequently ends up having to see 
patients cell-side. Often the patients aren't in their cell, and "custody says they don't know where [the inmate] is", so he 
has to go all over the yard trying to find his patients, which takes a significant amount of time. He noted that although he 
does pull patients from groups, it is "frowned on" to do so, and he has heard other psychiatrists have been told they are 
not allowed to do that by Dr.-Another psychiatrist stated "I cannot see the patients in a confidential setting 
on the block", and explained that custody will not pull patients out of their cell for a psychiatry appointment, only for 
groups and psychology appointments. He noted he can only see patients in a confidential setting if he pulls them out of 
group to see him, and said that custody is cooperative with pulling patients out of groups for him. He sees most of his 
patients cell-front, and denied significant problems with tracking them down, as they are usually either in their cell or on 
the yard. 

AG EOP: " Custody is very rude and there are lots of problems. When psychiatrists try to see their patients they are told 
that they cannot bring the patient because it's yard time, shower time, they're not in their cells yet, or 'we have a 
shortage of staff and can't'. "If you schedule 6 patients, 1 or 2 will be brought, but the others won't because custody 
refuses." "Two psychiatrists have left SAC because of working in AG." He reported he ends up having to see most of his 
patients cell-side, but this takes a lot of time because there are 3 blocks, and "custody will often refuse to even open the 
block for you". If he is eventually let in to the block, often the patient isn't in his cell, so he then has to try to find out 
where the patient is. 

A7 EOP: 75+% of patients refuse their appointment, especially if they are scheduled for yard at the same time. He tries 
to see the patients who refuse cell-side, but often can't find them, and spends a lot of time checking their cells, work, 
yard, groups, etc, which decreases the amount of time he has available for patient care. He reported there are lots of PC 
2602s to do, and in order to complete the paperwork and hearings he often has to devote one full day per week to PC 
2602s. 

Scheduling: 
Most ofthe psychiatrists had more notes than scheduling orders, meaning they are forgetting to place the 

scheduling order in arrears or not communicating to the MA to place the scheduling order in arrears. On average, the 
psychiatrists had 5.7 more notes than scheduled appointments in September. We are assuming that scheduled 
appointments all had a note, and that all notes signified a face-to-face contact - both of which could be false 
assumptions (Andres Murillo is looking into this for me, but we don't have the results back yet). 

Dr appears to have only seen 2 patients in September (based on scheduling orders), because her 
MA checks all cell-front appointments in and out for her. Because of this, the MA got credit for all of those appointments 
(n = 36), not Dr.-

Recommendations: 
1. Speak with the warden and high level HQ custody supervisors in order to encourage custodial staff to bring 

patients for psychiatric treatment. · 
2. Speak with relevant parties at HQ regarding the appointment priority hierarchy, and the need for psychiatry 

appointments to take precedence over groups (just like medical appointments do). tn emergency situations 
(like at SAC), psychology leadership needs to be told that preventing even a 10-minute appointment with a 
psychiatrist (to make sure a recreation therapist has 120 rather than 110 minutes with a patient) is certainly 
immoral. Whether or not it is illegal is a different question. Certainly mental health leadership has been 
apprised of this situation, including again in this document. Patients should be prioritized and are placed at 
risk because of this behavior. 

3. Educate psychiatrists and MAs about the importance of making sure there is a scheduling order placed for 
every appointment. This could be directed just at the psychiatrists who had the biggest difference between 
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1- / - lt -
number of M\es arid riumb~tdf a1mo11,t111 11l {i h - RI ~\ 1 1"\r.- al 13, Pr-- at 15, and 
Dr. - at 12). or at alt »svd,laltl l . Uk ~ I P \hi, f\lM 11111 he ~f) ~en to a\ a group, or the MA 
supervisor could be spoken with ~rnd a~~_,11 llJ 111.-~P ~111~ 1111'1 M ~ aU I lace schecluling orders appropriately. 

4. Educate Dr. at1u MA - IA lh~I "'"' 11~yf hi~lrist mmt be the one to check patients in 
and out on the amuulatdry l:.lrga,met, ur I h" Mt\ \: Ill ~"'\ 111:1di1 fnr I he arpnintment , 

5. Attempt again to educate t1ur5H1g lhel MN~ pAld t111 11\111\j:jlll~I hi:!Allh were suppo$ed to help psychiatrists 
and they were Ml sunposeu ue l)lllled AWAy lu 11~111 IIIPIIH Al h1\lt:1iHI, 

6. Allow psychiatrists to hy lo Ut1do the d,rnlA"e llt111~ l,y IHI Mtl laarlar~hlp In ll~ EHRS design for psychiatrists. 
This will take time. We rieed lo rollow he wu1 l,tluw 11.,,~1"''"'11 fnr mer~i~lne lo restore productivity at SAC and 
elsewhere (no powetfor1m. Vt~v rew puweq1l~11 , llli { h~ kin rt f)Rtient~ in anr~ 01,1t, using notes to track 
appointment coml)li,rnce talhet that\ he k 111/uul), 1 hi, i, 11111 r. h mAre attir.ient than the workflow designed 
by mental health leadetshlp for 11wd11anl,h (ll')l~ f 11 Wl:!rform , IQ\\ of pAwerplans, Immense pressure for 
psychiatry to Use even more 11owet1,la11 lhM\ th y air ally Ma, c:ha klnft all pa lien ts in and out, using check 
In/out to track al}l)olnhMttt ton1tjlla11 e. @l , 

7. Move psychlahlc tlfflce-s fron, hallway wh f~ f)a\l@f\t\ ~ntl ~t~tf ~fl ahserve patients, hear therapy, and 
read patleht Mtes. the ~ame acff:m@ tlatl ,, \hat PW h l ftl t§ h~ve (thev are ~lven ar.tual offices), should 
be afforded to psychlatrlsh, 

Conduslon: The HQ psychiatry team tou"tl ub t~l'\llal baffl@t lo p. y hlillrl~t, helng ahle to see patients at CSP-SAC. 
Although there may be ls!Sues with the lt'lcl\lvatlot\ ot t) y hlattl l I lh@ rrnbl@m~ at C~P-SAC ar1:1 so grave and severe In 
terms of patient access to psychiatrists that the fo u 1'\@@tb t b on fh<inft \h @ lmtitutlonal factors, We cannot 
ascertain partlcular problems with l)sychlattht t1HHlvall t\ U@ au @ lh@ barrl~n tA patient care seem so much greater. 
Even If for some reason a particular l)sychlattM tJltl 11 l w flt l trnM patl@nli, tha\ otuervatlon could not be measured 
when the Institution will Mt allow the t)atlef\t \O b~ ~@0 1 ~~~Mlll@ gf \h@ p~y, hlc1HIU's motlvc1tlan, 
Best, 
Michael 

Mlchael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Correctiom imd H habllltatl ,, 

Phone: 916.662.6S41 
Email: mlchae1.goldlng@cdtr.ca ,gov 

Save Our 
water 
Learn euy way, to uve water 
during C1llfoml111 drought at 

SaveOurWater .con1 
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Go.ldi_ng, Michae-l~_c_o_c_R _______________________ _ 

From: @CDCR 
Sent: on1day, December 11, 2017 4:22 PM 
To: Golding. Michael@ · 
Subject: R.CA Process · · 
Att.achm,ents: scanned note 

Or. Goldin·g, 

I am writing you in the context of a s1gnifican.t and sentinel case both for CD.CR, and CIW, that of pat.ient 

This patie·nt self•enucleated her left eye while on a one! one, while in a hold,ing cell in the ITA after being 

formally admitted to the ,our MHCB. 

The context of my concerns are i1n r1egards to t,he associated RCA for this case h:owever, ,I am not only wri,ting as the 
b,ut a·s a .memb,er o,f her treatment team and a committee member on the RCA .. 

-Some important background, I becam,e invol.ved wit · are from 4/21/17, the da·y following her 

admission to Riverside University Me.dical Center for evaluation o · the a .ected orbit, which resulted in .s.urgical 

debridemen.t and prophylactic treatment to prevent an infectious process .. 
, :MD our and I communicated daily with the treatm,ent team., as W•ell as the ,psych:iatry consu·lt 

service. If you recall, a great deal of effort went into ,pre pa.ring for her transitro1n back to CIW .. I was professiona:lty 

encoura.ged by the degree of cooperatjon emp;loyed in the afterm.ath of this case,. 
I say this in regards to all staff-I sent several emails out highJig.hti.ng the impressive co,llegiality and dedicatio.n of the 

. . 

staff-nu.rsing and custody truly :going above and beyond, My own staff quietly raised1 the bar for all physicians, not just 

those at CDCR .. This inmate required q8hr face to face MD evaluation for restrain.ts-either hard or mitten.s, one point or 

five points, a phy·sic.ian can. to tome in to •evaluate the patient .and renew th,ose ordersfc The psychiatrists did this for 27 
days-voluntarily signing up, for s'hifts without my having to assign a single shi·ft. (The longer duration of r,estraints 

, ,ne•ede,d was given, the ,use of mittens we em,ployed to p•rotect the intact eye until a the,rape1utic steady sta·te was reach.ed 

on her 1.ong acti:ng 11njectable antfpsychotlc agent) .. 
Needless to s.ay·, s.he was stab'ilized u·nder the expert cl_intcal c-are provided by the PIP' team, led by , MD 

and was one of the first patients to transfer to Patt.on und·er the newly implemented LRH process :She h.as returned from 

PSH, and has transitioned successfully to EOP level of care. 
My in,tent in reviewing the aforementioned is not for a pat on the back .. We did our jo,b. Nothing less shoul!d be expecte.d 

. . 

of an.y team at any facility because nothing less would be expected, for a patient in the community. 

Rather, I highlight the above ,because this case is one that we should utilize to le·arn from;'! As you know, .M & M 

(mortality an.d morbidity ro·unds are embedd·ed in our medical1 training. We :kn,ow that even the best 'intentioned 

physicians in hosp,itals with the highest accreditation standards a·re still capable of bad outcomes. We can't predict every 

possible variable,. 
As physicians, you know that we rely on Mortality and Morbidity (M& M) rounds to ide,ntJfy these variab1les. Our M & M 

process is ba.sed: on the Socrat,ic method of discussion and discovery. The aim is not to reverse the course of :a series of 
events. A .. nd no 844 is signed b·y the ,one or two physicians involved. Th·e intent is greater. It's to allow the collective 

group to• help1 understand the case in retrospect, piece by piece. We walk away from M' & M rounds all owning that case 

even if we did1ntt play a direct role~ 

I u·nderstand that CDCR is not an acad·emic c·enter or primarily a healthcare deliv·ery syst,em-and therefore such M & M 

rounds aren't part o,f the larger process, The RCA is what most resembles this, 

Therefo·re, I asked to be on. the RCA committee for patien ecause I sincere,ly believed that t:his was a case 

that needs careful review as there are lessons for all to walk away with. 
Unfortunately, th,is was ,perhaps, the most disa,ppointing proces.s I've been involved1 w·1th at CDCR. I'm not ·sure I can call it 

a process. I can say that the process I've reviewed regarding RCA's at CDCR was n,ot fol,lo,wed 
The initlar RCA facil'itator, set the foundation for a strong beginning. The meetings were weekly. The 

discussio.ns w·ere robust and thoroug,h. Then upon Ms. transfer to CRC, the RCA's coor1dinator role was 

handed over to1 

, PhD . 
• 

1 
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Ot,G H, }olti 2 
r ~,~ tlttlt",ltt ~. 111et I~, _. tl \i~t~ntly at thc:tt paint a.net progress. was hastened, At some point in mid July, Dr. 

Ml , - , ett lll ;t tl t tt1 ~ · on,ml't\ee .member~ that there wa,u,ld be a meeting-s,hort notice gi·ven-to come up w,,th the 
pl, tl tl'f et.Ii ti , f'I htJ ,fl _4 and tq ic1entify tt1e root cause~ Per the attached meeting minut,es, all of this too.k place on 
1'/1 /17 t Wit§ fl@ft of tt,~ .on,,11l'ttee b,lJt wa~ o,n vacation when this was done. I was not involve·d in finalization of the 
ttiot t8'U ,a , tJlatl f @~tifl t1 , t) f 1,t1a fi~hbone analysi~, It was given to the · to sign, then presuma,'bly submitted to 
he1dt1 u Btt~f §, tJ~f tt, _ ftl ~~ ti,,~ 11, it1t1te5 -

Al tht! m1nltt\Utt,., ltl,tt 1-11"11 tJf ,a~tio•n stioultl hijve b,ee,n presented to the Pa,tient Safety Committee for review (n•at 
alt raticjtl) at,1J to tJc ~u,11 _ tit i,, tt)at cQnlm,i'ttee tl1qt the RCA wa.s completed according to the prescribed process. I 
·1nv \~d tw · r,,o,1t~,§. lntt1 tt,i~ R'_ A, tt)~n tg heave the PAC and R·oot Cause completed an.d approved and sent to HQ while 

~ I W;J:1 on Va t j\tt1n I _ t1i§'1,1t)() t11ti11~ to say tt1e (ea,t 
M,y~ -If ilnd tl,e l"atJC!t~tilrl _on1n1it"t~e did r~ceiv emails from Or after a psychologist from h,eadqu~rters and 

_ ar, ~N cam@ to CIW In /\uau~t tg r _ vi w thij RCA rec,ornmendations. Neither mysel'f, not a.,ny othe.r member of the RCA 
~ tomrnitle W't! f r} invit d, to ti, n1 _ c_tlne. Q,ur , Or. r was not either, I did attend however, as the informed 

m~ about It. 
I found them @tl 1fr _ to b _ ad In ti, t I couldn't see where In the 'p,rescribed RCA process this step was deJineated. 
In my oplnlon,. t~l - Int . rlty of th@ RCA proc~ss in qu:estlon. Dir,· insisted that he did not want to te,11 CIW what to, 
1ny on th~ RCA r cs,~, w, yf.\,f, to be mindful that the.se are looked at by lawyers, etc. 

, I,~ nd th;t @,Mtr m ly pr 't I m -tic A representative fro,m headquarters coming to tell select members of the leadership 
orrimltt @.th ,t th~ RCA r -c on tl,I -ta$e shou1ctn't suggest policy chan.ges that W'ill place u,ndue pressure ·on CDCR . 

rom: CDCR -
, 2017 1 21 PM 

R < .......... ~~-_a..:, v> 
CA R comm nd tlons Form 

-CDCR 
cdcr.ca . av>; 

For your review, h r are th RCA r commendations ,as suggested by Dr and Mr 
ould everyone r,view your It ms and I t me know of any changes'? 

ihe first four r comm nd tlons apply to MHCB and Its staff, and are under Dr. 
--

• .. 

·CDCR 

during our meeting. ---
... 

Dr , the fifth recommendatlon ls for you. I will also need an 844 once this training has been accomplished 

Perh,a,p,s most problem,atic In th-is. ls that t was an RCA committee member~ Dr made am,endme·nts to the . 
PAC (that I n,ever even agr,eed te ,-not sure wh,ich other committee members were also left. ou:t) based on 
r-ecommendations from a psyc,hologist from headquarte,rs and didn't run by the R,CA ,co1mmittee or the patient safety 
committee. 

I op•p,o,sed the rec1lmmendations, specifically the one assigned to me, I specifically-informed Dr.. -t the, ad hoc 
meeting that I will not ,reco·:mmen,,d docu·mentation review for the psychiatrists (at CCWF or anywhere) given we have a 
policy and process that address,es. this, a peer review pr,ocess for physician/ps,ychiatrists that is spearh:eaded by HQ 

, -

Telepsychlatry. ,. .• · . . ·Vfe4/ ~ . , ( . . .· . 

li\c.{u~ . < 
From: CDCR 

-
Sent: Friday, September 15, 2017 4:36 PM 
To: @CDCR < 
,Cc: CDCR CDCR< cdcr .ca. ov>; 

2 



Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 59 of 93

@CDCR CDCJl 

m 

~- --ed --- Q?/Reg,on,aJ rev,ev.-ers ca,me 10 gn,e us feedbac~/revieW uu, tnHi t tlt1tJ itiQtt. wt1il I t1av -
tion was documented. I was nol going lo ma•. e recommendeti tJ t1 rf!Q rditig 

~ses o , RCA grven 'Ml have a HQ driven peer review proc ss lhBI 19 nlre&rJy in r1l @t; lo tJo tt1 t. Tl1 re 
· I 1recommenda1 on . We could add lhal Peer Review of documet1lelit1n t!4 follow d for MJ• MD, 

·- are met_ That would work. 

tions that address this n others ways (~ e. not changtng level c,f C1Jru for i month§ htJr 1 
docunenta1ion in the chart of the decision making proc.esg ror lhb ,evel of t h ng-

of events wh'ch are con ruenl wilh a review of lhe ther1 

From: COCR 
Sent: Monday. September 18, 2017 8 .. 11 AM 
1To: COCR cdcr.ca. ov> 

----
Cc: - COCR cdcr.ca. ov>; 

@COCR cdcr.ca. ov>, CDCR< 
@CDCR ov> 

Subject: RE . y revisions 

Does this need to go t and 

OW' already turned .. revmons requested by Dr.. and under their direction. I'm a little confused 
what we·re do".,.-n, at is po·nt. Did HQ ask for further revisions? 

from 

Good oming. 

It appears that s reco,nmendations are focused on policy changes/revisions that need to be taken up by 
headquarters separate from this Event & subsequent RCA. Remembering that institutions don't control policy, we 
cannot encumber ourselves with an action plan that 1ndudes re-writing polity and care guidelines. 

I hope this helps. Thx 

I didn't rear12e the final. had been submitted. Miscommunication I guess. I didn't completely understand that Mr 
and Dr. we•re here to suggest revisions .. This is my first RCA. 

rfhe end seems a lot less dear than the beginning did. Perhaps I'll learn as I go along . 

• MD 

] 



Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 60 of 93

-alifornia Dept. of Corrections 
California Ins · omen 

On Sep 18, 2017, 

My revision of t·he Eve.nt Descripti 
On 4/.20/2017 at approx. 2330, I/P WHO WAS ADMITTED TO MHCB ALTHOUGH WAS HOUSED IN 
A.LTERNATIVE HOUSING IN THE TTA, WAS INVOLVED IN A SE.NTINEL EVENT. APPROXJMATELY FOUR HOURS EARLIER, SHE 
HAO BBEN EVALUATED AND DETERMINED TO BE GRAVELY DISABLED BY THE ON SITE PSYCHOLOGIST WHO PLACED 
ADMISSION, WATCH AND ISSUE ORDERS~ SHE WAS ON· 1:1 SUICIDE WATCH BY AN LV1N AN 'D WA·s TO B·E l'N A STRONG 
·GOWN, HOW.EVER REFUSE.D TO c·OMPLY WITH I.SSUE ORDERS. ,1 WAS DOCUMENTED THAT SHE WAS 1 PSVCHOTIC' AT 
THE TIME OF ADMISS1·0N .. DOCUMENTATION FROM THE 1;1 0 .B.SERVER NOTED 'SCREAMING' EVERY FIFTEEN MINUTES 
FOR MOST OF THE FOUR HOUR PERIOD. SHE OiD NOT RECEIVE MEDICATIONS DURING THE FOUR HOU,R PERIQ,0 PRI.OR 
TO THE EVENT. THE PSYC,HIATRIST ON CALL WAS NOT CONTACTED ·sy NEITHER ,NURSIN·G, THE AD.MITTI.NG 
PSYCHOLOGIST, OR C.USTODY. AFTER TO·UCHING HER EYE .FOR SEVERAL SECO·NDS, while in t.he supine posit'ion on the 
floor, the 1/P ,used her left hand to enucleate her left eye, The alarm was sounded and two correctional officers entered 
the cell. The 1/·p ·was asked to relinqui.sh the eye, however, she put the eye in her mouth and ingested it. 91_1 call w·as 
initiated. THE PSYCH IATRIST ON CALL WAS CONTACTED AFTER "THE INCIDEN.T AND ORDERED AN EMERGENCY INJECTJON 
OF ZYPR.EXA 10MG TO BE ADMINISTERED INTRAMUSCULARLY PRIOR TO TRANSPORT. 1/P was th,en transported by 
ambulance code Ill to Riverside University Health Systems. 

' 

111.ot cr.e ttM_to-• M•H1~(: f.1!1!_~~0J_is _ ____ ......, ______________ _ ___________ -1 

. S....r1n1~of 11M•1c:v _ ~~nt Ad~~,: Tr.-.n,,. aefrt-she!~fc!r S,.aff _ _,._,. _ _ _ ---- T__, 

1 

Pt.-.,_ i'.eJPQCI-Alit fo, lfftp1r11ttff1.-iot1r Of. t.\. He~ CMti.: °'"'6r., htMft MfC>0",1i\til. for Monl0tircf~,otlin& ~Witt. Men"I Httlth 
Me-rol Ke-at.th Svbc~t Subco•"•ttt~ 

- - - ----: Adiwl ~ept'1 _ _ ______ * • -~1N:e _ Qf!«llnot - _ -C~meialyst.t,n _ ,. 
• Men-•. tltll1h Ob.ii led staff wHI ~ tr a~ne:d on 'M'lfl"' . MHCI 9/l0/2Ql7 • Tl\is 'Ml rc!T•~• s~ an ltH! Mtt(I tdffWll:.ln PtOcHI# ltlducr..1 ' 

~ioona.tt Mnlir Treitlntf!l Pf.ens 1rwt, MHC:I ' Si"(Je-msor- tOfflffll.ln~rjc ~JI MHMD. Nut~fll ,no C~stody 1ct .cfrwtJlon; , 
Mrr-SSi•fl (mu,1 OtrkfJ; IQ,,'° bt l/ljMcl O'l'I 110n, . •Ni MK QM Rfcty fsw~: tr.t11me,,t ol1,n11j~ -~ IDTT. 

5prc11Ust· 
,,,..;• - --- .,,_, ---- ---~- - ..,,.._.,. - • - -- .. . - - • - --•j . ---- - - - - - _ ,,, __ - .- -· - - - --- - - - - -

• Menial Ht!,illh CfiJ.d k-d ..... ff .,n bf trliN>d on DDP MHCI 9/50/2011 • st.If, rr-tfl/ • 1lw.-ri me ~swa,e 11. tM-it d«.t~0:11 t,t .. rdleu of 
ancl 1n·:.tf',1t,et.e, l&Sit policy, • Supel'Yisof tP"s k.r<ti0t01J t,ti.._ 

l JJMI MHQM 
t.----- --.L ' ~~c&:!~•n _____ -------- --- - ·,---- - ----~ 

• M1,-t11 ~11th C,rii,.s. kd' i"Jlff ·i,,,.H be n ~nt:d Of' MHC-8 Mt-tel I I/JfJ/2011 • ~ --11 r:~lr•sh si.n on MHCB Mn"i1.MOn •M ,lftt-r~ 
' houl-lna 10, •nd poller. I Sv,e;,viJ,Or ho\.111n:1 POltey arid Pf'O<AdU!f«t 

. UDfNG-(OHTACT ,....,___ \1:klA. TltlST ON ·CA:t.L IY tnid ;.ut QM 
ADMnTtNG ClflUCiAN. 1 Spc,t•ltrt ------ ~ - ~ - -------· ... ·- - --- --- 1- -- - --- - ~ •Secondary lfMllM intcrwnocn wtll be. ed for all MHCe , 9/30/1.017 • st.ff Pl'CM:nt fo, such c't~r11s nwr ftcl ~,ond,ry bllUffla, 
staff Involved In th• 1""1dl!f'lt 5uc)c'rvlSot - , 

~ r:!.(1- MH QM 
~ I 11----- ' - ------.,.- - -- . .. .-.-. - - -

• llfCOMMfND"-Tl'>N iSi M4Dt TO OOCUIAtHT LM1 o, HfAl) 
CAif 01ANC6 4 TIC (fAOM BJP TO ICMS Oft. JCM~ QUilllJlS 
TO G.P) ~ THf CHARl Mf~A:l 

•U'COMM[N()a..notll~AUOMA0t 1'0Autltf.NC( HUltH 
AMfW Of CO\Jtffl" RfCO~ Al AC BY Wll1 MHMO LfA,O(R!-HiP 
AHO PCJ..TNTIAl COMTACT (AS PUT Of INITU.L 
tvAlUAllON It/TA~ rOAM?J 

, • RfCOMM['6\ noN rs MADE ro MAlE HO CtUNG,lS. 
lO l Ml Ol CA J,f f Ofl SI)( MO>ITiiS PO~ f 

, DISCONTWUAllON OF ~'tCt10fRO,.IC Mto-~1l0~ 

• 

- · - "' ... ----- .. ----- - ... - - ~ - - ~ -------- -~bStt11nt.ptoc«:6ure w.11 be ,ev~wrd by Nur~ln& I ct,•ef • CIW ,may llllllish to. ,.,_1cw.and: in,plema:nt ~thofs of patient, 
1 recofnl'N--nd.•bon1 wa be i.ub~d ro HQ. ,Ad 

lfpropriaW Hu,1o1n1 itl'1 w\ll bit- tr a,r,.c-d Of.\ ,,tw 
proc:'Nlure1. if~. 

,._,,~n, 
betulh't' 

,~ic,,,~t obHrff-d fll m.t 11 comn..ni,y ho,ptW ~,. • 'Wit 
tr•~t'd. 

• • kscts:nc . 
,----- - ------- -----------• . ..;.;;.;Mo~_a.<-cnt ~"'"~~---· -----~.,......-..-----;I 

• •· ltkl,.• 
• Mc>.sl lt"Unl ,FlfiiiRP: - ~:------- - ------"-"-- -----~ ----- - ---

• 

I expressed my concern about the direction of this ,RCA t-o our CME and our new , Mr. both of whom 
ac.knowledged the undefined process which was reviewed in Patient Safety Committee. 

4 
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" f'r# 

· /rom: @CDCR ~ 

l,j Sent: Thursday, September 28, 2017 2:06 PM 
iTo: CDCR < cdcr .ca. ov> 
Cc: CDCR cdcr.ca . ov> 
Subject: F y revisions 

I have no idea what happened to th is RCA. It started strong and then I have no idea where it went (Hq?) or what went­
summary and re,cs? 

I never saw what was sent up: t imeline, summarv, recs, In their entirity. I don't how this process works, but the pro,ces , 
this one followed was circuitious at best. 

1 do think my edits to the timeline are signficant to the case. 

From: @CDCR 
Sent: Friday, September 29, 2017 2:37 PM 

@CDCR < cdcr.c.a. ov>; cdcr.ca .. ov> 
CDCR cdcr.ca . ov>; 

cdcr .ca. ov> 
• • y revIs1ons 

Thanks Dr. . I am trying to piece these all to ether to understand our current rocess, the gaps, and h.,ow we can 
enhance it. I have asked for RCA packets o ...... ave 3 of 4 (should have 
green Monday); I will schedule a meeting to cement a process as t 1s was an action item rom our September patient 
safety committee. 

From: @CDCR 
Sent: Thursday, September 28, 2017 2:13 PM 
To: @CDCR cdcr.ca . ov>; 

Subject: RE 

Dr 

cdcr.ca . . ov> 
y re-visions 

cdcr.ca . 

• 

cdcr.c·.a,. oV>; 
= 

iThanks for sharing. There were three or four RCAs on the Patient Safety agenda this past Friday and it wa,s 
acknowledged that there is a gap in communicating findings and recommendations. What was reported at Patient 
Safety Committee was simpy the status of each RCA ie .. 'closed', 'in monitori,ng phase' etc but again no details or clear 
acknowledgement of findings and/or recommendations so what we'd be monitoring without clearly assigning 
recommending of the RCA is anyone's guess. 

-
Including a few other stakeholders. 

MD 

I• 

5 
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t p 

1. Pl,-, s , 1 

- t~, c nn -d f1i,h,bon (wh[ch I wa1i not fnvolve,d w'ith although, o,n the comm ttee I ,e, , .. te -
W'hat Ii m1,,1r,9. 

2. Pleases ·. - th ,c · nn ·<J · ummary of ,e,v,nts whfcih has, s01me amendm1ents/edits l,'ve made .. 

1, The p,sych,ologlst, who ad,mltte did not ha,ve admit.ting pr lileges · · the CTC 
1had 'tr,eat,m ·nt ·prlvll ges ,only, This was di~covere a :er, inquired abo1ut potentia,l li:abi itv fo,r t is C2$e b1 _ 

on cal'I psyctilatr'lst or th CTC psych,latrlst. I was lnfor,med b,y ,, th,e that on~f the ps(Cho ogis , 

was llable because he was admitting under hts 1i,ceinse and admittin,g privileges ... Ye,t fo, and be , o d,, 1Dr. 

was not awar · that admitttJng p,rivileges are di.fferent t:hat tre,a'tme,nt on,e:s,~ filone of th,e p,sydtologists ,ho , ·· 
be -_ n placl ns ad m lsslo n orders sl nee I started rn 2016 h,ad actual admitting privileges to1 ·the CTC.. Th is was 

dlscuss,ed and confirm -d l1n the RCA committee. I acquire,d th,e psyc,hof'ogists ad'm11tting ap,p ,ication fro ·,, Sa 

Qu ntln and presented that our Licen,sed ln,patient Co,mmitt,ee who app,roved it .. SubrSequently, , Pstr) 

and the other 20+ psycho1oglsts W'ho can tre-a,t in the ,ere a,re now privileged to a,,dmit as v,efl_ A rfNiew of · e 
flies In Licensed lnp,atlent wlll confirm t,his. 

2. , PsyO should have contac·te,d th.e psychi,atrist a,n call given the severity of this patient's ii ess-
patlents W'ho are acutely ps.ychotic ,are u,npredictable·,. esp,ecially whe.n. they are new to CDCR and we do no, hare 
their historical reco·rd to re'vle,w, However, had h.e reviewed: the scanned' docurnen,ts from OC.Jai , rea...-~'"t 

available on Cerner, he would h.a,ve seen that she had two admiss,ion:s to their CTC 'for SI. When asked 1by me 

why he did not call t.he p,sychiatrist on can ('we have a three· person, ba,ck.-up1 sys,tem thus., one of us wiJ , . 1, YS 

ans·wer). His res ·e onse was ·that he thoug-ht she wouldn't take medication. He had not been to cl' that: it v,a;s 
- - l 

,re·quired for him to c·ontact the -psyc 1atrist on-ca,li w•i-t t e excep :,on O _, W , -~n h,e is NOT going to admiL Thus, to 

--stiate·trte ua6fhty?ft send,ng somebody back to the yard was the O:n(y reason he, 'Was told to contad me 
:psychiatrist on ca,11, And indee·d, I have and still do tak,e call .. r had taken b,een called by a p91chologist for a , 
admlssi,o,n, rathe,r to in.fo,rm me, that·someone wa,s going ,out to the yard on a S day step down_ v·es. nursing ca· , , 
us to recon:clle ,medications on admissions, but that is not the person who adm1itted t:he patienL 

3. It's clear that o,r, s clinical judgment was, poor-his documentation on the n!ote is reflective of this-
however an LOP is In plac,e that W'ould have p,revented relia,nce on his clini,ca1ljudgment alone_ See 

attach,ed., Neither the acting supervising psychologist in th,e MH 1CB a:t the time* or· ere 

aware of this LOP, ·Not a singl'e p!sychol,ogist was, aware of it eith·e1r. 'l't was agre,ed in a.n ad: hoc meeting that Dr ... 

would provide train·ing on. this LOP to h;is staff~ I can get Y'OU the mi,n,u,tes. Indeed he did not. I have 

,documentation from P'Sycholgoi,st.s in the CTC who all confirmed t.h,at they we,re, neve1r informed of th,is L01P .. I 

have heard the sa,me from psyc:h,ol,ogists ·in othe,r units who have admitti,ng p,rviliges. 

I did provl.de the training and Information to the five: psy,chologists assign,ed to, the ,CTC because it is our LOP, 

. l"he culture is such, howe,ver, tha,t only the on call psychia,trist is contacte,d when a p·sych.olo;gi,stadmits a pa~ · nt 
to the CTC. D urJ ng the day, Dr. , the ere s c_hia trist.s re arts th ., . , -, · · . ·, , ·· e-n mn,tacted' · 1. p , 

adm,ltting psy,chologists onc,e in th1e la_st two_ e· · · . : ursin,g in,forms hi'm o,nce the p,atient is admitted and needs 

· e · ication, review. 
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Oec (( 1 )..0 tr, I ·· .. · 
Based on f .· .· dback from the Licensed Inpatient ad hoc meeting where. tt1is traininB ,was agreed up-on, I did re·vise 
th -:- section on wh,ch pro·vlder car, place whic·h order. This was recently approved by the LGB The indica Jon for 
this, wa•s that n·ur . Ing was as.k.ing t:he psyc:hologi,sts to place diet o.rdiers (th,ose are medi.cal ord·ers) and 
psycholog·ls,ts had decided on th·etr own tha.t they could enter urine tox screens, which were. ack·nowledged and' 
collected by nursing .. These are me.dical orders that a physician can only orde.r, yet psychologists were doing 
the.m In the ou·r CTC .. H·e.nce, 1me uenumerating their orders. to ma.ke 11t clea-r for nursing .. 

5 What did not chainge, was the section that states the psychologist 1s. to call'/ 'conta.ct th·e psych.iatr:1st when 
a·dmlttl·ng. That LOP wasn~t followe,d in this case o.r any other. . 

6. The, process for this RCA., or any RCA1 should have i1ntegrity if we expect staff to partlcipate in it, but perh.aps 
more importantly, if we are relying_ on this as the primary tool ta re·view adverse cases. An.other compelling 

misstep in thi·s RCA had to do, with the Jack of respect for ano1nymlty of the committee ·members in terms of their 

discussion~ As you can see below, I h1ad inquire·d in the 1RCA why the Dep't of H,ealth's licensing department had 
not been contacte·d gi.ven the p,atient had form.alliy been adm·itted to a licensed unit. I undierstand that she was 
ph·ysical,ly kept in the TIA ,·n a holding tank because she r·efused to strip out and was not cooperative, but 
shouldn't we inquire from the Dept of Health a·s to what the policy regarding these complicated cases are (i.e. 
patie,nt is formally adm.itted,, but physically not on_ th.e licen.s,ed se,ction of the unit), and .adv,erse outcome occurs 

within five hours of her a•dmission orders being entered? W-o.uldn't it be-more judicious if we as.ked the Dept of 
Health for guidance on this i1n the event that our call to contact them (decis..ion made by the CMH) was. not the 
appropriate one? T'his case as passed, but there may be others. Dr. sent my question out on email 
to. every member of the leadership team as w·ell the HP Ms, an.d at.hers .. That is not in k·eeping with mainta,in,1ng 

anonymity of the comm·ittee members' Q'Uestions/c.amments/discussion~ Dr clea·rly p,oi·nts o·ut that 
her concern js re-garding plac.ing CDCR's relation-ship with lice.nsing in jeopardy therefore will r,ely on the CHSA 
Na definitiv·e ans·wer w·as ·ever given on th'is .. 

1·, The blurring ,of lines at CDCR betwe·en providers has not helped ·our patients who deserve, transpare1ncy when it 
comes to knowledg_e about the.i,r care provi·ders' area of expertise .and licensure. Ou1r current. system 0 1f re.ferring 

to psychologi"sts a·nd psychiatrists both as '"MH Providers'11
' is problem.atic given our scope is not equat our 

foundation of know 1le,dge and practice are ba·sed. o.n ,different disciplines a·nd we are ncensed by different Boards_ 
Physicians, includi1ng p,sych1iatrists, have the broadest sco,pe of Uce·nsure as physician and: su.ir.geons .. By referring 

to u.s and psychologists as "M H .Providers'', the assumption ca·n be mad,e th.at our ·scope, is congruent, that we 
bring the same skills, know1ledge a,n·d expertise to the tab.le .. That we're i.nterchangeable .. W'hen I came on as the 

, a psyc,h.olog,l.st was the Chair of the Clolapjne Committee. I don't know what else to say other 
th 1a.n, how d,oes a system allow that? 

Why are psychologists caU,ed '.cun·icians', actually "'primary ctinic.ia.ns' when in the commun·ity, this term 
universally .refers to physlcians or Mld100 Leve1· Providers. Th-erapists are not referred to, as tlinicia.ns. The use ,of this 

term ls extremely mislea·ding and further inflates the status of the.rapists as having more skills than they are 
li1cen1sed to have. 

After an, everyone is ca,Ued a 'Doctor' and even NOU''s t read report that the psychologist o,n '"call' wa1s 
contacted-when referring to the psychologist in h.ouse. See below and yo.u will see that even inpatient ·Nursing 

doesn't know who is a physician and who ls-n't. PsyD is listed as· the ad.mitting physici·an for a p.ati,ent 
on the CTC census form. He is not new·, he has been here for l~S ·years and -· et nursin ;: staff stiH thi·nk he's a 
physici.an? w·hen I asked the .Sarge·ant who was an th·e RCA Committe1e fo hy the •officer who 

1 
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W . r · ttlly gtJl tt w IU t,adg~ tt1 t du riot t1olr,. r ~1ey or1ly a·,JcJ to t~1·(! arnt,lg,tJil'y of v1t10 l~ ~,ho, The b,a ~ge~ 
··lr,11,ly . ny, "Ur. X, tJ ytt1l.attl1t'' or In tt10 t a!ic of : ''.Ur, , It,~ not ,,,.,, 
lo nr1yur, _ wt1 _ l~1 r hfj I . p~,y lt,a:r1 or t1 rJsytt1oloel 1 t , 

111 · Joln,t ,c r· ,,,,1 . lor1 doe - not peclflc requlrerr1ents for lD1, except that one rou,it be shov,n to e,nter and exit,. 
11ow· v· I·\, tt-ltY f~,[QUll(E llfAl llf ST'Alt LAW' I'. FOLLOWED I, EAC.~~ STATE, We are not folfov,ingour s,tate'· 
I won. tl1l 1, Uu5lnt,'I ' . rlcl IJrofe~,1.onal Co<Je Divl·~lon 2., CJ1apter 1, article 7,2, sectio,ns •680 .. 680.5 (·see belov,) 
wl,I t, r ,q·ul1r - t~,o rJrof · 'lonol llc.einsa In 18 point fon.t (l,e, clinical psyc•holo•gfst or phy.s1ctan),, 

Pl . · I ,t me know If you h ve any further questl,onsi I will n.,ot be completing the recommended action item 
· -1en1· d to rno t1y Dr becau~e t fundamentally o,ppose the· w.ay this RCA wa·s condu,cted~ I stated 

tl1I In tt1 1 I -t p · tlent safety commltt.ee. Perhaps mo·st tragically, i'f my recommendatio,ns ha.d been submitted 

tot · dqu rt rs for review- the suicide that occurred most rece.ntly at CIW may have b•een prevented. r~ote 
tl1 . t I '1 comm nded maintaining leve·I of caire for ·six months post d/c of psy:cho,tropic. m.e,dica1tions. in RC as v,ell 
a docum -ntotlon of LOC In niotes In RC. At least discussion of th.is with the RC .ma·y have .Prevented the LOC 
c•h-nee · v ,n l1f th . program guld1e hiad not chang.ed. 

An copy of this email ls also attach d. The 'scanned notes' are NOT pasted in this email. ·p1ease rev:iew tho·se .. 

B st, 

From· CDCR 
Sent: Tuesday, July 2.5, 2017 12:55 PM 

--

- CDCR < 
@CDCR < 

@CDCR< 
@CDCR < 

Subject: Question about Licensing 

I t.ello. I hope everyone Is having a sood day today. 

I have a qu stlon about llcenslng In TTA/MHCB/CTC, This came up In an RCA as a question from Or 

Background Info 
• IP had a Sentinel Event whlle In 11104 awaiting admission to MHCB 

.tdc,r.ca. OV>; 

• The Incident was not reported to MHCB Licensing because the IP was not admitted to MHCB yet; therefore 
reporting was not required 

Question: Should we contact Mt~CB Licensing (to get their Input on whether It's reportable) from even though it's not 
required? 

8 
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I 

On Jul 28, 2017, at 7:38 PM, @CDCR < cdcr~ca. ov> wrote: 

· Sorry, l was reviewing this and realized I missed a question. 

Ort I appreciate what you are saying. My feeling is there could be some impact to policy, licensing concerns, 
audits and the receivership, so that's why I'm deferring to and Mr. . I'm leery of taking action that could 
affect our relationship with licensing or conflict with some policy or directive from H°' so I'm trying to check with our 
CIW experts about that. 

l did inquire Into how to recall or amend a completed and submitted RCA, and learned we would need to reconvene the 
group and have a consensus on adding this recommendation. I'm opeA to doing that once we are clear on all the effects 
and Interactions with our ot'her disciplines and administration. We would have to do this sort of investigation before 
making this recommendation, anyway, because it reaches out of CIW to our licensing, and that could have an effect 
beyond the institution. · 

I•m looking, forward to wha 
every day at CDCR I_ 

can find out with her research. I love how we get these opportunities to learn 

• 

From: @CDCR 
Sent; ay, Ju y 2,7, 2017 10:35 AM 
lo: @CDCR .- cdcr.ca. _ ov>; @CDCR 

cdcr.ca. av> - . 

@CDCR< · cdcr.ca. ov> 
Subject: RE: Question abou,t ~icensing 

I agree that this. Issue Is more complicate,d since orders were in place. My understanding 'is that the p•atient was in 
alternative housing awaiting MHC'B and ha.d not been offic:ially admitted, therefore would not be considered in the 
MHCB census O•n th.e date ·of the lnci,dent. I'll do more in d.,epth research to b,ring clarity to the issue and pro1vide1 

gutdan.ce should (or when) this situation arise agai.n. 

From ·_ CDCR 
Sent: Thursday_, Jul·_ 27, 201'7 10:02 AM 
To: CDCR< 
< . cdcr. a. -v> 

- --- ~ 

Subject: Re: Question about Licensing 

Dr. , Thank you. 

I had actually already asked this question of Mr~ 
wasn't clear. 

_ cdcr.ca!_ o-v>; CDCR 

and the CNE before my recommendation. I'm sorry that 

• 

I understan1d that the TIA Is not licensed and therefor typically not reportable for sentinel events as those patients are 
not yet admitted to a licensed facility, My question was that this was a patient was physically in the TTA but was 
actually admitted with orders In place. Ms. , that ·1s the question and perhaps you know the answer. The patient had 
admit orders In place. Therefor, the standard rule lsn,'t as clear and thus it may help to discuss with licensing in lieu at 
assuming that It falls under the general rule 

9 
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My r commend tlon st ntl 

Maybe the three of us c n dlscu~s t1rl fly In p ,r~o,,? ·. ~ 1\ {t'.-, l'J t L1Z: Jhpt(,,111 

• 

' 
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·} olee ·. · _f W'III I \• 1 • 111 "l'"•W • • • •,l 'l 'I 111 11 t1 11i , it i l t t~ , , 11. \ 1• • i • ~ill ~ 'P 

. o,,~1 .1H) MAl tn ,,,MlNll;tN1llUt'\Ll 1 lt ·, f\Nt•l,IUHiUU"' 
Vt)llJhll 1l! t-llNIAl 11lf\t ''' 

I CHAPTER 6: Adml Ion: Voluntary or /nvolunt ry 
t. POLICY: nm o~pa 1,e,, , &1 , . ~ a ,~1• 'c Q11 · u,~)Ofl wr1 1,1 fJif YC• Jh or. 
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.. ___ ..._. 
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N .. GENERAL 
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V .. P,ROCEDURE 
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9-> /l . 
t.,al,~r.1,,11u~. 

J.EC;ISI.ATIVE INFORM,\TION 

Bill tnl1>rmat:,0n C4' ! ()11'111) ll'IW 

---- -··----
~t'ICCS chtt1rr4 bf!1, 

lklSINtSSAHO ,ROl'!SSIONS COO! •UC 
DMSION 2. HtAUNG ARTS [&00. ,ttt.12:IJ ( f.M""'1 2 ,.,,«red by SI••• 1931 Ch :m I 

C~fflt t. o. ...... , Prowl.ion, (&00. eea.21 I C.,1/tf)fr-, r ~-by$!.~. 1937 Cr, ,~ , 

st.lo lcuootutl l1vmt unullllllh I AO ludllull lvolll 

P Qukk l••n:h1 
0,,1,...., .. ,. • 

C-: ~ •C- • S.-: 

-o.,,tq u, r,,~Wlu 
I~ 

ctO. (a) fcxcer,t a, ~w,w p,~ '"thr1 wct10t1, a healtl', Cllft' pt.O.IJcnn shall dtM:low, .,, t. t' "'°''" o. 11,. o, h <e1 n• mt • nd p,.-cto1,o, ,.., · l,c ..,..~ 

status, H ,;1antf.'d by ttM •t•tc:. on a ,, • ...,.. u.9 on at lt'alt 1 !I po,t". t t)~- A hc:alu, care: p1,.t11toone• '"a p,ac t,cc, o, an ol(ic#, whose hccnw: rt p,o,n, ntl·, 

d1spl.ayc-d, mav OI)( to not_.,, a n.amc, tag . If a h(' .. lth cart p,act,tlOM'<' o, a hct'MNl cl,n,c.,J \OC•al ,,oAc-1 "won.:,ng ,,, a P'vch,alri< k'!ton':) o, ,n • 

Jetting that ls f\ot ltcC!nwd by'""° ,tat(', t h <" C!fflPlo~•"9 (.'r,t,ty or ~oc:ncv 1h~I! hiwe th<" <::1S<ret'°"' to m-,l.: t' 3n e•C<'Pl1on fr o m t~ n.ftmt tal) rtQ <lirc:mient 

IOI" 1nd,Vlduail s.,fety o, the,ar,tul•c con<t'rns. In tht' ,n:~t'St ol publ witty ar-d con1•J~• awart~u. ,t shall be- unla.,.,.ful for any Pt'f~I' 10 u'4! I e 11tJc­
•l'IU1"M· ,n re:#ert-nc:e 10 h,n-,wlf or 1-.e-t~II a.nd ,,, anv capa<•tv, ccc~ fet •n ,nd,v~u•I v.. h.u ,-s. • tr"1~tNt"d nu,,.ie o, • hcenW:d v0(.1hon.til nu,w, Of • t 

otht'rw1'k' pt0V'ldl!'d 1n St~1on 1800 f.lolh1"9 m lh1'\ 1-C"(t1on "h •II prohb,t • cc11 1t1nJ t1ur ·u· o""~"•-l 11f'! r,o.-n u..,,,,g hi"' Of hrt 11th•. 

(b) fat1ht1"' 1i, ..... , .. d bv lh ~tn:,: Cx1>111tm('nl of S« .. ,1 Sc,•v1ce,, 1h .. St,,1 ., Q.,p,,iln.....,.t of P-ubhc ,, .... 1th, OI th .. Slnte o .. p.,t,nrnt ol llr.,llh c.,-.. 
~oe~ sh11ll d<:vt'IOC) end lfflpll'mcnt f,ol,c~ to c,nsurt' that ht'.llth care, p,Kt toontrs poov1d,n9 c11~ ,n rho~e fa 11,t •c-• .-re, 1n con,pt,i,nc,r with tr.,bd,v,,ion 

(1). The Slate, Ot'p,1tmen1 of Soc,el 5try,ces, 1t-t St.alt Ot'p.ll1rnC'<ll of P\,bl,c Health, al'd th t" Statc- Dei;.,nmc,nt of Pit'~lrh Cllrt" Strv,cu ~I ...,,,ly 
lhrou;~ pc,nod,c insl)«l1onJ that the pel,o~ 1Nju11t'd pur,uant to ,abdov,s,on (a) h<1vt bc,c,n devclop.,J and ,mplcernent.-d b'i the r~pt<!lvt' hC\"flle'd 

lac,litlel. 

(c) For~ of 1.htt 111.J.., "ht11lh ca1t p,Kt1t,on('f'• me-ans any s>efJOO who e,,,ga>9c-1 in acts th..,t arc Ott wb1e<1 of llrc-nS<i•• Of rt9ul,1110,, un4t,f rhn 
d1Y1s,on o, uroder any 1Nt.1a11~ act rd,e,r,rd to ,n this &.,~,011 , 

(AfnMdrd br St.ars. :101 !_._Ch. n ~ s«. I . Eti'«t•'!! ,.,,.,,7_!, 10J3:.:,} ______________________________ _ 

,I. 

12 



Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 69 of 93

u • 

I ,t,,.f~ • f ,l,'J f# l}j, • 

IJ ·Wlr• , ._.,,, 
I , ,T l< 

_, 

,Qllw _ pja 'lilo> 111!• tl h? ·• 

er t iser ,.di ~---- - --- --~~--- ~---

, •.11!1!)1111 ,l' ~~d , • ;tj 

QliL ra 1. a,, •QI"*••• ,·••. •.21 · ~~~ ~~ .. l'\!- .. , ~· 1 ,c · )jr 

. A loW'l.-. ft 9'~:,, .-S _ ; .,. --=-- ._....... a ;.ca: ft i ..& 'r-a' .._ . ..,._. I P' : fl' ~ a.,, , uf •:II , .,_+""_...- IJ'..f"l'W' 11• ~ •, ..,, .. ,..,rU~ 
4',p(•'fedil 11'"oil!f ~ rm n.x -..-a~ ta-;. :f. .1 b-,11 a;,ir ,prx,;c .,.... a- ,a ktt,w,,d arr~ r lfllr:Jfl'ir~• • jl'! ' "'' , • JA 1tl' -1, . · ~ r ,~ ,r,;1 "'• J,lftt.e-; itt-..a i'J f!iCC• ~ ~ · - IDI!'~- ~ e-r-~ _ 1 :n; e!"I ,..--.-., ~ ,_. :~ frtt> no-Coin ·" rr.a-t fl r• r •-t:~ •• ~ 1 •rll'c t • ,, ,...., I · . ,. - "•~ 
tm- ,!fl ·· -e ,,all l.llrlf't or er-~ Otl«'-c~~- : " ,rllr' ,,..!!-d ~.ti lf'>i" '-- -~ .. ,.-,d <O!"~ •• ,,..,.~... ._. •rl£ 1.M' 1 , .. · . .. 1., f..,....."7'' , 1.1Mt if .., rwltt 
•aww•· t•Cftil!::i'~ t :o l'l~ ocr ,.,l(!f"k ll: .--t:: -<.;. ~ •. ~~c ~.:;c • · .· -~ ,.. wt; ~ • '""';t~ h~ c.-i L.r~d ..-u:~,,.r u...,,..,.., ~ n 
6ti"Ml:r-M5C' · iu•,,lai!r.1 ~ '"' ~ 00. ~ .,_ .,.. '!. .... ;:<11r-.:9£i.'°• ,:"-JI ;, ~ - ' •:. <- ..: If"~ r.u- ~ n ~r,., irr., 1,11, .:; t t.t: I', r tit ' 
(b-) FaoC,tM!.-t ~ h - . SrJf!.11! C•-T:...w -,- ;.:_ ,, el '5«",... So!"!·· !"I-. ~,e-9 ! "!' ~ ~ - _ , 11 JI' ~ ,V-.A!it t ~ , -~ r ,Ill' ri• 'f:.a! - .,,.,. . r.A ,f' .. • lt l f · • 
~ V-ell ~ .-.!: lff'J1ltJ! . .e.!'f' ~ ~ ~ !1! 1t!-...ait t ~ · ~ p · ,-. - •...,- ~ , · •~ ~ -l'UM' I~ ld~ Alf!!' tt, ~-,_,, . •f "'1 ~h "'1J.Qdt.,;~ 
( .t,.. Thlf ~:e ~ c ct-~~ rs.. at'lt' St°..!01!: ~~ f.1' PA h!' l!it'I.. -.o ~ s, !' t,ie, - 111 lf • · ttr: _:- !1'1 · - ,., ~ ~W". M *"' ~d'f' m~n ~•~ ~o-16--« diC ~~ ,-lf'Q..-Ni~~ , ~~ { oo-:.~~ • ,-wdl ,~ _ ,~ t,, t t . · 1~ v r. ~,rt1~ 
f:d lll•cs. 

.tuw.11d«f1 

~ - :Sk aa. mu a,,_ u S !'C z_ E-"1~ ~ 11. >-s,1.J.J 
- - --- - -------
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OU DO · IS OU OF DATE, NOT C 
OUR DOM: 

'Nauwpbfe 
R.mised Oetobe,- J 9, 1009 

All unif01111 p,:1~sorwcl and otl1er :perwMcl ,,1io lta\',c: direct contnct, .. \vitli 
iomates .• e .. g.1 1·,cacbas4 c--011nselors. cooks. • . llU™=\* ct,c ., '\liall \\'ear ,aJ1d t 'le _ 1r1 y 
display a namq,la1'e, 
Narnq,lates shall be phcno,Jic ,cngra\Wi? stock.. 3 inclie, lon~. by ¼ i11cl1 
wide~ 'by, 3/3,2 inc'h ·thic~ \1tith ,,i1itc Jett.er'; on b'lack ,t·ock. l11c c,on1cr~ 11iay 

be slightly rotmdcd lo protect die ,v·earcr's clothin~. Th,e nam,c letter ,~izc 
shall be ¼ inch high .and shall be composed of the finl i.ni1tial of tl·i.e fu,t 
name. followed by a space, follo"~cd by the entire la'tt nru·11e. cC11t'cred· 'botl1 
top to· bottom and side to ,idc. Replation nan1cplatc ,shall be ,vom on tl.1,e 
outer gar111eot 1mlcs.s an cxcepti,on i~ made by the Warden., 
A cloth name label 'SC:\\U. on10, the g:a11nc:ot is, ,an acccp1tablc ~ub5:tihl1'c for th1c 
plastic nameplate ,for those peace offi,ccr\ \Vcarin,g jun1p~ui1,. battle jackrt\. 
aud raio gca.r. Clo,th name labels $ha.I], adhere to tl1c £ollo,'1i.t~g spcciticatioi1,.: 
• The name label. shall ~·c the initial o·f the staff n1,c:n1bcn fin,t 1w11c, 

followed by a spac,e, followed by the mtirc la5t name. 

• The name label shall be SCC1Jled. c~n) above the right btt.a§.1 pock:ct. 
• The name label. shall have yellow lettering; 
• The hackiJ01t:nd of the na,aac label shall. be grc,cn/oli,,c: 

• The name label shall have ½ inch ldtets and one-inch tape, 

• 

I 

HEALTH CARE SERVl,CE,S 

'., M.D .. 

Califo,mi.a ln.s:titution f·or Women, 
16756 C"hino-Corona Road 
T: 
F: 
c:· 
E: @cdcr.ca .. gov 

I C.H,ECK :EMA,ll SEV·ERAL TIMES .D1URING THE ,oA·Y, HOWEVE,R A.M 1NOT LOG,GED IN AT ALL TIMES. IF THIS REQUl,R'ES, 
AN U:RGENT OR TIM'ELY R.E:SPONSE, PLEA-SE CALL OR T'EXJ 'THE CELL NUMBER ABOVE. 
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/ . 
Golding, Mlcha_ol (1 COCA 

From: 
Sent: 
To: 
Cc: u;CUCn 
Subject: 

Conclusion 
1, llothlng ha~ changed In the Colcman-aerr:erJ MAPIP druP, m<Jnltorlng rule~ from '> .4 yta r~ fJg.o , 
2. Monitoring of ~omc (but not all) of the 3-yea r old rult~ ha~ now btwrm; autc,rr,i'Jt(:d du· to tht ,JWJ!lablllt/ of tht HR_, 
3. Since th,.:~c rule1 have b1.:cornf! automated, rnort (Jf the rnonltc,rln~ rtqulrnm,;nt~ ;,r,; rir>w t nforu:d 
4, In enfordne morn of tht rule•;, mo~t of the MAPIP da!.hboord wlll now turn /rorr, gre1.:n to red. 
5. This (kindly WJtcd) lrnptl,:~ that the manual monitoring by nurie~ OV<:r thf; la~t J,yea r~ h;,1 bf:tn fr1i.1cwrat and the 

automatic rnonitorinP, ha~ been inac.wratc 
6. What we have been tf:lling Coleman about M/\PIP compllanc.e In our ~y~tem ha, betn fal,c. We h,we not been rrio: tf 1 

complfant, though we told them we rno~tly were . , 
7. Psychlatrl~ts and ln~titutional manager, may be up~et for a bit when the MA Pf P da~hboard tum~ red, until they fit 
these problems 

Apparent Facts: 
1. MAPIP psychiatric drug monitoring standard~ were designed by our HQ p~yc.hlatry team, but with a lot of my 

input 
a. Coleman approved them 3.4 years ago 
b. For many (but not all) requirements, f selec.ted some of the rno~t lenient requirements from those of the 

Canadian system, the National Health Service' in Britain, the American Psychiatric As~ociation 
recommendations, etc. I did that because I understood that this was a prison setting. When there are 
many errors occurring, it is irrational to focus attentior, on those errors of possible lesser significance. 

2. _MAPIP parameters were being roughly (and apparently quite inaccurately) monitored automatic.ally until the 
EHRS implementation, which has allowed more accurate data analysis, albeit an analysis that ls still lacking in 

some rigor. 
a. The measurements were supposed to be monitored by a nursing manually for accuracy, using a tool that 

Karen Ray devised 
b. Our nursing staff manually performed spot checks and they appear to have dramatically missed major 

deficiencies made in drug-monitoring over the last several years, for some reason. 

3. The MAPIP dashboard, given the more rigorously monitored requirements, will turn red soon. This indicates 
(probably) that for several years we have not been appropriately monitoring our psychiatrist's use of drugs 

and 
We have been violating Coleman Mandates for this monitoring 

a. This may be problematic because the reports written by our administrators about this process have 
indicated the opposite 

b. It seems we have been utilizing wholly inaccurate data to draw conclusions 
c. Our psychiatrists may become perturbed with pressure placed on them because of the "red" dashboard 

and our institutional administrators may also become concerned 

Mitigating Factors: 

4. Information has been hard'to come by and it is difficult to know precisely what is going on 
a. Could it be that the psychiatrists are ordering the lab requirements but the institution is not successfully 

enabling the blood to be drawn? 

1 
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And 

I. It Is possible to monitor that, If we could get the d;ua atJ()ut when a drug t1:~t Is 1)(11tc:r1:rJ t, / th1: 

psychiatrist, but not done. This data Is retrlcvahlt:. 

II. I have asked about retrieving the data, but It would ta~e "3-v11:1;h " for a pmgramm1:r tn m;;Jf1: 
this information available 

Iii. The QM team (with merit) believes that It Is important that the imtitut ion e1:t~ th1: rlr1JP, 

monitoring done and for the dashboard to Indicate what it doe~ (particularly If r1;<J), r,:v;udlt:-s'S 
of the reason why the monitoring Is not occurrine. 

Therefore 
iv. the QM programmers will not be programming our computers to determine wh':ther the 

problem is with the psychiatrist not ordering the lab or the inst itution not P,':ttlne th': bfQQ,1 

draw done, when an order that is present. 

b. It' s difficult to know whether the psychiatrist is not ordering the drug, the patient is rt:fusine to h;,v,; th,; 

blood draw, or for example shortages of staff make it difficult to arrange blood draws or wht:ther tht: 
blood is not being drawn and evaluated for a variety of other reasons. 

5. The EHRS may contribute to the problem 
a. In a paper system after an order is written, the nurse (or someone) must continually try to get th,: ord1;r 

done. For example if a patient refuses an ordered blood draw, the nurse would go back to the pat i1:nt 
day after day to try to complete the order. Only when the nurse asks the doctor to discontinue th,: 
order, for example because a patient refuses for several days, will the nurse be able to stop trying 

b. The EHRS changes that. Now if a patient refuses a blood draw, all the nurse needs to do is check an 
electronic box that says the patient refused and the message (that the patient refused) is assumed 
delivered to the physician. Unless the physician then takes the initiative to order the blood draw again, 
no additional attempts will be made. 

Therefore 

c. The EHRS can shift the onus of completing an order from the nurse to the doctor. 

6. Institutions can improve the MAPIP dashboard problem 

a. When they focus on it, they will make sure that lab values are being done on psych patients more 
appropriately 

b. The silver lining is that by focusing on needed blood draws, this will cause the institution to focus on 
other psychiatric aspects of the patient, for example why does a particular patient refuse blood draws 
and could increased interaction with the patient help that. 

Best, 
Michael 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 

· Mental Health Support Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.golding@cdcr.ca.gov 
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Save Our ~ 
water ~ 
Learn easy ways to save water 
during California's drought at 

SaveOurWater.com 

3 



 

 

 
 
 
 
 
 
 
 
 

EXHIBIT O 
(2018-04-26-1257hrs) 

Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 75 of 93



Case 2:90-cv-00520-KJM-DB   Document 5988-2   Filed 10/31/18   Page 76 of 93

From: @CDCR 
Sent: Thur.sday,, Ap·ril 26, 2018 12:57 PM 
To: G,o~ding, Michael@CDCR 
Subject: RE.: Our Conversation 

H~v.ing said what I said, l did want to, provide you some observati,ons .. 

The C'EO's are generally likle a weather vanie and will :swing in whatever dir·ecti,on the, wind 
bluws. 

The Psychol1ogists .are not universaJly antago:nistic .. A few in tbe higher positions, howev,er 
ave quite ,oppositional and hostile ,vith psy,chiatrists. 

The general run ,of the mill ianline psy,chologists and social ·workers ar,e v,ery respectful 
and work ,veU with us. Those who aspirie to higher supervisory positi,ons may takle ,cues 
fro,m their curr,ent :~eade:rs and try to emu.late them with a .somewhat .antagonistic attitude 
of o:neupanmanship. An examp~e is a psychologist on ,one of our BOP yards who was 
diagnosing a fio,rid case of TD as a nervous tic and a mere mannerism and maintained 
that position ,even when 1 tried t:o ,e-xplain that the man had TD because ,of a 1 .. engthy 
history ofantipsychotic use. 

I had an,other patient in crisis bed that I saw at the requ.est of the staff who making a 
gestur,e of putting something around his neck an.d trying to pull the ends with his, hands 
mthout compl,etely encircling the neck . . He wanted cust1ody to1 go in~ He had a law suit 
going on chargin_g excessive frorc,e and had a detached retina because of that. H,e was, 
hoping for custody to go in and get physical so1 that he, could ,get the injury aggraV'.ated 
and hav,e a further cas,e against CDCR. I told the custody and staff that ther,e \\las no acute 
dang,er to the patient and for ,custody :not to go i.n but for staff to just kleep a visual ] ::1 on 
him. The patient calm,ed down .after custody d id not go in and was ok and an aggravation 
of his detached retina was av,oided. An additional law,suit on CDCR was a1so avoided .. This 
was the case y,ou wer,e consulted ,on and you sided with me, but these guys nevertheless 
used it against m1e. 

I was written up the and told that ·r had .not followed the 
ruJes. She also did not Uke som,e 1ofthe views 1 had expri~ssed ,earlier that a psychiatrist 
should w1eigh in befibre a patient is discharged. Sh.e, failed .me on probation because ,of this 
and oth,er trumped up Hes and fabrications .. I sought a Skully hearing and won the case 
and retained my positon,. 
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Dear Dr. Golding, 
 
 
I am writing you, now several months post my departure as the  at CIW.  
As I’ve embarked on a new journey outside of corrections—the first time in five years—I 
have gained some perspective from which I can reflect more thoughtfully on my 
experience as the  at CIW.  
 
My intent in sharing it with you has no bearing on my career, or my trajectory in any 
personal way, as I intentionally chose to resign to avoid engaging further in a battle that 
seemed to that have a pre-determined victor.  
 
I have a new position in a system of care which reflects the standards by which healthcare 
is delivered with patient safety as a priority. At, Presbyterian Inter-Community Hospitals, 
Psychiatry exists right along side other departments that comprise medical care, such as 
surgery and primary care. There is no silo separating “mental health” and it’s ambiguous 
“providers”, “Chiefs of Mental Health” and “Clinicians” from primary care. Leadership is 
based on licensure scope, thus physicians lead every department, not just in Psychiatry 
where we are the medical director and Chair (there are only two Chiefs—Chief Medical 
Officers and they oversee every department, including Psychiatry) and therapists—LCSW 
and/or psychologists, fall under psychiatrists. Just as Nurse Practitioners do given their 
narrower scope of practice. This is equivalent to the structure in every other department. 
Psychiatry is a branch of medicine, it is not distinct or separate. Any behavioral and 
therapeutic modalities fall within it—that is well defined by the ACGME and the 
American Board of Psychiatry and Neurology. Psychiatry does not fall under an umbrella 
of ‘mental health’ or ‘behavioral health’ as those are not defined or credentialed by a given 
specialty board. Only Psychiatry is. 
 
This is basic yet important fact underscores the community standard—from academic 
centers such as USC and UCLA to community based systems of care, such as Kaiser 
Permanente and PIH. Even in Los Angeles County—the largest county provider of 
‘mental health’ services in the country with the largest jail system in the country (200,000 
inmates rotate through LA County jails per year), the Department of Mental Health is 
now overseen by the Department of Health Services, under a physician, Dr.  
and the Chief of the Department of Mental Health is a psychiatrist, Dr.    
 
Given my experience as a  at CIW, which was largely based on deviation 
from the community standard described above, I find it relevant to provide reflection, 
almost as an exit interview, as I hope it will aid in remedying deeply rooted problems 
which ultimately impact patient care.  
 
As you know, I viewed my promotion to  as a privilege. I took great 
pride in being entrusted with a leadership role at an institution—CDCR—that I believed 
in deserved whatever time, effort and challenges that were going to come my way as, in 
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the end, the goal was to improve inmate care.  I was optimistic, but cautiously so, as even 
the process of my becoming Chief had hinted at signs of a competitive, barrier-laden 
process suggestive of concern about shifts of power at an institution that had managed to 
not have a  for over five years.  
 
My reason for applying for the position was based on wanting to maintain the small, but 
incredibly competent and cohesive group of psychiatrists that I was a part of. It had come 
to a point where the Supervising Psychologists in each program were by proxy supervising 
the staff psychiatrist in that program.  There was not a ‘team-based’ approach in 
providing care. The therapist was donned the ‘primary clinician’ and made all the 
important decisions, without needing agreement from the psychiatrist, and even in the 
IDTTs—the ‘primary clinician’ was the person who presented the case, spoke to the 
patient, and the psychiatrist was asked only to speak when it was about medications.  
 
At CIW, in the one year period that I was there prior to becoming  no psychiatrist 
had attended the pharmacy and therapeutics committee (a psychologist—  
attended in the place of the ), no psychiatrist had attended Licensed 
Inpatient committee, UM, QM, and perhaps most importantly, the Mental Health 
Subcommittee. This can all be confirmed via meeting minutes.  Psychiatrists had not 
been involved, at all, in policy review for any of the programs outside of the PIP, even in 
the MHCB.  In fact, nobody knew who the Clinical Director of the MHCB was when I 
became  I asked the , the ,  and the . The  thought it was the 
previous of the PIP,  (it was not) or perhaps the new  

 I had appointed for the PIP,  (it was not). The  
thought it was the it was not, he was the .  Multiple policies 
in the MHCB refer to a “Clinical Director”, yet lo and behold, nobody knew who that 
person was.  
 
Finally, the  piped in and said that it was the previous Supervising 
Psychologist, , but unofficially.  And currently? I guess there wasn’t one. So 
here was a licensed inpatient psychiatric hospital that is solely run by psychologists, and 
has been for at least years. At the time of my departure, there was still no psychiatrist 
assigned as the clinical director. The ongoing rise in MHCB readmission rate of up to 40% 
did not surprise me one bit as psychologists were running an inpatient psychiatric 
hospital. Patients do not get admitted to psychiatric hospitals for acute therapy. No such 
therapy exists. The vast majority of these patients of stabilized via pharmacotherapy and a 
structured environment. Psychiatrists were never involved in the utilization management 
corrective action plan in addressing the high readmission rate—not once did anyone 
consider questions such as, did this patient stay compliant post transfer? If so, how many 
days before missing doses? Was this person’s medications changed post discharge?  Was 
this patient recently seen by a psychiatrist and denied a medication? These are all issues 
that we the psychiatrist knew were driving readmissions, but there was no psychiatrist 
involved in leading the MHCB, thus we played no role in addressing it’s problems.  I tried 
many times to highlight this, with  and , the  and  
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respectively, in support, however it fell on deaf ears as the ‘declared’  
made no move to include psychiatry in the MHCB beyond having a staff 

psychiatrist.  
 
To make this even more non-sensical, the “ ” 
of the PIP, a psychologist, reports to the , also a psychologist as the 
supervising psychologist of the MHCB. Thus, the two licensed psychiatric hospitals are 
run completely by three psychologists. I had no role in either, except to fulfill the Clinical 
Director duties with  given her ongoing patient care duties.  I was never 
informed of when the Coleman auditors were visiting. I was never sent the list of 
documents that they were requesting. When I did once request documentation for myself 
and  to review in advance of a meeting, it was denied by the PIP’s 

, Program Director (a licensed psychiatric technician) and they 
indicated that they were told to deny us the documents by Dr.  (You have all the 
emails documenting this.)  
 
I was not included in any emails about the PSH transfers that were to start last summer.  
In fact,  a Chief Psychologist and , a psychologist at 
headquarters were providing guidance on pc2602 to , who thankfully 
forwarded me the email, which is how I finally found out about the transfers and the 
comfort with which psychologists moved out of scope—into the pc2602 arena. They 
indeed provided inaccurate information which would have had detrimental effects 
without clarification.  
 
The district  only included me in her weekly Chief’s meeting once.  I 
was not aware of the Sustainability audit, not invited to the entrance even and only found 
out after seeing  in an IDTT. When I asked about this, she responded that 
sustainable process was not related to psychiatrists, thus I was not informed.   
 
I was not included in an important meeting regarding DPS use in the PIP. One of the 
psychologists from the district noted this and asked me if I had missed the meeting. I 
simply responded, as usual, that I was not invited.  
 
I believe you have copies of emails of the dozens upon dozens of important meetings that 

,  and  excluded me from. I had to scavenge for 
information, even before a Coleman visit, on my own. Often, the only person I had to 
help me was the  or the  Otherwise, I truly was all on my own.  
 
This withholding of information was key in keeping me from becoming involved, having 
an impact and perhaps showing that a psychiatrist has relevance and a place in leading 
the department.  
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(2018-05-23-2115hrs) 
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Goldin , Michael CDCR 

From: 
Sent: 
To: 

Golding, Michael@CDCR 
~3, 20189:15PM 
~ @CDCR 

5/13 ~ I 
Subject: Re: 30-Day Compliant Appointments cr: rs Ptfl/ 
Hi, 
Thank you for your considering helping us get the data that we clinically need. 
Best, 
Michael 

Sent from my iPhone 

On May 23, 2018, at 8:58 PM, @CDCR 

I agree data and information is important. We have much work to do to improve the system, 
which I've asked that we focus on. At the same time, we've already engaged, and will continue 
to engage, in a thoughtful open discussion of the data with all of the stakeholders. 

We have lots to discuss on June 5 when I get back to the office. I look forward to it. 

Sent from my iPhone 

On May 23, 2018, at 4:03 PM, Golding, Michael@CDCR <Michael.Golding@cdcr.ca. gov> 
wrote: 

Hi, 
Yes. I would add that it is important to know where the system is failing. 

For example, we don' t know where appointments are not occurring on time in 
confidential spaces throughout our system. 

Not sure precisely what you mean by parsing data? But if appointments are 88% 
on time with a %-weeks compliance of95%, that should provoke a radically 
different cl inical and managerial response than if appointments are 95% weeks 
compliant and 20% on time. Do you see what I mean? The plan of correction 
would be utterly different. 
And both are entirely possible. 

Furthermore all of the corrective action plans would *also* be entirely different if 
virtually every one of the appointments were in confidential spaces vs. if only 
20% were or 0% were, in certain locations. Yes, there are units in which all 
patients are seen cell-side and not in offices. Data is invaluable to figuring out 
physically where the problems are with confidential appointments and on-time 
appointments. The absence of this information makes it hard to fix problems and 
that hurts our patients. 

So I think you can see that to make clinical decisions and implement the right 
corrective action plans, we need to know whether and where appointments are on 

1 
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I 
time and whether in confidential spaces - in at least most locations in our 

prison. . 5[)1/r~ 2-
We have asked for that data for a long time and have not gotten it, as you know. I 
have now designed a way to get the data since the data team has apparently not 
had time to do it or perhaps for other reasons. 

It is •clinically• necessary and my sense is that given your direction once again, 
this data will not be forthcoming or will be significantly delayed, but certainly I 
could be wrong. 

I am hoping there can be a dual tract: 1. Fix what we can 2. Allow us the data we 
clinically need and have patiently asked for. 

I want to note that several members of my team could easily have learned to write 
the queries to get the right infonnation from our data bases, if the reason the data 
team did not look at the data is that they were too busy to help. Even I am now 
coding a bit. 

But as you know, we were not pennitted to learn to run queries because the HQ 
Psychiatry team was told that we did not do "QM". Thus valuable clinical 
infonnation had been and has been denied to the HQ Psychiatry team. 

Now, a psychiatrist has been hired to work for the psychologist's data team and 
he is allowed to run queries, unlike our team of psychiatrists. But it is not obvious 
that his supervisors will allow him to help us get the data we need, either. 

But I must ask anyway: I am wondering whether he-• a psychiatrist 
who now works for the HQ psychology/data team), might be allowed to write the 
code to get us access to on-time appointment %'sand% appointments and access 
to whether each of these appointments was in a confidential space?) 

So I am hoping that in addition to your good suggestions, we also try to figure out 
the important clinical variables that I am mentioning. 

And of course we can try to improve things as you ask and can work in a more 
general way, as well, and use the data we have. I will certainly try and do 
appreciat~ help. 

Please note, we were able to move people more quickly out of crisis beds in 
response to court orders because of the excellent work of many, but also because 
we had accurate knowledge of time lines. The data mattered there, too. We had to 
know when we were late and where the patients were! We need to similarly know 
for Psychiatry appointments whether they are late and where patients are being 
seen (Cell-Side or wherever). 
The absence of this data really matters, now (obviously) in terms of trying to 
establish Psychiatry clinics, just like the correct data mattered when patients 
moved out of crisis beds. 

Despite all this, your points are well taken and of course we will do our very best 
to get the right action taken, given what we know. 

2 
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You are absolutely right that we can do better in a general sense. And thank you 
for involving_, the regionals, and a whole team to try to make a 
difference. 

Best, 
Michael 

Sent from my iPhone 

On May 23, 2018, at 2:42 PM, 
cdcr.ca. 1 ov> wrote: 

CDCR 

While I understand your questions about compliance, I'd like to spend 
some time trying to manage the system a little more actively. We can 
do more to get better results. I sent you a note directing you and 
-to immediately work on the actual management at our 
institutions. This needs to be a priority over trying to parse the data 
because today, I cant say we are managing our system in an optimal 
way. That should be our first priority. 

From: Golding, Michael@CDCR 
Sent: Wednesday, May 23, 2018 12:56 PM 
To: CDCR 
Subject: Fwd: 30-Day Compliant Appointments 

Hi, 
Just trying to see whether I have represented the way we currently 
calculate timely appointments accurately. 

One way to do that is look at the same data Gust a few hypothetical 
patients and it should not take more than 20-minutes) and see if we 
get the same answer when we analyze. 

If we can get the same answer, then we can move forward since 
everyone will understand what we are doing. 

If I have made a mistake in rendering the way in which-and 
-and the team are representing things, I will change what I 
am doing immediately to make sure I get their answers. 

Best, 
Michael 

3 
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· Sent from my iPhone 

Begin forwarded message: 

Hi, 

ov>, 

Please consider the below as a representation 
ofEOP appointments over nearly nine weeks, 
with patients becoming EOP at different 
times. I have also attached a word document, 
where it is much easier to see than in this 
message. There is an explanation below the 
box. 

I. Please evaluate (if you have a moment) the 
weeks compliant divided by total weeks at the 
end of the box below and let me know 
whether the algorithm I am using is 
calculating those numbers correctly. 

2. To calculate (a weighted average) of the 
whole table's appointments, one could add up 
all the numerators and divide by the sum of 
the denominators. 

I am hoping that I can render your team's 
ideas about calculating % weeks-compliant as 
a measure of timely appointments. Then we 

4 
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can compare the results to other wayr. JooldrJg 
at timely appointments li r.e 

l. '½ron time appointments 

2. o/,,-days compliant 

3. Any of the above with grace periods of 
varying lengths 

Finally by varying the way the random 
appointments are generated, we can see when 
any of the 4-methods y ield similar or different 
results. And we can think clinically about 
which measures relevant to psychiatric 
perfonnance should be calculated as o/crwed:s 
compliant vs. '¼ron time appointments, and 
whether we should add grace periods 
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/ 
Golding, Michael@CDCR 

From: 
Sent: 
To: 
Cc: 

Subject: 

Hi, 

Title 22 refers to many different types of institutions .. 

Hospitalized patients are often medically sick. 

Nurses are available in hospitals in an emergency. 

@CDCR; -

It is not appropriate to place medically compromised patients in physical restraints without at least brief medical 
clearance by a nurse. 

Michael 

Michael Golding, M .D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilltatlon 

Phone: 916.662.6541 
Email: michael.golding@cdcr.ca.gov 

Save Our 
water 
Learn euy ways to uve water 
during California's drought at 

SaveOurWater .com 

CDCR 

We should use title 22 language 

Statewide Mental Health Prngram 

l@COCR; - l@CDCR 
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IPhonc 
Office 

@cdcr.ca.gov 

CONYWF.NTIALfTV NOTICf.: Thi, cornmunicatj,r,n with iL, conV:nti may Cl>f,1A1n t(nl fitk'rlli1fl 1,M/,,r 1-:~lly p,Mliet-0 
information. Ir i~ solely for rhc u~c of die intended m :ipicnt(sJ. IJnauth(Jf11;,d lnwctptif1f1, ,~iei11, ir.c "'di~l!Mlfe •~ prooiw A ~4 
may violate applicable law~ including the P.lcc1ronic Communlcati,mi l1rlvacy /\ct. ff you art ,v,t, the if1V',,(j/VA recipW-1., ~~~ 
contact the sender and dc~troy all copies of the wmm1micatlo,1. 

From: @C0CR 
Sent: Friday, June 01, 2018 1:16 PM 
To: @CDCR ~ dr;(,0,fOP 

@CDCR~~w.J!W>i Golding, Michael@COCR <Mi~b~,;tG2fdine@Q:1cua,g2z>, 
l@COCR~@cdcr,ca,goy>; @COCR~@ 

Subject: RE: Seclusion/Restraint Psychologist Rol1e 

Here Is the relevant part of Title 22 § 79201 ,and the pol.icy with revised langu;jee per your requ~t, 

Clinical restraint and clinical seclusion shall only be used on a written or verbal order of a psychiatrist 
or clinical psychologist Clinical restraint ishall additionally require a physician's or physician's 
assistant's or a nurse practitioner's (oper:ating under the supervision of a physician) wrrtten or verbal 
approval. The order shall include the reason for restraint or seclusion and the types of restraints. 
Under emergency circumstances clinical restraint or clinical seclusion may be applied and then an 
approval and/or an order must be obtained as soon as possible, but at least within one hour of 
application. Emergency circumstances e;,cist when there is a sudden marked change in the inmate­
patient's condition so that action is immediately necessary for the preservation of life or the prevention 
of serious bodily harm to the inmate-patiEmt or others, and it is impractical to first obtain an order and 
approval. Telephone orders and approvals for clinical restraint and clinical seclusion shall be received 
only by licensed medical and mental health care staff, shall be recorded immediately in the inmate­
patient's health record, and shall be sigm3d within twenty-four (24) hours. 

From: CDCR 
Sent: Friday, June 01, 2018 10:05 AM 

To: @COCR~lcr.ca.goV>; Golding, Michael@COCR <Michael.Golding@cdcr.ca.goV> 
Cc: @COCR~r.ca.goV> 
Subject: RE: Seclusion/ Restraint Psychologist Role 

I don' t like the language for statewide policy. Wei should allow local PIPs to prioritize as they will but I am not 
comfortable with the language below. 

Statewide Mental Health Program 

-fPhone 
Office 

2 
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CONrrun:N'l'UI ITV NOTIClt• ·1·11 , · · • . " ~ ~ commu111cntlo11 wllh lt/i conte1m lnny contnln cunll<lcnth1I nnd/nr lcgully prlvlloKt~ 
lnfortr1ntlon. It 114 ~ololy lor the IIMl ol tho Intended rcclplcnt(H). Unnuthorlzcll lntcrceptlon, review, use m disclo~urc Is prohlhltc<l and 
lnl\Y vlolnlo 11pplic11hlc lnw11 lnclmlln~ the Electron le <.:on1111unlcollo111J l'rlvoey /\ct. If you 11re 1101 the Intended recipient, pleWJc 
contof.il the sonllcr nnd dc~\roy nil curlc11 of the communlcutlon. 

From: @CDCR 
Sent: Friday, June 01, 2018 9:03 AM 
To: Golding, Mlchael@COCR <Ml~ .L.Ql.&O~> 
Cc: COCR ~ rua.go~>; @CDCR 

~ d~~.£Qi'.> 
Su ect: Sec uslon/Restralnt Psychologist Role 

There continues to be strong opinions and debate about the language In our draft pollcy regarding psychologist's 
ordering of seclusion/restraint. The Issue Is the balance between Initiating restraint quickly to stop serious SIB and 
ensuring that medical Issues are properly considered. The language In the draft policy Is: 

Clinical restraints or seclusion require an order from a Psychiatrist or licensed Clinical Psychologist with 
appropriate privileges to order restraints or seclusion. Clinical psychologists may write orders for clinical 
restraints only when a Psychiatrist Is not available and only after a brief medical clearance has been obtained 
from a physician. Clin ical psycholog ist orders for clinical restraints require cosignature prior to intiation of 
restraint, by a physician, physician assistant or nurse practitioner (i.e. those operating under the supervision of 
a physician) with privileges (CCR Title 22, Section 79801 (b). The Psychiatrist shall make the final medical 
decision after considering the physical and psychological risks versus benefits of using seclusion and restraints. 
In situations where the Psychiatrist did not Initiate the restraints, and disagrees with the decision to do so, the 
patient shall be removed from restraints or seclusion as soon as possible, but no later than 15 minutes, following 
the psychiatrist's communication of the determination. 

Would you be comfortable with the following edits? 

Clinical restraints or seclusion require an order from a Psychiatrist or licensed Clinical Psychologist with 
appropriate privileges to order restraints or seclusion. Clinical psychologists may write orders for clinical 
restraints only when a Psychiatrist is not available and only after a brief verbal medical clearance has been 
obtained from a physician or qualified nurse. The clinical psychologist shall document the name of the physician 
or qualified nurse who provided medical clearance for restraints. Clinical psychologist orders for clinical re.straints 
require cosignature pfiaF-iO as soon as possible, and within 15 minutes of initiation of restraint, by a physician, 
physician assistant or nurse practitioner (i.e. those operating under the supervision of a physician) w ith privileges 
(CCR Title 22, Section 79801 (b) , +he A Psychiatrist shall make the final medical decision about continuing 
restraints or seclusion1 after considering the physical and psychological risks versus benefits of using seclusion 
and restraints. In situations where the Psychiatrist did not initiate the restraints, and disagrees with the decision 
to do so, the patient shall be removed from restraints or seclusion as soon as possible, but no later than 15 
minutes, following the psychiatrist's communication of the determination. 

I set up time to discuss with you at 3pm today If you are avallable. I have not confirmed that this language would be 
acceptable to others, but I think It wlll resolve some of the concerns raised yesterday about possibly delaying Init iation 
of restraints. It will be a very rare circumstance when a psychologist would be the only one available to enter the order. 

- ornce 
3 
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C L Jr O R I r. I O P4 A 

HEALTH CARE SERVICES 

CONFIDEHnAUTY NOTICE: This communication wllh Its conlents may conlaln con fld,mtlal a,,rJJot /eyt1lly flrlvlfelJ•tl /111 ttt11W,Jt1 , It I /,i/y 
for the use of the lntMded reclplent1s). Unauthortnd Interception, revl1w, un or disclosure Is prohlhltt1ll 911d m111y 11/o/,tlrJ fl/1/lll ,ih/~ /it WI/ 
Including the E/KtTon1c Communications Privacy Act If you ar, not th1 lnt11nd1d reclpl,tnl, pl • coflllf I lllfl , · 11J 1 ,.1, I 1J•,t111y •II 0(1111 
of the communication. T1i ls t-mail Is lfltended for COCR usage only. Unaulhortud ,cc•u or dlslrlbul/r,111, prol11/J/t•1I hy 1JII illlJJ/1, ill/it /;,w 
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Golding, Michael@COCR 

From: 
Sent: 
To: 

Subject: 

Hello All, 

We received some clarification regarding the change management committee, which I am passing along. Per­
all change requests should come through the change management committee before we pursue an RFC. This helps 
ensure we make coordinated changes to the system. We are going to work hard to ensure that no changes or processes 
are slowed by the committee. If you have an RFC, all that is needed is to submit a solution center ticket with "MH EHRSN 
at the beginning of it, and that gets it tracked and routed straight to our MH team. If you find response times are slow 
or other performance issues, please notify John, and then me, immediately so we can ensure this doesn't occur. 

Please let me know if you have any questions. 

Thank You, 

Statewide Mental Health Program 
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---
Golding, Michael@CDCR 

From: 
Sent: 
To: 
Subject: 

Hi, 

Golding, Michael@CDCR 

-

8 3:08PM 
CDCR 

s 

You seemed to make a decision mandating that Power Plans be used for scheduling and approved a memo to that effect 
(but are now maybe possibly agreeing to more discussion), apparently with no understanding at all of the opinion of the 

psychiatry leadership team, the psychiatry leader on the EHRS project, and virtually every psychiatrist across the state 
who has spoken with us and been polled -· not to mention failing to take into account the historical process by which 
the EHRS was built. 

Our team and psychiatrists across the state have repeatedly objected over years to the Power Plan design. Our medical 

colleagues obviously would not use it because of its inefficiency, and we repeatedly expressed our objections even to 
you. 

As you may recall, our exec team (against the express and repeatedly stated opinion of HQ psychiatrists) designed the 

workflows in ways that psychiatrists vigorously objected to - including mandating powerplans -- which is why you could 
think that they would be considered standard, in some bizarre meaning of that word. It's our standard only because 

psychiatrists, for years, have been denied multiple chances to make the EHRS more efficient for them. 

In terms of going down rabbit holes, which you accused me of doing, please note that your making decisions (without 
any apparent concern about what your psychiatry team thought, while fully listening to your psychology execs) is a very 
good way of beginning to dig that hole. This pattern has become far more serious, w ith patient care issues with far 
greater siginificance than EHRS issues. 

Our psychiatry team briefly had hope for improvement earlier this year when the court staffing case began to get focus. 

You began to take an interest in certain psychiatry issues (including EHRS issues) and seemed to direct our psychology 
team to allow changes in the EHRS to help psychiatrists. And there was even a little bit of response. 

For example the psychiatry team since 2017 begged our psychology team to enable those psychiatrists who had recently 

been hired to see patients when they started working, rather than to have to pay them a full salary for a month or more 
because of no access t o the electronic record system. Psychiatrists can't see patients without the EHRS "provisioningH 

because they need to be able to individually find information on patients, schedule, and document their work. We 
begged for two years to create a simple fix for this problem, but were repeatedly thwarted by our fully non-medical exec 

team and admins who thought this psychiatry need was low priority. Furthermore, denying patients a month of care is 
also problematic, in addition to financial concerns. 

The psychology team put the new psychiatrists in their queue, creating massive waste of time and resources. I note that 
this waste occurred, for one of the most expensive human resources in our system, our physician psychiatrist,, Though 

we had argued for a couple of years for that change to no avail, you put a stop to their ignoring us on that one issue. 

But do note that even still your psychology team did not quite follow your directive (unless you changed it when I was 

not aware). They did not build a provisioning resource for more than one new psychiatrist at a time, as you and we 

requested, but built the resource for just one I So if a second new psychiatrist comes to an institution, he or she is out in 
the cold and not allowed to see patients for several weeks or a month, while we pay him and patients are not seen. But 
even a little something is someting and we were grateful. 
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1) When~sked us to go to CHCF PIP early after they started on the EHRS, - lndicat~d h~ would~ 
providing data flag data and other QM Information for the discus5lon. Despite asking for that data, ther-e w;,s no 
response. The report was sent to~lth clear Indication that data was not made a"Jailable to us. 

2) A proposal for off-site telepsychiatry was advanced without thoughtful lmplementationJ and ~ent out in 
announcements by the registry company to our telepsychiatry staff. 

3) When I had askedllfor data to better understanc! what Psychiatry Is doing Jn the EHRS (order~ fired, Order 
Ree completed, number of notes, etc), she facilitated a meeting with-me and her. It was agreed 
they could get the data and ~as working on It. The data never came despite many asks. When ditcus~ 
with ~bout 4 months later, she placed a request to CCHCS QM to compile the data. It iits in wme QU'!Ue 

somewhere, and no data has been made available. 
4) We have had constant problems w ith psych ia trists sitting idle because MH Scheduling has not added them a~ a 

resource to be scheduled into. We were told there is a MH priority list, and this type of thing was not a priority. 
We were also told it takes on average 10 days to place someone as a scheduling resourc.e. Ju~t this morning I 
was asked by the MAT team why it has taken one month to get a new yard added for MAT scheduling at OM. 

a. The nsolution" was to have 2 or 3 people "share" a common schedule for a workday. This solution is 
confusing, as you can imagine. 

b. Although under the scrutiny of the court we were able to obtain the building of 1 generic schedul1ng 
resource per institution to avoid these resource delays, -and llllagreed to build 4 additional 
generic resources. There is no timetable for that completion and it sits in another queue. 

5) The recent (January 2018) survey to the field inatcated a pervasive dissatisfaction w,tn Powerplans and 
Powerforms. Scheduling complaints are extremely common. We have discussed in may forums, which have 
Included- on the problems with powerplans and scheduling. Despite the concerns expressed for over 
18 months, the relentless march toward powerplans and scheduling goes forward. I am not sure how many 
times it needs to be demonstrated this Is a flawed approach, yet MH continues to double down on the process. 
This is not a scheduling process endorsed by Medical or Nursing. 

a, Although now fixed, we had problems with social workers and psychologists canc.eling out medical and 
lab order In powerplans. 

b. We continue to have problems with multiple open powerplans, and multiple open phases. 
c. It has been demonstrated an Innumerable amount of times the number of clicks required to work with 

powerplans is inefficient relative to one-off orders. 
6) When Psychiatry change requests were placed in the MH Solution Center ticket queue, they languished and 

were not addressed. It was promised they would be built by MH, but that never happened. Finally, in around 
late fall 2017 MH released the change requests to CERN ER, who has been building them out. This in the context 
of MH somehow able to build items that were of interest and important to them. 

7) The consolidation of power continues with the MH Change Management Committee, which has moved from a 
place to discuss changes to the MH EHRS process, to a group that votes whether to allow changes to move 
forward to be heard at CLAC in the form of an RFC. It is a committee that has a deficit of voting psychiatrists 
relative to psychologists. It is now Impossible for psychiatry to advance something to CLAC (and heard by all the 
CCHCS disciplines) that would be unpopular with psychology. 

a. We witnessed this exact situation last week when In the MH QM meeting the two psychiatry voting 
members were outvoted in the agreement to disregard scheduling orders written by psychiatrists in the 
Interest of the patient, over the Interest of the program and data. 

We have surveyed the psychiatrists and know how they want to work In the EHRS. It Is not how they work currently. 
Given the continuing push for control, it would seem clear the Intent is to engage psychiatrists when the court is looking, 

2 
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}J y I). J WI ~ 0) 
but otherwise disregard as has been the case for the last 2 decades. It has been 11ery unsatisfying for psychiatry at all 
levels. /r ~ ~ ~k7(,'c i'vA- ~~/L kJ,t- c;:cys, j 

! ( .. .., l-44¥ 
Of interest recently, perhaps to counteract the t iny bit of pressure you placed on our psychologist/admin exec team a 

~/ three or four months ago, they designed a committee composed exclusively of p1sychologists and admins (and one 
psychiatrist,_ to prevent what used to occur: Though our psychology team blocked virtually every (but not 
all) EHRS project that our psychiatrists have wanted, the psychiatrist-lused to be able to appeal to his 
nursing, medical, and administrative colleagues at CLAC (nursing and medical re1presentatives). Sometimes as fellow 
medical providers, they could (with their political force) get sorne of the psychia1trist's EHRS needs met by our colleagues 

But that loophole in which psychiatrists could sometimes make sorne progress was shot down by our exec psychologists. 

The completely non-medical exec team/administrat'ive team easily outvotes the one physician (Dr. Ill on the panel, 
which means that tt,ose who have historically and continually blocked progress with the EHRS -- making disastrous and 
inefficient design decisions for psychiatrists -- now fully control any attempt by psychiatric physicians to make a 
difference. We are no longer allowed to appeal to our CLAC (medical and nursinig) colleagues, but cannot ask for 
anything unless our psychologists, with their proven hostility to medical workflows, first approve. 

So psychiatrists continue to suffer from the incredible inefficiencies of the EHRS (some of which due to the CERN ER 
design,,,. eg med reconcilliation) but much also due to the enforcement of exec psychology mandates on our physicians 
in mental health. It's been disastrous and that is perhaps one of the smaller of our problems (virtually all other avenues 
to improve psychiatric medical care of patients are also being currently thwarted, probably since the incident at the end 
of April which seemed to have inspired the exec psychology team to prevent thei psychiatrists from caring for patients 
even more.) 

I actually can give you several examples where your psychology team has voted to maintain and extend their right to 
specifically overrule direct medical orders for'Specific patient care written directly and explicitly in the chart. In 
discussion with very high ranking physicians in CCHCS, they claim what you are allowing and have for years (overruling 
physician's direct orders in the chart) is probably illegal(?) This too must stop, 

Finally, you say that we are following what the psychiatry experts said. Obviously you either did not allow or did not 
encourage the psychiatry experts to ask your psychiatry team's opinion about e:ssentially anything related to how 
psychiatry is practiced in CDCR (The was asked to give them a brief tour of a telepsych facility in 
which the purpose was to show them the facilities). The opinion of the experts therefore cannot take into account the 
information that the psychiatry leadership team knows about CDCR and its treatment of psychiatric patients. 

You are fond of saying that we should discuss more in person what is said in e-nriail messages. But I can point out to you 
that the topics we are supposed to discuss in e-mail, only occasionally get actually discussed. Perhaps that's why it is not 
in the front of your mind the very significant issues that are right now adverse I~· affecting patient care, including perhaps 
the above-mentioned less important issues(??) that merely make psychiatrists miserable and inefficient in utilizing 
aspects ofthe EHRS. 

And my concerns are at this point far deeper than power plans, as are the conc,~rns of our leadership team in psychiatry. 
I believe our concerns would be shared by many. 

With Concern, 

Michael 

3 



Case 2:90-cv-00520-KJM-DB   Document 5988-3   Filed 10/31/18   Page 7 of 87

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.golding@cdcr.ca.gov 

Save Our 
water 
Learn easy ways to save water 
during California's drought at 

SaveOurWater.com 

4 



 

 

 
 
 
 
 
 
 
 
 

EXHIBIT V 
(2018-07-03-m) 

Case 2:90-cv-00520-KJM-DB   Document 5988-3   Filed 10/31/18   Page 8 of 87



Case 2:90-cv-00520-KJM-DB   Document 5988-3   Filed 10/31/18   Page 9 of 87

V 

CALIFORNIA CORRECTIONAL 

HEALTH CARE SERVICES 
~ ., 

MEMORANDUM 
Date July 3, 2018 

To All Hea lthcare Staff 

From Headquarters Mental Health 

Subject 
CCHCS Healthcare Dashboard Diagnostic Monitoring Methodology Change and 
Mental Health Registry Enhancements 

Beginning June 2018, the Diagnostic Monitoring measures on the Statewide Dashboard will adopt the 
new performance measurement methodology included in the new MAPIP Measure Summary. This 
update also aligns the Dashboard methodology with the current Psychotropic Medication Monitoring 
Requirements adopted by Mental Health in September 2015 (memo). Various additions and 
enhancements were also made to the Mental Health Registries to support Institutions in improving 
patient care following this performance measurement overhaul. 

Dashboard Methodology Explained 

The new dashboard specification documents can be found here and will be added to the PDF version 
of the dashboard specifications in July. The old specification documents will be stored ~ for 
comparison purposes. Although there is some variation between each of the 41 dashboard measures, 
the table below gives a general overview of how the methodologies differ across most of these 
measures. As you will see, the new methodology will require a greater level of diligence to achieve 
higher performance scores on the dashboard. 

Old Methodology 

All patients who received 
appropriate psychotropic 
monitoring screening/ test 
within the past 12 months. 

Only Patients prescribed 

the same psychotropic 
class of medication every 
month for the past 12 
months. 

r New Methodology 

Received appropriate psychotropic monitoring screening/ test within 
the compliance timeframe•: 

*Baseline: Completed within 90 days before the medication start date 

and 14 days after 

•3 Month: Completed between 15 and 90 days after the start date 

"Annual: Completed between 91 and 365 days after the start date 

Patients prescribed a psychotropic class of medication with a 

compliance date that came due• during the measurement period. 

*Baseline: 14 days after the medication start date 

•3 Month: 90 days after the medication start date 

*Annual: 365 days after the medication start date 

Patients ore considered to be consisrenrly on a psychotropic medication class /i.e. Antipsychotics, Whivm, e re. ) as Jong os they do not hove o 
gap of more than 45 days between prescriptions. Switching between different ontlpsychoric medications does not impact the medication 
start dote. 

CALIFORNIA CORRECTIONAL 

HEALTH CARE SERVICES 
P.O. Box 588500 

Elk Grove, CA 95758 
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CALIFORNIA CORRIECTIO.NAL 

HEALTH CARE SERVICES • - -
Enhancements to the Mental Health Registries 

In order to support improvement efforts in these new dashboard performance measures, the Ment,al 
Health registries have been updated with new fields, filter options, and alert rules. Institutions can now 
use these registr ies to proactively track and monitor patients with labs or charting requirements that 
are due soon and take action before falling out of compliance, effectively improving future 

performance. 

MENTAL HEALTH -MASTER REGISTRY 

PSYCHO TROP(C MEDICATION 
MONITOR!~ G RFGISTRY 

t-Of'~ 01/?S/lt 

MIO a 

HIOol l ! 7 

. -- I·-· .. - / . 
o ..... , 

The Mental Health Master Registry still exists as a tool for users to quickly find all patients in the Mental 

Health program at any institution. Users can then navigate to any Sub-Registry (i.e. Anti-Depressants, 

Clozapine, etc.) by simply clicking on the column header (outlined in yellow above). Three new da1ta 

points were also added to the report (outlined in red above): 

• Expired Psych Meds: Shows the count of a patient's psychotropic medication expired in the p.:Ist 

3 days or expiring in the next 3 days (hover for details}. 

• Psych Med Admin Alert: Displays a check mark if a patient missed any High Alert or PC26I02 

medication, 50% or more of administrations within the past 7 days, or 3 consecutive days of a1ny 

one medication (Psychotropic Medications only- hover for details). 

• Psych Drug-Drug Alerts: Displays the highest level of drug interaction, if one exists, betwe•~n 

active psychotropic medications and any other active prescription. Users can hover over the 

interaction for more details or click to access the Drug-Drug Alerts report. 

MENTAL HEALTH - SUB-REGISTRIES 

PSYCHO ITTOPIC MEOICA TkJN 
MONITORNG ~FGISTRY 

-•~••--• ~ • •" ._., "' ou '""' - • • ~•.._ •" '"•• ,..,. I I . - l . . . l . . -
' I I I I I 

.. . I .. ... .,. - . : . . : : , ... : ·. I .. _ ·.: , . . . . -.. : .. • . . . . . .. -· . ... . .. .. . . . . . ... . : 
Oc/NfU 114,'t,t IV ,.... .f/1.&.':• niw,. •.• tu:11n I U ti. IOI • tn,.tl,I : , , ('I/Un , 

H flt l/1.J u,iat N"' Jt,~ 11111!!1 U U.t tt lt,I. rm U MJ'l l r,; t 
..,,..., "'-" .., '"'" I IIIHlll8Hil •• 11 U I ,.. "' - ' " nfft/H 

oVJOr~• N/lJIIA P /Hh• 

l)fJfol'lt .-:rn-J"tJ ..,.,.,., 

M/:"'1-1 a.•1u elitlVU 

All 6 of the Mental Health Sub-Registries will look and act similar to their prior versions but ha11e 

significantly enhanced functionality outlined below. In addition, all flagging rules have been updated tto 

match the new Diagnostic Monitoring performance measurement methodology. 

CALIFORNIA CORRECTIONAL 

HEALTH CARE SERVICES 
P.O. Box 5885,00 

Elk Grove, CA 9S758 
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CALIFORNIA CORRECTIONAL 

HEALTH CARE SERVICES 
..,D...,e_..s;..:c'-rlcr__.t i_o_n __________ [ Examµ,l':le;__ ________________ --.1 .. 

All Sub-Registries now include each 

patient's most recent Height, Weight, 

and Blood pressure 

'"" 1 '" 

~ 
114,/c.t 1,· U4U. 

S,ll/U 6"0'" u, 1M 

06/CM 2 

f Hovering over any flag in the registries. 

will show the reason for the flag, the 

compliance interval (i.e. baseline, 3 

month, annual ), and the last date the 

lab/ charting was completed. 

HgB AlC Test due on 2018-07-01 for 3mo compliance 
11 Interval. Last Collected on 2018-06-04 

New filter options allow users to 

quickly find all patients with a lab or 

charting requirement due within the 

next 30 days. 

-M ---............... 0' 
., __ 
°"""" ,... ..... : .. ..... ~.""°""° .....,--..,..,,~,c,,,o,ld 

ANT =:-.:::::,-

ACCESS ANO TRAINING 

REPORT ACCESS 

---­
~~------...__-~~~----------

Click here to access the QM Portal Care Team Tools & Operational Reports page; you will find the 

enhanced Menta l He:ilth Registries under the "Behavio ral Health" section. A Definitions document that 

provides detailed information about report features and data sources is linked on the top right corner 

of each registry. 

TRAINING 

Quality Management will hold a training on the MAPIP Measure Summary and Mental health Registry 

updates at the next two QM Webinars (July 111h and 181h), held every Wednesday from 1-3 pm. Please 

click~ for more details. 

Questions? 

Please direct any questions to the appropriate group below: 

Mental Health Policies and Procedures: MHPolicyUnit@cdcr.ca.gov 

Data Issues: QMStaff@cdcr.ca.gov 

CALI FO R NI A CORRECTIONAL 

HEALTH CARE SERVICES 
P.O. Box 588500 

Elk Grove, CA 95758 
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/ 

Golding, Michael@CDCR 

From: 
Sent: 

Golding, Michael@CDCR 
F 'da J I 06 2018 10:16 AM 

To: 
Subject: 

Hi, 

COOR 
Resolving t e ance" Issue 

~v /(?Irr i 
Please don't feel that the issue of needing psychiatric/medical clearance (some prefer the words ''ri.sk benefit analysis") 
for discharge from licensed facilities would be resolved by mandating that psychiatrists fill out some new form in , 

treatment team or some new part of a treatment plan. 

That understanding would misunderstand the problem. 

The problem i.s that the incentive of the psychologist needs to change. That is what is different between our system and 
perhaps any other system. The psychologist has no incentive in our system to make sure the psychiatrist is involved in 
discharge decisions, other than to successfully mouth the words, 

" It is a treatment team decision. The psychiatrist must be involved in discharge decisions". 

Such words are cheap and meaningless as-review shows, even though these words have been mouthed 
repeatedly. Yes these words have been mouthed, even by very powerful people in the mental health chain. But they 
have accomplished noting and would not be expected to accomplish anything, because they do not change the 
•incentive* for the psychologise who currently have an incentive to discharge the patient frequently, without including 
the psychiatrist, unless they think that there is a psychiatric issue that should be addressed by the psychiatrist. You 
speak frequently about including psychiatrists, but that did not change that every single HQ psychologist in the room at 
a meeting voted on a recent issue that it was OK to countermand a physician's order about when a patient needs to be 
seen. 

Whatel/eroew "form" or new part of a treatment plan that you or I might m.fndate that the psychiatrist fill-out that 
woutd ind icate medical clearance will not help, Because to be effective, that "form" must actually be tied to •an order• 
to nursing that gets the patient ready to go. ~olution is a form that actually is an order to nursing that it is OK to 
get the patient ready to go. That actually would work! If psychologists (essentially in charge of our patients in our 
program) needed the psychiatrist to evaluate a patient for medical clearance, before the order preparing the patient to 
leave went to nursing, that would in fact solve the problem. 

Otherwise the psychologist will write the order that goes to nursing that gets the patient ready to go, Whatever we 
mandate that the psychiatrist fills out will not be filled before the psychologist sends the order to nursing that gets the 
patient ready to leave. Attempts to mandate that psychologists not send the order prior to the psychiatrist clearing the 
patient are equivalent to telling psychologists to include psychiatrists in discharge planning. The-problem 
(psychiatrists not involved ih discharge decisions) will persist. But, there will now just be some new mandate for the 
psychiatrist to fill out some new form. 

Do you see that creating new mandatory forms does not change the incentive for the psychologist to include the 
psychiatrist? Yhat has lead and continues to lead to medical disaster ..... 

New mandatory forms (eg psychiatrist should write more in treatment plan) just kicks the "can., down the road. Actually 
much wotse. (And it is a fascinating theoretical story about what can make government ineffective, which is being 
replayed with this very issue) 
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/ 
(he leaders who mandate these paper solutlons, without dealing with the underlying incentives, feel they have solved 
the problem and so no more work needs to be done. Out the incentive (power) structure is the same so people 
(psychiatrists and psychologlsts) cffectlvcly do the same things. 

Only the words have changed. 

Out far worse, the leaders consider the problem solved. What actually happens then becomes the opposite of what the 
leader says, because the Incentive docs not change. So the leader has said, "I mandate X instead of Y". But what 
happens Is "Y Instead of X". And so those who report to the leader notice that the opposite of what the leader says 
should happens In fact happens, which has its own bad implications. 

In this case .. because the Incentive of the psychologist to include the psychiatrist in discharge decisions does not change 
•• mandating that psychiatrists fill out new forms now clearing patients, helps not at all in addressing the underlying 
problem. The underlying problem is that psychologists receive tremendous succor and support from their leadership in 
their belief that they should determine what is a medical issue; that is in this case, they are supported culturally in 
speaking with psychiatrists about discharge only when they decide that a medical issue is present. The record is very 
clear, regardless of what people say. 

So the problem goes on and on and on, regardless of the leaders' pronouncements. Worse, the consequences of the 
problem go on and on. Until someone finally decides to do something more definitive. 

Allow the psychiatrist's clearance note to be on order that notifies nursing that the patient is ready to go. 

Then the psychologists will include the psychiatrists in discharged decisions. They will do so because their incentives 
have changed, not just because a pronouncement has been made. 

Does this make sense at all to you? Perhaps I have not expressed this clearly. 

Michael 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 

California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: mlchael.goldlng@cdcr.ca.gov 

2 
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Golding, Michael@CDCR 

From: 
Sent: 

-~ject: 

HI, 

Golding, Mlchael@CDCR 
18 2:42 PM 
CDCR 

C Problems vs. Telepsych Cellside 

-
l 

We were hoping to expand the use of camera equipment to use cell-side to improve the safety of patient visits on~site, 
where much of the care is unsafe in multiple locations. Remarkably enough, cell side Visits on-site are often worse than 
cell-side visits When organized by telepsychiatry. Let me explain 

Telepsychiatrists current1y are making several cell-front visits using laptops and cameras to see patients who Will not 
leave their cell or if custody is unable to bring them. That is going on right now ,!nd is often an improvement over the 
conditions that on-site psychiatrists face . Dr.-hould be told that we are using cell-front psychiatry. He asked 
whether we were using the specific camera we showed him yesterday and-nswered truthfully "No" (we are not 
using that set-up). B·ut we are doing cell-front telepsychiatry using just the cameras that are attached to laptop 
computers in multiple settings. If we need to stop doing that, please let us know although I think in many circumstances 
it can improve patient safety given the context in which our psychiatrists practice. 

Telepsychiatrists don't like doing cell-front telepsychiatry, but they do it to try to take care of the patient. Better camera 
equipment and microphones, portable and stationary, would improve the experience in the future. The excellent 
camera and reasonable microphone used ln the crisis bed (that could be used elsewhere) can only be considered a '1bad'1 

or nworse" solution in the context of knowing what other alternatives ther,e are. If it is bad, it is bad relative to what? 
Let me explain why even the laptop camera and cell-side visit can be much better for patient care than many of our 

. site cell-side visits for psychiatrists. 

---
My visit.at SAC was interesting. Telepsych had to pull out of SAC a few years ago because we could not force the changes 
needed to make cell-side telepsych,atry even minimally safe there and we could not get patients brought to 
appointments. Normally we can force the changes so even cell-side telepsychiatry can sometimes be preferred, 
because we make the context of the cell-side visit safer. But we could not do that at SAC and so telepsych left. 

On-site psychiatry at SAC, however, is also not practiced safely there. If we. could divert patients from EOP there to a 
different institution, we really should. I understand if there is no alternative. We have to do the best we can. But current 
psychiatric care there is just not acceptable at all. So I would much rather have ii set-up like we had with the camera in 
the crisis bed at CHCF, than on-site care at SAC. Given the conditions at SAC, I don't believe that even our telepsych 
team could enforce a measure of safety at the institution. We tried before and failed . 

The basic reason why telepsychiatry (even cell-side telepsychiatry) can oft.en be better than onsite cell-side psychiatry­
but cert a inly is not always or even most of the time better-- is this: In other institutions in which cell-side visits occur 
telepsychiatrically, our telepsycbiatry managers fight to get pa lie Ats seen in an office and not cell-side. And if the 
telepsychiatrists do have to go cell·side

1 
we 

1. insist on qu'iet conditions, 
that 

2. the patient be found ahead of time (no searching around 'yards), 
3. an MA is there, 

4. a custody officer can open the food port for visualization if necessary with the camera, etc. and etc. 

~e were unable (and I suspect are) unable to insist that that occurs at SAC now and so telepsych left and should not 
come back unless drastic changes occur in t he culture. 
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7/r~{lf l 
The SAC on-site psychiatrists schedule around 11-16 appointments •in the morning• hoping that a few patients will 
come to their clinic. When I was there two days ago, 3 of 11 patients showed up for one of the psychiatrists in the 
morning and 4/16 showed up for the other psychiatrist we shadowed. They are told by their administration to cancel out 

.ii ~ppointments tha~ don't c
1

ome, which has the effect of not allowing a no-show rate to be calculated or known. So 
. ,e,r numbers look hke they re doing far better than they are. 

After all, if3/11 patients show up, but you cancel out the appointments for eight, then you record that 3/3 scheduled 
appointments came and your refusal rate is zero I If you Investigate the data, it looks like the psychiatrist is not 
scheduling enough. LOL The schedulers also reschedule the no shows, so it doesn't look like a cancellation or a no­
showl The patient ls seen "cell-side" so there is no record of the very low% of patients who did not come to clinicll 
Makes it look far better than it is. Hmmm. 

And we also can't calculate what must be a huge cell-side non-confidential rate given the QM team won't calculate that 
for us and the psychiatry team is not allowed to send (even read only) queries to the data base. So QM does not 
capture this horrible "no-show" rate at the clink and we can't tell that most of the v1slts are cell-side I Hmmmm. 

You have to be there to see it with your own eyes. You should go undercover with mel 

The actual reality is that 65% to 80% of patients don't show and the psychiatrist's time is utterly wasted in the morning 
waiting for large numbers of patient who never come. Their time is also utterly wasted in the afternoon. 

Keep reading. 

At SAC after the morning, we spent maybe an hour running around the yard in (I believe) about 100- degree heat trying 
to find patients, with other patients/inmates running up to the doctor (closer to the door to the block) and with him 
sweating profusely with his heavy stab-vest on. I think the stab vest is critical. He and I were surrounded by inmates on .e yard and toward the doorway with no custodial officer anywhere n~ar us and multiple patients coming up to him. 

AsDr.- ays, 
"Nothing has changed in 4-years". 

She left SAC because of trying to find patients on the yard and being surrounded by inmates and it was unsafe. It was 
clearly very dangerous for the psychiatrist who tells me (modestly) that these conditions will affect psychiatry 
retention 11 

For those appointments that occurred in the doorway (non-scheduled), the doc had no health history about them and 
tried to provide a medical intervention in 100 degree heat (actually just inside the cell-block door with many inmates 
around) for about 90-seconds in a patient he did not know and had no information about I Wow. 

This type of on-site visit is the proper comparison in CDCR to a cell-side camera visit that is orchestrated by the 
telepsychiatry team. Our telepsychiatirst is in a comfortable location, has a patient in a fixed location, can see and hear 
the patient in the cell with a camera, can speak for 30-minutes, and has the patient's records. Cell side cameras, in the 
context of a telepsych team that is trying to protect the patient and improve the communication is far far better than 
what happens in-person at SAC, for example, as I think you can see, 

Other cell-side interactions that occurred in person at SAC were actually worse as the day went on. We found no 
patients whom we were looking for on the yard, although the doc says he's learning where the patients hang out to 
better locate them in the future. But we looked at several locations around the yard and were unsuccessful. Then we 
went cell-side to try to see patients, but the conditions were much worse than the minute-appointments in the doorway 

.tween the block and the yard in which patients came up to the doctor. Many of the patients were not in their cells • 
.....,~,ther. 

2 
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-11,) / ( ~ 
-Ne wer-e in .i block with nn 11\credlbly loud air comlitlol\er .rntl \he 1 V vollH11e ll\c1-elllblv h)111I, h1m;1\~, were milling 
about we,ning only n towel and yes I could see whM the tloc:tor 11,ea11l al.11.>ut hm\t ea\y It w,,111\1 he fm an Inmate to 
throw him off the upper tier. It would be utterly ll\approprl3le for a female p Ythla\1 ht 111 h;1ve b~r.n ther~, Om female 

•
ychi3trist s_avs that ~he Is given 10-lS 1nlnutes to try to !ice hen (she ~ calle1.l) 1 lelt~ltle p~\lc,11\s h~for"' ~how~f time 
etween 12.45 ond 1.00). SO she Is oi,ly guaranteed 15-mliwles In the 01\ernoo11 t11 e1> the patl~n,~ h~fm~ th~ 

showers begin. (It is not snfc for any female 11011-n1stodi.1t off icer lo be there with hatl -11;11,,.~II m~n wearll\Q <lnlv a towel 
while the woman is easily surrounded. So I support her not gol1113 Into the bh:H.t...s with the 11~01 ly Mt...-,11 men, 
)Unfortunately, I thought I saw some Inappropriate publlc actlvlty goll\g t>n whet\ we ""lvetl, ~lve11 what I eould 
visualize. 

Our female doc doesn't go there during shower time and she shouldn't to prot~et h~r llfo. b\tt h~r l)atl~flt~ can•t get 
care. As stated, she reports that she ls given lS-mlnutes (betwe,m 12:4S ,rnd 1:00) to SM h~r patltm\S ~ II-side before 
the showering and she finds that ridiculous (I find It ridiculous and highly tla11geh.>u ), 

It's not much better for the patients of male psychiatric p3tleots, Wheo w~ w,rnt e@ll.sh.le, moltlpl~ of th~ p11\l~nu were 
not there and no one knew where they were, Ceca use of the loud rondltlons (air rondlllomir ~11d TV), \htl n1ychlatrlst 
had to (almost) scream through the doot so that the patient$ cdtmate, ~nd everyone ~round could tl~artv here, The 
questions could be no more psychiatric than "Are you going to klll yoursclf1'+. "/\1w Ide effettsil .. , .. Do VO\! want more of 
the depression med or the voices med?" 

To add to the experience, there was an "agitated" Inmate on one of the blocks, so they (appropriately) forbade us from 
seeing all other patients housed on the block. 'fhe psythlatrlst asks me what I would thin~ If we hiut been there when 
the inmate became "agitated". I paused and considered. 

What I saw at SAC was not even a primitive psychiatric Interview Mt WM It psychl.,trle t3re, Our physicians were 
struggling. Their goal can only be to try to prevent the pGtlcmt from tmtlc reaction~ to meets. ~nd try to stop sulcldallty, 

~He making the best guess they can about medications .. 

No amount of QM number manipulations (%-weeks compll3t'lt vs Ofl•tlm~ ~Pl)Olntm~mts. c.,rncettln~ out appolntments so 
they are not recorded as no-shows, the QM team refoslng to allow us to e~lcul.ite % of lflSlts thi\t are cell-~lde, 30~50 
IDTT's scheduled in 3-4 hours [and not allowing us to calculate how often \h~t occms), m11klns lt chaltenglns to record 
and calculate non-confidential visits, etc.) can obscure what Is stralahtforw11rd Md e~sy to see, 

You can't provide medical care with no little to Information standlns cctlsldo, trnd vlrhrnlly screaming through a c-ell­
door, no matter how many EOP reviews we are said to pass. lf wo poss whc,, this Is occurrln~ ~l ,mlna means nothing in 
terms of medical care. 

Our number crunching is also bizarre and poorly done, The CCC t)sychlMrlst WM seeing pntle1'ts cell-side frequently and 
never once (he said) recorded the visits as In non-confldcntlol spoccs (though we would not be allowed access to the 
data even if he did). The system defaults to recording visits os confld~ntl.ll so nit his cell-side visits were recorded as 
confidential (even if we were allowed to make these calcul.'.ltlons system•wldo nnd lnvestlRate psychiatrist by 
psychiatrist, which we are not) 

So even if we were allowed to know what the system calculotcs os the W, of 001,,canfldentli'II appointments and no-show 
rates In clinics (not "cancellations't we still would not hove nccurnte dotn. ihe psycholoay HIRS•deslgners-for• 
psychiatrists will not allow us to create separate note "types" for conndcntlol vs. non•confldentlal appointments, for 
example. That would be a straightforward solution (per Dr •• 

Relative to the cart with the camera at CHCF, SAC with live psychll\\rlsts ts not n safe place for patients In the EOP 
etting. I recommend that the EOP patients be moved. If there Is no oltt'rnntlve (no place for them to so), then we can 

.Jnly hope that very rapid changes occur. There are reasonable numbers of psychlotrlsts working ther-e <1nd the -

3 

--



Case 2:90-cv-00520-KJM-DB   Document 5988-3   Filed 10/31/18   Page 22 of 87

7lr2-f (~ 4 
,.-eems reasonable. Furthermore the psychiatrists are reasonably organized. They just don't have the 

executive might to force the type of changes that would allow them to practice medicine. It really would require a 
custodial solution (read below) 

~e problem is that custody is not moving patients to the appropriate psychiatric clinic in the morning at SAC, virtually at 
•• and it is very convenient to say the patient refuses (although eveh that is recorded as a "cancellation" or a 

'rescheduled appointment'' ). Somehow they refuse ("Cancer) so much more at SACI Patients are brought in batches 
rather than individually. 

Solution: 
The cultural incentives need to change. 
If patients were 

1. brought to appointments 
and 

2, If no-shows were tracked by custody 
and 

and 

3. If custody had to work with the physician on the cell-block to find and track patients who did not make it to 
clinic (so docs would not be trying to find paitents) 

4. If custody opened food ports (so docs don't spend their time virtually screaming through cracks in a door 
that might be the beginning of a solution. 

To get patients to appoihtments 

-
A. Custody should get to know the patients better who refuse to come to appointments (that are recorded as 

"cancelled" [or are rescheduled so not even reported as "cancelled")). 
B. It should be imperative at SAC (probably system-wide) that the officer recording the refusal fills out a relatively 

detailed report about the condition of the cell and the condition of the patient in the cell. 
C. For each patient that does not come, the custody officer should sit with the psychiatrist in the clinic area and 

review the patient with the psychiatrist, so the psychiatrist could learn more about the patient and his refusal. 
D. My guess is that as the custodial officer pays closer attention to the details of the mental health patient's 

confinement, by documenting about it and speaking to the psychiatrist, the custody officer will understand the 
patient. 

E. A far higher% of patients will come to appointments as soon as custody officers begin noticing the problem and 
having to carefully document about it each and every time patients do not come. If patients come, no 
documentation would be required because they could get care by the physician. 

When cell-side visits must occur -- these are currently the norm at SAC 
A. A custody officer should be assigned to the psychiatrist on the ward and responsible for finding the patients that 

need to be seen in the afternoon. 
B. The custodial officers should be willing (if safe) to open food ports if the psychiatrist asks in the cell. 
C. For a few patients in the afternoon, (maybe 2-3 per day, the custodial officer should be able to open the cell and 

bring the patient to the block. I recommend a treatment module on each block. Since the patients will not come 
to the clinic, the custodial officer can help encourage the patient to see the psychiatrist in the TIM. 

D. The key is that the healthcare access officer needs heavy involvement in an utterly unacceptable situation. 

When we have 25-minute treatment teams that Coleman observes, with select patients for the day of their arrival, of 
course the care looks reasonable. If you actually follow a real psychiatrist throughout the day {and we followed two), 

.u understand quickly what medical danger is. 
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Golding, Michael@CDCR 

From: 
Sent: 
To: 
Subject: 

Dr. Golding, 

CDCR 
Tuesday, July 17, 2018 5:03 PM 
Golding, Michael@CDCR 
hi from CHCF 

Nice to speak with you today. You asked me to write you regarding some spedfic comments I made t oday, so here is 
that: 

-

It seems that certain types of decisions, including level-of-care changes, are made by the supervising psychologist in 
consult with the clinician (psychologist or social worker). In a setting like this, you must choose your battles, so I don't 
say anything. On a few occasions I did get frustrated because I felt strongly about certain cases and spoke up, expecting 
people t o respect my view, but certain staff just argued against me. If I really felt I wasn't being heard, I could have just 
contacted the other facility involved to say that I disagreed with the team, but I would never do that. Even weirder is 
when they answer questions for custody regarding whether mental illness played a role in some infraction when going in 
front of a disciplinary board. This question almost always seems to involve a deep understanding of the role o f 
medications in relation to their illness, and I'm trained in forensics and have been involved in answering questions like 
these for courts in several locations and internationally. 

I've just gotten very good at biting my tongue for 90% of our meetings that are dominated by psychologists. It helps 
keep me humble, because in reality I'm trained in Johns Hopkins and Yale and have often had high level experiences or 
been directly involved in research related to the matter at hand. So if a social worker with no real mental health training 
is asked their opinion over mine, it just tells me that the system is more interested in other things than truth. Hope 
that's not too cynical or going to get me into trouble. I'm always interested in big picture and systems level thinking, so 
please let me know if I can be of service or if there are any unique opportunities in the future. Thank you. 

op,¼o-C 

\£'( <. v~lv0ile ~I./\. () p ,v1 ,(.!)/1 

-fit., t ~,_s p1.,,J,1cq I 
~t 6)-r 

C0 c.., l, l 1/V/' 14' <9(' p<-yc..U"'j1J, 
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Golding, Michael@COCR 

•~~om: 
-~\ent: 

To: 
Subject: 

Slight edit 

Golding, Michael@CDCR 
~y17, 20185:22PM 
~ CDCR 
FW: CHCF Clinic Model 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 

California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.goldlng@cdcr.ca.gov 

Save0ur!li1 
water.__, 
Learn easy ways to save water 

l rl uring California's drought at 
~ll SaveOurWater.com 

From: Golding, Michael@CDCR 
Se~uly 17, 2018 5:17 PM 
To:~ CDCR 
Subject: CHCF Clinic Model 

Hi, 

Visit to CHCF on Tues 17th 

7/i7/1r 

- MD (Statewide and I {Michael Golding, MD Statewide Chief Psychiatrist CDCR) went to 
CHCF on Tuesday the 17rh of July, We visited all yards and spoke with the 3-on site psychiatrists who were there today. 
Two of them work in the crisis bed and one works In Ad Seg EOP. We also spoke at length with The 
CHCF 

Clinic model: 
Crisis Bed 
There is no clinic model in the crisis uni t hospital beds. Custody w ill bring patients to seated psychiatrists for initial 
psychiatric appointments, but not follow-up vis'its which are all cell-side. There are 3 rooms which all the psychologists, 
social workers. and Rec Therapists compete for in order to have the privilege of being able to see patients confidentially. 
The two physicians in the crisis bed were clear that there was no pecking order for these room assignments. Rec 
therapf 5 have as much priority a~ physician psychiatrists in claiming the rooms or claiming the custody officer's time. 
We com;~ ried the "first come first serve" model with custody . 

• I 
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· . . . . 7/11//f ~ 
Practically, the absence of chnic space or a clinic model means that psychiatrists will attempt to see crisis bed patients 
for their Initial appointment in a confidential spacEi, but they attempt no follow-up appointments In a confidential 
setting given the office shortages . 

. -,r 
\ ~stead all follow-up appointments are cell-side. Given time constraints. Dr .• cannot use the shared room (that the 

Psychologists, Rec Thera pists, and Psychiatrists compete for) in order to dictate notes. He says he needs to use Dragon 
(to dictate his notes), but he has no office and the,refore when he leaves the competed-for-space there then is no quiet 
space where the computer can accurately process his voice. He notes that the occupatioMI therapy supervisor has an 
office but thinks he should have one to be able to dictate his notes. 

If he returns to his Hoffice" (a chair at a table in an open room with many people seated and wallting about), he does not 
have the quiet to dictate. Lack of office space is a constant. 

Both psychiatrists said that their decision making was not adequately considered. Dr.~and Dr.-both 
expressed that often when they go to treatment t,~ams, they find out that their patients are going to be discharged 
during treatment team, sometimes in the beginnlng of the team when it is announced or sometimes when the patient is 
told. Effectively the psychiatrists opinion is not considered in making many of the decisions for discharge and both 
psychiatrists say that their opinion has been overruled. Both asked who is ultimately in charge when discharge decisions 
a re made . They both said that it seemed that the psychologists who made the discharge decisions were in charge and 
did not need to consider their medical opinion. 

On the other hand, they said that if they vigorously objected, often but not always, the psychologists running the 
treatment team (and making the decisions) would change his or her mind. Nonetheless it was clear that many or most of 
the decisions about discharge were made by psyc!iologists without consulting the psychiatrist and the decision was a fait 
accompli when the psychiatrist first heard about it in the treatment team. 

·b~e psychiatrists also thought that having just psychologists determine that a patient is medically appropriate tor 
1 ~\\nission to the crisis bed hospital is problematic and dangerovs. They say that the psycho~ determine that it ls OK 
for the patient to come to their hospital and the physician psychiatrist is not consulted. Dr.-(the 
said the admission team used to consult with her, but not anymore. She says that many patients are medically . 
compromised and they hear about the problems c1fter the patient has arrived, when some preparation would have been 
better. 

Huddle in the AM takes about½ hour. There are about two hours per day of treatment team meetings. Shower time Is 
between 2:30 to 4:30. There is about an hour per day of groups that take the patient away. Huddle plus IDTT plus group 
takes between 8:00-11:00. Psychiatrists have between 11:00-2:30 to compete for the available rooms for the privilege of 
having confidential appointments with the patienfts. After 4:30 custody is usually not available so patients can only be 
seen cell-side. Psychiatfists usually use the time a1~er 2:30 to do documentation. 

AdSegEOP 
We visited Ad Seg EOP. There is no clinic model present. The psychiatrist (Dr.- says that he is competing with 
the patients who are on grounds or In groups. Patients will not be brought to him in general but he says he has worked 
out how to see patients in the yard (standing up) and interacts with many of his patients that way. He also sees them 
cell-side. In terms of his ability to be involved withi decisions about level of care change, he says that he tries to just 
agree wlth the decisions that the psychology lead1?rs make {and they usually do not consult him). He says that he has 
hoped that when he does have a strong medical opinion about a particular patient (because of medication changes or 
instability) that at least at that point the psychology leadership would hear him out. But he says that the few times he 
has tried to change a level of care decision, the psychologist simply said, "No." 

The AdJ3g psychiatrist frequently sees patients ce:ll·side, but does not know how to record these appointments as non­
confidtlitial. The EHRS default-setting is that the ,1ppointment is confidential, so even if the psychiatry team were 
allowec4r,o know the £HRS %'s of patients that are: documented as being seen cell-side, since many of our psychiatrists 

2 
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(including this one) do not know how to use the EHRS to record that, the appointments are recorded as confidential 
though they are not (there are simple fixes to make it easy to record this but these have not been allowed). 

-rh~/1? s •yard 
, No one shows upH ( Dr. - · Doctors have to find the patients to treat them. 

C-Yard: Dr. - noted that the general medical physician has a large independent office and then a room right next to 
it (a large exam room). Dr.- points out that none of the psychiatric physicians have anything like that. There are 
two spaces in which patients can be seen (if they were brought). Social Workers, Psychiatrists, and Psychologists 
compete to use those rooms, but Dr.- said that in general it has not been hard for the psychiatrist to gai!' access to 
these confidential spaces. Indeed when we were there, no one was in either of the spaces, so there appears to be space 
available. But per Dr.- the hard part on "C-yard" is "finding the patientH to be able to complete an appoi ntment. 

Some of the medical yards have 4-beds per dorm. It is hard for the psychiatrist to either get the patient to a room and 
the room itself is not confidential because of three other medical patients who are there. 

Dr. - herself does have an MA assigned to her who helps her to accomplish her tasks. None of the admins assigned 
to the CMH in general are able to help her but she is very happy about the MA (we explained to her that MA's are not 
supposed to be used that way, but to assist the clinical staff. Instead, the admins helping the CMH are supposed to be 
shared with her which they are not. 

Dr. - fills in for her psychiatrists and sees patients, like more than half (about 60%) of the Chiefs and Senior 
Supervisors across the state. There certainly is no clinic manager in any setting nor is there time or personnel available 
for Dr.-to try to arrange that coverage. 

~\ short, there is no clinic structure at CHCF, psychiatrists struggle for confidential spaces which are frequently absent, 

1 \JI finding patients is a daily struggle. There is not much respect for medical decision-making by physician psychiatrists, 
but psychologists fi ll in with medically involved decisions by determining whether the medical context is safe for patients 
to be admitted in crisis beds hospitals, when medications are titrated sufficiently for patients to leave crisis bed 
hospitals, when levels of care should be changed in AdSeg. and throughout the hospital etc. 

Michael 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: ~ ichael.golding@cdcr.ca.gov 

\ 
l . 
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Save Our 
-~water llllllt;J 

' 
Learn easy ways to save water 
during California's drought at 

SaveOurWater.com 
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The medical danger at $AC is bad, 

The below is the psychiatrists description of his day I spend with him. I eliminated the description of the prev,ious day 

(much like the first) but I did not observe it so could not fill in details, llke above. 

4" ... ays, 

or note in the last year time there has been a stabbing on the yard, fights on the yard, and it is not uncommon for 
inmate patients to have manufactured weapons in their cells. Also on the prison block some inmate patients likely are 

walking around as they await their turn to use the shower, waiting to be escorted by custody, working as porters, etc. 

The blocks are also two tiered so there is always a risk that an inmate patient tnight throw a provider off the highest tier 
se11ere injuring or even killing a provider. 

On Tuesday 07/10/2018 there were a total of 11 entirely different patients scheduled however 2 were moved to a 

different block and thus the actual patients scheduled to my care were 9 as the other 2 were now under the care of a 

different psychiatrist given the movement. Only 3 of the 9 came and were interviewed in the safety of the EOP clinic. 

The remaining 6 were attempted to be seen on the block in addition to the 6 remaining patients to be seen on the block 
from the reviou 

4 (Four fthe remaining 
6 were 1nterv1ewe ce s1 e all 1 One) f the 6 was interviewed in the hallways as inmate 

atient called to tne appearing mildly agitated requesting to be taken off his heat medications. Of note the patient was 

o refusing his Qther psychiatric medications as well. A brief interview was done in the hallway of tl'le block, Of note, 

eported the he left the EOP. dinic th is mornin before his 

had a Telemedicine appointment at the same time .. 1 (One) 

the open section as he had finished showering and was wal ing ad< to his cell. 

did not come to his EOP clinic appointment because he was in severe pain secon 

stage liver disease and bilateral severe leg edema. 

was spoken to in 

reported that he 

eported that he did not come to his EOP clinic appointment because he just recent! 

clinician (psychologist or social worker) and that the ducat he received must have been an erro 

reported and showed us that he only rec-eive a single ducat for group noting "A EOP Trt Cntr Grp ut I not 

receive a ducat for his psy.chiatry 1:1 appointment-eported that he had a legal visit at 7:30am 

that lasted approximately 45 minutes. He reports ~t by this time the second group was already 

likely brought to the EOP clinic. 

is prescribed involuntary psyc.hlatric medications under an actrve PC 2602 court order and was 

not able to articulate a clear reason why he did not come to his EOP clinic app0,intment When pressured to clarify 

further the patient then reported that he thinks his cell door was not opened. 

Of note, two ottter inmate patients who were not scheduled for today or yesterda ' 
in different cells requested to speak to me to address their questio , 

commute better in Spanish but spoke some broken Englfsh . 

- 5 

. . . . . " . . . . . . 
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,.-----· 
Golding, Michael@CDCR 

From: 
Sent: 
To: 
Subject: 
Attachments: 

~CC)CR 
~om 10:53AM 

Golding, Michael@COCR 
Performance Report 
Performance Report 2.IPNG; Performance Report on 7.26.18 no longer has Placement 
option.JPG; Timely Psy·chiatry Contacts 7 .26.18.JPG 

Hi Michael, 

I have attached a screenshot of the Performance Report from 5/2017, showing that 'Placement' (EOP, CCCMS, etc) used 
to be included in the filter options, and a screens hot of the Performance Report from 7 /26/18, showing that 'Placement' 
is no longer an option. Placement options were Mt. E'OP, CCCMS, ASU EOP, MHCB, etc, but I don't have an old 
screenshot showing these options. Now that 'Plawment' is no longer an option, the 'Timely Psychiatry Contacts' 
indicator returns one percentage for the entire institution, making it impossible to determine what the percentage is for 
EOP versus CCCMS. Previously you could select 'EOP' under 'Placement', for example, and get the percentage specifically 
for EOP timely psychiatry contacts. In order to obtlain this data now, the user would have to drilldown in Timely 
Psychiatry Contacts, and manually sort through th•~ list of all appointments, week by week, to total up the compliance 
percentage for a particular level of care. I have att:ached a screenshot to try to explain this better, but please ask me to 
explain it if this doesn't make sense. 

- MD 
Senior Psychiatrist, SpeciaJist 
Elk Grove - Headquarters 
California De artment of Corrections and Rehabili'1ation 

1 
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~ 
__G.olding, MichaeJ@CDCR .,...... 
From: / Golding, Michael@COCR 
Sent( - · Jul 27 2018 9:26 AM 
To: COCR 
~: COCR 
Subject: RE: Compliant Appointments 

Yes. 
Thank you. 
That's what I thought. 

Michael 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilitatior, 

Phone: 916.662.6541 
Email : michael.golding@cdcr.ca.gov 

Save Our~ 
water~ 
Learn easy ways to save water 
during California11 drought at 

SaveOurWater.com 

From:~CDCR 
Sent: Friday, July 27, 2018 8:45 AM 
To: Golding, Michael@CDCR 
Cc:~CDCR 
Subject: RE: Compliant Appointments 

JJ1 2-7110,l 

cr:&lt/l1 

Exactly. The definition ofTimely Psychiatry Contacts numerator is "Number of patient~weeks Included in denominator 
during which the patient was up-to-date on their requited Psychiatrist contact. Contact requirements delineated in the 
Compliance Rules gridN. 

The Compliance Rules grid lists the program guide limits, so that CCC patient's appointments are compliant if they occur 
within 90 days (or even a little longer because of the way of checking by weeks), no matter when the psychiatrist 
scheduled them. 

Yes, the scheduling order could be cancelled with no reason given and although there would still be a cancelled 
scheduling order visible in EHRS, it would not show up in any of QM's indkators (unless they decided to start looking at 

the number of cancelled scheduling orders). If the appointment was closed without the patient being seen, it would 
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, reason - not brought by custody, patient refused, provider not available, etc- but you're right that this would 

t !"hether the psychiatry contact is timely. 

----- • Golding, Michael@CDCR 
_f'1t Friday, July 27, 2018 8:12 AM 

To: CDCR 
Cc-CDCR ~ 
Subject: Compliant Appointments 

Hi, 
Lees say a patient arrives at CCC and is referred to the psychiatric physician and seen on the day of arr.ival to CCC. The 
psychiatrist sees the patient and then schedules an appointment back in 10-days. Imagine that the appointment does 

not occur for some reason . 

I don't think that missed appointment would not lower the %~weeks compliant number; that is it would not lower the 
"timely appointment" number, right? 

So if the physician scheduled a patient who just arrived at CCC to be seen 10-days later, but the patient was not seen, 
the next appointment (say 80 days after the missed appointment) would not be considered lat (though it was 75-days 
late) because it is within program guide timelines (90 days from the last appointment). 

Indeed, the 80 day later appointment would be considered "timely", because the patient was seen at least once within 
90-days of their last appointment at a CCC level of care. So "timely appointmentsH does not in any way count missed 
appointments that are scheduled by physicians, if earlier than maximum program guide limits. 

All appointments are considered timely, regardless of when the physician orders to see the person, as long as they are 
within maximum program guide time frames. Right] 

So timely appointments have nothing to do with when phys1cians order patients to be seen, only whether we are 
following program guide timelines (and even then, it can be over and still be perfectly compliant in many scenarios, as I 
have. illustrated elsewhere.) 

So in those patients who a re most likely to need to be seen (those who are scheduled earlier than mandated timelines), 
if the appointment was missed, #timely appoihtments" would not be changed. 

If true, they are 

1. Again ignoring the importance of a patient being seen on time when a physician orders that a patient be seen on 
time. 

2, Creating a situation in which the reports of timel\1 appointments are very li~ely falsely elevated, because all 
appointments scheduled before the maximum program guide timeframes cannot be considered non-compliant, 
so no missed appointments can be counted. There is a built in grace period for every physician scheduled 
appointment, because violating the maximum program guide timeframe is the only way of having the 
appointment count as "non-timely." At a CCC level of care, an appointment could be even 80 days late (after the 
scheduled appointment) and still be cons'idered on timel 

Here is a slightly different.question: 

Let's say the appointment is not seen that was scheduled to be seen by a psychiatric physician (in 10-days·after arrival at 
CCC). If the appointments was closed out, presumably a reason would have to be given (or they cancel out the 
scheduled appointment and no reason need be given; right?) Cancelling out the appointment is possible and the worst 
option; because then no record is really visibly left of any error. 
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'c; say a reason is given (say, "not brought by custody'' ). This would be recorded merely as a failure to bring the 
~ould not be reported that the patient's appointment was not on time, despite the physicians order. Right? 

.,tient's appointments would still be recorded as "timely" despite missing the appointments that are the most 
.ttant to make, the ones that are scheduled earlier than normal because there is a problem. 

Thank you for thinking about this for me. 

:-) 

Michael 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department or Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.golding@cdcr.ca.gov 

Save Our~ 
water~ 
Learn easy ways to save water 
during California's drought at 

SaveOurWater.com 
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~ 
Golding, Michael@CDCR 

Golding, Michael@CDCR 
Frida Jul 27 , 2018 4:34 PM 

COCR !~r~,7 (11 1q 
@CDCR; CDCR 

Subject: RE: Pt not seen by our MHMD sfnce arrival rn May 

Yes. As I suspected, this patient according to the interpretation of a QM committee vote, did not need to be seen 
sooner. The psychiatrist is scheduled to see the patient 3-months after his arrival in May at SATF, which would be some 
time In August, which has not yet passed. 

Our two psychiatrists on the committee voted against this but there are 17 psychologists on the QM committee and 
there were about 8 there during this vote and they (and several administrators and the-and 

- voted that against what our psychiatrists wanted 
1. Patients transferred to new institutions should be seen within 14-days 

Or 
2. If they would not allow that, they should be seen at a minimum when the physician ordered that they be seen 

next: 

The psychiatrists clearly favored number "1", but we could not get "1" or "2". 

Two (the - and 
physicians order when patients transfer. 

) also voted that it would be OK to override the 

I will ask Dr.-to find out when the last visit was at Wasco by a psychiatrist and what he ordered in terms of 
when the patient stiould be seen next .. 

Unfortunately, our psychologists voted that they can override when the physician psychiatrist says the patient needs to 
be seen next if the patient switches insHtutiorts. The reasoning is that we have a "referral based system." 

That means that the psychologist decides when to refer a patient to see a psychiatrist, even if the previous psychiatrist 
made a determination that the patient needs to be seen earlier than the psychologist determines. 

It's even a little worse than all that. let's say a patjent DOES NOT switch institutions and a psychiatrist orders that a 
patient be seen in 10-days. If the program guide would say that the maximal amount of t ime that the patient should be 
seen in is 70-days later (not 10 days later), then missing the physician-ordered time frame is NOT COUNTED AS LATE. 

In other words, the physicians order in no way determines whether patients are considered to have been seen late or 
not! And when patients transfer institutions, they voted that they do not have to follow the physician's order, So those 
who need to be seen early and are most at risk, can be seen weeks later and still be thought to have a timely 
appointment. 

Yes remarkable, let's find out what the physician's order sa id for when the patient should be seen next if he had not 
transferred institut ions. Given that he transferred institutions, I think he should have been seen within 14-days. 

Best, 
Michael 
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Michael Golding, M.O. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: mlchael.goldlng@cdcr.ca.gov 

Save0url&1 
water~ 
Learn easy ways to save water 
during California's drought at 

SaveOurWater.com 

From~CDCR 
Sent: Friday, July 27, 2018 3:34 PM 

To: Golding, Michael@COCR 
Cc; COCR; CDCR 

Subject: RE: Pt not seen by our MHMD since arrival in May 

Hi Michael, 

He came from Wasco Reception Center to our CCCMS but the SATF nurse practitioner assigned to him in CCCMS is also 

assigned to cover EOP. The psychiatric coverage is therefore stretched thin. 

CSATF/SP Corcoran 

Tel: 559-992-7100 Ext 7248 
Cell 559-670-8029 

From: Golding, Michael@CDCR 

Sent: Friday, July 27, 2018 3:27 PM 
To: CDCR • @:'cdcr.ca.g:ov> 

Cc: CDCR~;~CDCR 
Subject: FW: Pt not seen by our MHMD since arrival in May 

Hi, 

Is the patient in CCC or EOP? 

There is a reason for my request and then I will answer. 

Yes I am concerned. 
Michael 

2 

cdcr.ca. OV> 
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Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.golding@cdcr.ca.gov 

Save Our~ 
water~ 
Learn easy ways to save water 
during California's drought at 

SaveOurWater.com 

From:~COCR 
Sent: Friday, July 27, 2018 3:14 PM 
To: Golding, Michael@CDCR 
Subject: Fwd: Pt not seen by our MHMD since arri111al in May 

-M.D. 

Sent from my ,Phone 
Kindly excuse any errant autocorrections and spelling errors. 

Begin forwarded message: 

From: "~CDCR'' ~ !er.ca.gov> 
Date: July 27, 2018 at 12:04:01 PM PDT 
To: " CDCR"<-->,"~CDCR" 

cdcr.ca . ov> 

Hello Everyone, 

This patient has not been seen since his arrival in May by one of our psychiatrists? 

He has had a major incident that could be irelated to psychosis- he is currently not on an antipsychotic? 

Why was this patient not seen? 

3 
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~ 
Golding, Michael@CDCR 

From: 
Sent: 
To: 
Subject: 

Yes. 
Exactly. 
Michael 

Golding, Michael@CDCR 
~q_18 9:25 AM 
~CDCR 
RE: Pt not seen by our MHMD since arrival in May 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.go1ding@cdcr.ca.gov 

SaveOurL1 
waterB'iii/ 
Learn easy ways to save water 
during California's drought at 

SaveOurWater.com 

From: CDCR 

Sent: Monday, July 30, 2018 9:23 AM 
To: Golding, Michael@CDCR;~CDCR 
Cc:_,CDCR 
Subject: RE: Pt not seen by our MHMD since arrival in May 

-

as scheduled for an appointment at Wasco on 5/25/18, but refused to see the psychiatrist when he 

came tot e c nic. The psychiatrist's note is a single line: "inmate was placed on my schedule since he wanted to talk 
to the psychiatrist and after coming to the clinic he refused to see the psychiatrist , and went back , will need to 
be rescheduled again' ' . His most recent completed psychiatry appointment was on 4/25/18, at which time the 
psychiatrist wrote HReturn to cl inic per CDCR guidelines for CCCMS level of care of 60 days." So if the 
psychiatrist's order had been followed, the patient would have required an appointment by 6/24/18, about a month 
after transferring to SATF. 

From: Golding, Michael@CDCR 

Sent: Friday, July 27, 2018 4:35 PM 

To:~CDCR~> 
Cc:_,CDCR <-; 
Subject: RE: Pt notseen by our MHMD since arrival in May 

CDCR 
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Yes. As I suspected, this patient according to the interpretation of a QM committee vote1 did not need to be seen 
sooner. The psychiatris1t is scheduled to see the patient 3-months after his arrival in May at SATF, which would be some 
time in August, which has not yet passed. 

Our two psychiatrists cm the committee voted against this but there are 17psychologists on the QM committee and 
there were about 8 there during this vote and they (and several administrators and the~nd 

- voted that against what our psychiatrists wanted 
1. Patients transferred to new institutions should be seen within 14-days 

Or 

2. If they would not allow that, they should be seen at a minimum when the physician ordered that they be seen 
next; 

The psychiatrists clearly favored number "1", but we could not get ul" or "2". 

Two kthe-nd 
physicians order when patients transfer. 

also voted that it would be OK to override the 

I will ask Dr.-to find out when the last visit was at Wasco by a psychiatrist and what he ordered in terms of 
when the patient sho,uld be seen next .. 

Unfortunately, our psychologists voted that they can override when the physician psychiatrist says the patient needs to 
be seen next if the patient switches institutions. The reasoning is that we have a "referral based system." 

That means that the psychologist decides when to refer a patient to see a psychiatrist, even if the previous psychiatrist 
made a determinatio1n that the patient needs to be seen earlier than the psychologist determines. 

It's even a little worst~ than all that. Let's say a patient DOES NOT switch institutions and a psychiatrist orders that a 
patient be seen in 10,-days. If the program guide would say that the maximal amount of time that the patient should be 
seen in is 70-days latl~r (not 10 days later), then missing the physician-ordered time frame is NOT COUNTED AS LATE. 

In other words, the physicians order in no way determines whether patients are considered to have been seen late or 
notl And when patients transfer institutions, they voted that they do not have to follow the physician's order. So those 
who need to be seen early and are most at risk, can be seen weeks later and still be thought to have a timely 
appointment. 

Yes remarkable. Let's; find out what the physician's order said for when the patient should be seen next if he had not 
transferred institutions. Given that he transferred institutions, I think he should have been seen within 14-days. 

Best, 
Michael 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Suppor1t Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael,goldlng'@cdcr.ca.gov 

l 
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/ 
✓ Save Our !l'M 

Water~ 
Learn easy ways to save water 
during California's drought at 

SaveOurWater.com 

Hi Michael, 

He came from Wasco Reception Center to our CCCMS but the SATF nurse practitioner assigned to him in CCCMS is also 
assigned to cover EOP. The psychiatric coverage is therefore stretched thin. 

From: Golding, Michael@CDCR 
Sent: Friday, July 27, 2018 3:27 PM 
To:~CDCR~> 
Cc: CDCR~>; 
Subject: FW: Pt not seen by our MHMD since arrival in May 

Hi, 
ls the patient in CCC or EOP? 
There is a reason for rny request and then I will answer. 
Yes I am concerned. 
Michael 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.golding@cdcr.ca.gov 

CDCR 

3 
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Save Our 
water 
Learn easy ways to save water 
during California's drought at 

SaveOurWater.com 

From:~COCR 
Sent: Friday., July 27, 2018 3:14 PM 
To: Golding, Michael@CDCR 

Subject: Fwd: Pt not seen by our MHMD since arrlval in May 

Sent from my iPhone 

Kindly excuse any errant autocorrections and spelling errors. 

Begin forwarded message: 

From: •~cDCR'' ~> 
Date: July 27, 2018 at 12:04:01 PM PDT 

@CDCR" 

Hello Everyone, 

This patient has not been seen since his arrival in May by one of our psychiatrists? 

@CDCR" 

He has had a major incident that could be related to psychosis- he is currently not on an antipsychotic? 

Why was this patient not seen? 

4 
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Golding, Michael1@CDCR 

From: 
Sent: 
To: 
Subject: 

@CDCR 
Monday, July 30, 2018 10:02 AM 
Golding, Michael@COCR 
RE: Pt not seen by our MHMD since arrival in May 

1 

S'a llvear old.ale with schizophrenia and PTSD who was transferred to Wasco on 3/26/18 from 
os nge es . ounty ja,il, and then transferred from Wasco to SA TF on 5/29/18. He has a history of CCCMS, EOP, MHCB 

(11/3/10, 4/12/01), and DSH (12/29/15) levels of care during a previous incarceration, and reportedly attempted suicide 
by shooting himself in the chest approximately 15 years ago. He was prescribed Z rexa while in jail, but this was 
discontinued on 3/29/18 shortly after arriving at Wasco per patient request. n 7 /26/1 he assaulted another jnmate, 
resulting in a serious eye injury that necessitated sending the inmate to an outside hospital, and reported he had 
command auditory h:allucinations to hit the inmate. Per Dr .• /27/18 note, the inmate reported "there is a 
conspiracy by the CO's to have the other inmates go at him. He felt that the peer that he attacked was part of this plan 
to harm him." Dr.• lalso noted "he became increasingly agitated while discussing this and refused to consider taking 
an antipsychotic medication" . He has been prescribed Remeron and Vistaril since 3/29/18, and per the MAR he was 
compliant with them until 6/30/19, at which time he became intermittently compliant. 

His history of EOP, MHCB and DSH suggest a patient who requires more frequent psychiatric intervention. Also 
concerning is the dis,continuation of Zyprexa without regular follow-ups to evaluate for decompensation. He was seen by 
psychiatry on 3/29/1.8, 4/25/18, and 7 /27 /18, 

From: Golding, Michael@CDCR 
Sen~IO, 2018 9:26 AM 
To----·CDCR ~cdcr.ca,gov> 
Subject: RE: Pt not seen by our MHMD since arrival in May 

Yes. 
Exactly. 
Michael 

Michael Golding, M.O. 
Statewide Chlef Psychiatrist 
Mental Health Support Program 
California Departmen!t of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.goldinR@cdcr.ca.gov 

Learn easy ways t.o save water 
during California's drought at 

SaveOurWater.com 

1 
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From: Gonzalez, Melanie@CDCR 
Sent: Monday, July 30, 2018 9:23 AM 
To: Golding, Michael@CDCR;~ CDCR 
Cc:~ CDCR 
s ubject: RE: Pt not seen by our MHMD since arrival in May 

as scheduled for an appointment at Wasco on 5/25/12, but refu~ed to see th£: p::.ychlatri:.t whr:n he 
came to the clinic. The psychiatrist's note is a single line: " inmate was placed fJn my schedule since he wanted W tal k 
to the psychiatrist and after coming to the cl i nic he refused to sec the psychiatrist , and went bad:, will need to 
be rescheduled again". His most recent completed psychiatry appointment was on 4/25/la, .it which t im~ the 
psychiatrist wrote "Return lo cli nic per CDCR guidelines for CCCMS level of care of 6<J days." So if the 
psychiatrist's order had been followed, the patient would have required an appointment by 6/24/12, about -a month 
after t ransferring to SATF. 

From: Golding, Michael@CDCR 
Sent: Friday, July 27, 2018 4:35 PM 
To:~CDCR-
Cc: COCR~>;~COCR< cdc.r.ca. oV> 

Subject: RE: Pt not seen by our MHMD since arrival in May 

Yes. As I suspected, this patient according to the Interpretation of a QM committee vote, did not need to be .seen 
sooner. The psychiaVist is scheduled to see the patient 3-months after his arrival in May at SATF, wh ich would bE: some 
time in August, which has not yet passed. 

Our two psychiatrists on the committee voted against this but there are 17 psychologists on the QM committee and 
there were about 8 there during this vote and they (and several administrators and the-and 

- voted that against what our psychiatrists wanted 
1. Patients transferred to new institutions should be seen within 14-day.s 

Or 
2. If they would not allow that, they should be seen at a minimum when the physician ordered that they be seen 

next! 

The psychiatrists clearly favored number "1", but we could not get 111" or '12". 

Two the - and 
physicians order when patients transfer. 

also voted that it would be OK to override the 

I will ask Dr.- to find out when the last visit was at Wasco by a psychiatrist and what he ordered in terms of 
when the patient should be seen next .. 

Unfortunately, our psychologists voted that they can override when the physician psychiatrist says the patient needs to 
be seen next if the patient switches institutions. The reasoning is that we have a "referral based system." 

That means that the psychologist decides when to refer a patient to see a psychiatrist, even if the previous psychiatrist 
made a determination that the patient needs to be seen earlier than the psychologist determines. 

It's even a little worse than all that. Let's say a pat ient DOES NOT switch institutions and a psychiatrist orders that a 
patient be seen in 10-days. If the program guide would say that the maximal amount of time that the patient should be 
seen in is 70-days later (not 10 days later), then missing the physician-ordered time frame is NOT COUNTED AS LATE. 

2 
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In other words, the physicians order In no way determines whether patients are considered to have been seen late or 
notl And when patients transfer institutions, they voted that they do not have to follow the physician's order. So those 
who need to be seen early and are most at risk, can be seen weeks later and still be thought to have a timely 
appointment. 

Yes remarkable. Let's find out what the physician's order said for when the patient should be seen next if he had not 
transferred institutions. Given that he transferred institutions, I think he should have been seen within 14-days. 

Best, 
Michael 

Michael Golding, M.D. 
Statewide Chief Psyc.hiatri.st 
Mental Health Support Program 
CalifOrnla Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: mlchaeLgolding@cdcr.ca.gov 

SaveOurlrAl 
Water~ 
Learn easy ways to save water 
during California's drought at 

SaveOurWater.com 

From:~CDCR 
Sent: Friday, July 27, 2018 3:34 PM 
To: Golding, Michael@CDCR 
Cc:~CDCR; CDCR 
Subject: RE: Pt not seen by our MHMD since arrival in May 

HI Michael, 

He came from Wasco .Reception Center to our CCCMS but the SATF nurse practitioner assigned to him in CCCMS ls also 
assigned to cover EOP. The psychiatric coverage is therefore stretched thin. 

3 
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.. 

From: Golding, Michael@CDCR 
Sent: Friday, July 27, 2018 3:27 PM 

To:~CDCR~> 
Cc:~CDCR~; 
Subject: FW: Pt not seen by our MHMD since arrival in May 

Hi, 
ls the patient in CCC or EOP? 
There is a reason for my request and then I will answer. 
Yes I am concerned. 
Michael 

Michael Golding, M.O. 
Statewide Chief Psychiatrist 
Mental Health Support Program 

California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.golding@cdcr .ca.gov 

SaveOurLl 
Water~ 
Learn easy ways to uve water 
during California's drought at 

SaveOurWater.com 

From:~COCR 
Sent: Friday, July 27, 2018 3:14 PM 
To: Golding, Michael@CDCR 
Subject: Fwd: Pt not seen by our MHMD since arrival in May 

Sent from my iPhone 
Kindly excuse any errant autocorrections and spelling errors. 

Begin forwarded message: 

From: •- @CDCR" <~gy> 
Date~04:01 PM PDT 
To: ·~cDCR" 

cdcr.ca. ov> 

4 

@COCR• cdcr.ca. OV> 

cdcr.ca. ov>, ' CDCR" 
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Hello Everyone, 

This patient has not been seen since his arrival in May by one of our psychiatrists? 

He has had a major incident that could be related to psychosis- he is currently not on an antipsychotic? 

Why was this patient not seen 7 

5 
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Appointme ts 

Patient Info mation 

Form Brow er 

MultiMedia Manager 

eUHR 

Plan of Car Summary 

Learning E 

Interactive iew 

PCP: 
NCM:I 
MHMD: 

I - - ~- - -- - - - - - ~ - - -

q. I < • I A Documentation 

[Y Sign aJ f.+ Forward €> Message • I I]' Modify I ~ I O' ~ I D 

- --.f-. ', __ ,_._ 

Display : [All Physician Notes • J [J 

Arranged By: Date NewcstAtlop ' j I• 
Effective Communiution- 7/11/2018 14:46:00 PDT 
Effective Communication --Psychologist 
IDST -Text 7/11/201814:41:00 PDT 
IDST --Psychologist 
Outpatient Progress Note 6/27/201812:52:00 PDT 
Office Vi.sit Note: CCP &S 
V-rtal SigM - Text 6/14/2018 09:40:00 PDT 
Dental Vital Signs entist 
Effective Communiation__ 6/13/2018 09:35:00 PDT 

Effective Communication - Psychologist 
IOTT Progress Note 6/13/2018 09:34:00 PDT 
Free Text Note sychologist 
Effective Communiation... 6/S/2018 12:57:00 PDT 
Effective Communication __,sychologist 
IDST -Text 6/5/201812:52:00 PDT 
IDST •••• Psychologist 
Effective Communiuticm... 6/l/201814:04:00 PDT 
Effective Communication - Psychologist 

MHPC Progr~ ~ ote 611/2018 14:01:00 P~T 
Free Text Note Psychologist 
7410 
7410 
7410 
7410 
Effective Communication-. 
Effective Communication 
DcveJopment.11 OiYhility­

MH DDP Note 
MHMD Progress Note 

6 

S/31/201811:24:00 PDT 

--P&S 
S/31/201811:24:00 PDT 

P&S 

S/30/201812:28:00 PDT 
--Ps-ychorogist 
5/30/201812:16:00 PDT 

- sychologi:st 
S/2S/201810-A7:00 PDT 

Patient seen for an i1 

S: Patient entered th 
the patient's request 

O: Fully oriented. Ad 

A! Patient was not ir 

P: Schedule for ron 

Result type: 
Result date: 
Result status: 
Result title: 
Performed by: 
Verified by: 
Encounter info: 
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MentalHealthl(pisPopup - Report Viewe1 - Internet Explorer 

J .._I 1 _ __,I of 1 v r.1s j 100% v j .__ ___ __,I find I Next 

Quick List: SAC 
Appointments seen as scheduled from 2/01 /1 8 thru 2/28/18 

Placement: ALL 
Data last refreshed 7/30/2018 8:57: 00 PM 

Appts Seen 
Mea ~ 

Compl iance 
... 

surements 
as ... ... 

Scheduled 

Appointments seen as scheduled 745319 678395 

PrO'IAderUnavailable 

ModlfledProgram 

Technical Difficulties 

Seen Reason 

f!l ModtiedA-ogram 
(2444) 

I ProviderUnavaiable 
(63544) 

I Tee hnic aJOtf ic ulties 
(936) 

< 

Seen 

Placement ; 

0 

0 

0 

678395 

lil Details 

Inst ; CDCR# ; Name: Date : 

0% 

0% 

0% 

91% 

Appts 
Seen as 

Scheduled 

> 
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From: CDCR 
Sent: Tuesday, July 31, 2018 1:46 PM 
To: Golding, Michael@CDCR 
Subject: RE: SAC scheduling 

It is odd, and I don' t understand why Appointments seen as scheduled is so high. When I drill down on 
Appointments seen as scheduled, the only options it shows are Seen, ProviderUnavailable, 

ModifiedProgram, and TechnicalDifficulties (I have attached a screenshot). There are several other 
options to choose from when cancelling an appointment, including IP No Showed, IP Refused, 
Scheduling Error, etc, so it appears they do not include any appointments with those outcomes in the 
denominator. But that is so illogical that I'm doubting myself. 

-~ 
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I 
Psychiatry QM 

Timely Psychiatry Contacts - measured in weeks, only checked once a w,eek on Sunday, clock resets 

when patient transfers, physician orders for follow-ups prior to maximum t ime per program guide are 
often ignored (especially if the patient transfers Institutions). 

Routine 

Initial 

After transfer 

After leaving MHCB/PIP 

Medication non-compliance - these appointments are only measured if the physician puts in a 

. • iJ.cheduling order for a medication non-compliance appointment. The appointments that are 
2,i.,crhrdered are far more likely to be completed. To accurately capture the percentage of 

medication non-compliance appointments that are occurring when they should, the 

denominator needs to be the number of patients who are flaggEid as medication non-compliant, 

and the numerator needs to be the number of medication non-c:ompliant patients who are seen 
within the specified pr9gram guide timeframe. 

Timely MH Referrals: Denominator= Number of Routine, Urgent, Emers:ent, Med Refusal, and RVR MHA 

referrals that either came due or were completed during the reporting period. Due dates determined 
using the timeframes delineated in the Compliance Rules grid .. This has the same problem as the 

appointments for medication non-compliance - the denominator is onl~, capturing the referrals that 
were ordered, not all of the referrals that occurred. Unlike medication n1on-compliance appointments, 

there is not an easy way to make the denominator more accurate. Per title CLAC workflows for MH 

Consults, the staff member who wants the referral is supposed to put in1 an order (or submit an MH-5 if 
they do not have EHRS access), and then call the provider if it is an urgeint or emergent consult. The 

scheduler is then supposed to schedule the consult in a timely fashion. If this always occurred, the 

denominator would be accurate, and the issue would then become the numerator (since it would be 

measuring the completed consults, which means the psychiatrist would have to have EHRS access, 
which is not possible outside of business hours), but there are clearly many consults occurring without 

an order. 

Emergent consult 

Urgent consult 

Routine consult 

Psychiatrist continuity of care: "Percentage of psychiatrist contacts see1n by the most frequent provider." 

Denominator= All psychiatry contacts seen in person during the 5 months before the start of the 

reporting period through the end of the reporting period (6 months total) for any patient who has been 

EOP in the same housing program at the same institution, without inte1rruption, for the past six months. 

Confidential vs. Non-confidential - this is not an indicator, but it Is important to note that the check out 

screen defaults to confidential, so unless a psychiatrist knows how to clhange it to Non-confidential, and 

they take the time to change it, all appointments will be recorded as co,nfidential. 
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~ 
MffltalH81thKpisPopup -~ Vi_, -Internet ~r l = @ ~ 
= '"' .L 

~ ~ I_ 1_.....,I of 1 I> v U ._I 1_00_0
/c_o _ _ v__,I .___ ___ _.I find I Next 't • t:;;'1 ~ [IJ 

- ---------------------------- ------- -----
Quick List: SAC 

Appointments seen as scheduled from 2/01/18 thru 2/28/18 
Placement: ALL 

-

Data last refreshed 7/30/2018 8:57: 00 PM 

Appointments seen as scheduled 

Pro'.1derUnavailable 

Modi fled Program 

TechnlcalDlfflcultles 

Mea 
jAppts Seen 

as 
surements Scheduled 

745319 678395 

0 
~-4-----4-- -

0 

0 

: Compliance :: 

0% 

0% 

0% 

I 

Seen l 678395 1 91% 

Seen Reason 

1B ModfiedA""ogram 
(2444) 

I ProviderUnavatable 
(63544) 

IT ec hnic alDf f c ulties 
(936) 

' 

Placement : Inst : CDCR# : 

m Details 

Ap1pts 
Name: Date : Seein as : 

Schoduled 
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Appointments seen IS scheduled-The denominator Is •An scheduled appointments•, and the 
numerator ls "All appointments from the denominator that were completed as seen•, but this may not 
be the case. The percentage for Appointments seen as scheduled Is surprisingly high, and the drill down 
for this Indicator only shows appointments that were Seen, cancelled due to ProvlderUnavallable, 
Cancelled due to ModlfledProgram, or Cancelled due to TechnlcalDlfflcultles. It Is unclear why IP n _n 
Refusals, No Shows, and ctther ca~elled appointments do not appear here. ~ ~ ,.,ve..fo1dvJff" J 
~ r1v,tt~ ~ ~~ ~ ,~~,.. ,.,,,' .J 

Encounters Per Psychiatrist (on the Dashboard) - •Averaae number of patient encounters completed per 
psvchlatrlst per workday. Excludes encounters completed by Chief Psychiatrist: This number Is 
extremely low, and doesn't match what we see In the field. t<evln said he has had meetings with Mike 
Selby and others to flx this Indicator, because It Is obviously Inaccurate, but no changes have been 
Implemented yet. 

Non-Formulary by Psychiatrist 

Dlasnostlc Monitoring: •Percent-ae of patients prescribed select high risk medications who received 
appropriate dla1nostlc monltorlna consistent with clinic.al auldellnes. This measure is a composite of 29 
measures that assess whether patients on medications that meet specified hlsh risk criteria are 
recelvlna appropriate monltorlna. Data sources: Electronic Unit Health Record, Guardian Pharmacy 
Database, Quest 01a1nostia Laboratory Database, Strate1ic Offender Manaaement System. Is this 
MAPIP? If so, it Is measurlna a laughably small subset of patients. • The denominator for this Indicator 
was 5 at SAC each month.• 
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SAC AdSeg EOP (includes ASU and ASlJHub) 

May 1 to May 31 

168 scheduled appointments 

64 cancelled 

104 completed 

41 non-confidential (39%) 

63 confidential (61%)- J/.i, l,6y! Vttl;.., f:4-"l."7 pf--~ {4)Q/\ Ce l~t~e. 
If broken down by initial and routine appointments: 

66 initial appointments-26 non-confidential; 40 confidential (61" confidential) 

38 routine appointments - 15 non-confidential, 23 confidential (61% confidential) 

(See Excel spreadsheet SAC AdSeg EOP Appointments May 2018) 
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CCWF MHCB 

May 1 to May 31 

104 scheduled appointments 

8 cancelled 

\fS . ~ ~ C.sA ~ ~ '"h=>-l 

Av~ \1 ')o(i b 

96 completed I \ 
r::.vRt

7 
JoJ.le-le(lJ ,i /t~II-Co-1.~J-e-1n'q , 

100% confidential ~ J-

There were no non-confidential appointments. 

(See Excel spreadsheet CCWF MHCB Appointments May 2018) 
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The 'i'lmely MH Referralsn report gives the percentage of scheduled referrals that are completed on 
time. It does not Include MH referrals that occur without a scheduled referral, thus it does not provide a 

complete picture of what percentage of referrals are actually completed on time. It Is highly likely that 
referrals that are scheduled are more likely to be completed on time, thus the reported percentage is 
overinflatlng compliance. 

,\ 

P~yc~"'-lrd- r«R, 
Ja>0p CCAtpl,~tth 

M-",-4,e ~e, f,~e 1/ 11<~ ~fl? J-lv'J 
tJ.,, yt,;,p}e,f . -/z, le SoM I , 
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.Jo\8 

IP Name Appt 
ApptDatt Provider Name R•••on Outcome Type Sta1Ua Rt•aon Detail 

CCllllidlntl l MHI 
If l 

I 

EOP 511/2018 9:15:00 AM Cancelled CaneelledUnspeci Med Non Adherent» 
fled 

EOP 5/251201811:43:00AM PSV _RX_NON-COMP Completed Seen Med Non Adherence 1 

EOP 5/23/2018 9:01:00 AM PSY _RX_NON-COMP Completed Seen Med Non Adherence 
l EOP 5131/201812:58:00 PM PSY _RX_NON-COMP Completed Seen Med Non Adherence 1 1 

EOP I 5117/201811 :19:00AM PSY _RX_NON-COMP Completed Seen Med Non Adherence 

EOP 51311201812:2•:00 PM PSY _RX_NON-COMP Completed Seen Med Non Adherence 

EOP 517/2018 11:04:00 AM PSY _RX_NON.COMP Completed Seen Med Non Adhorenco 1 

EOP 517/2018 8:56:00 AM PSY _RX_NON.COMP Completed Seen Med Non Adherence 1 

EOP 5/3112018 8:45:00 AM PSY _RX_NON-COMP Cancelled CancelledUn$pecl Med Non Adherence 1 
fied 

EOP 5131/201812:05:00 PM PSY _RX_NON-COMP Completed Seen Med Non Adherence 1 

EOP 5/23/2018 9:48:00 AM PSY _RX_NON-COMP Completed Seen Med Non Adherence 
I 

1 

EOP 5125/2018 9:19:00 AM PSY _RX_NON-COMP Completed Seen Med Non Adherence I 1 

EOP 5/112018 8:45:00AM PSY _RX_NON-COMP I Cancelled CanoelledUnspeei Med Non Adherence 

I 
1 

fled 
EOP 512112018 8:02:00 AM PSY _RX_NON.COMP Completed Seen Med Non Adherence 

EOP S/1/2018 8:15:00AM PSY _RX_NON-COMP Cancelled CancelledUnspeci Med Non Adherence 1 
fied 

EOP 5121/201 8 10:57:00 AM PSY _RX_NON-COMP Completed Seen Med Non Adherence 1 

EOP 5/21/2018 9:15:00 AM PSY _RX_NON-COMP Can~led CancelledUnspecl Med Non Adherence 1 
fled 

EOP 5121/2018 8:45:00 AM PSY _RX_NON-COMP Cancelled CancelledUn$1)8Ci Med Non Adherence 0 
fled 

EDP 5/21/2018 8:45:00 AM PSY _RX_NON.COMP Refused No Show Med Non Adherence 0 
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.• ... CA,LIPOtu, •• co,-llt&C-YtOHA\. 

Ht!ALTH CARE SERVICES 

1100-071 Mental Health Consult Business Hours 

.r. 
-'I:! 

"' ! 

J 

All Staff 

Sta It 

Cansuk worthv 
ewnt oa:1.rS 

lritiale MH Consult 
Order 

I 
I 

Yes 

Cal MH, Route 
Paper form If 

applicable 

8- Cerne..-

No 

Cc:mpleteMH 
consult form (MH-5) 

and mute to MH 

MH Scheduler 

Verbal or wrtnen 
referral recelffd 

No 

Sdledule 1he C:01"6'-'t 
toorden 

T¥1S 
schedu&rc 10 
ordert• 

lwfln consult; 

Notifyclnlclan f 
emergent or 1rpnt 

Yes 

Scan MHS Into 
Powe«:hart IM 
~gn urique 

Identifier provided 
to consllt ader 

Yes 

No 

List Date Updated : 5/25/2016 
Reviewed by· Integrated Meetl,. 5/26/2016 
Approver: Cllnlcal Leadership Advlso,y committee 
S -off Dater 6/6/2016 

Psychol09ist / MHMD / Social Worker 

CompltteTrlap d 
Consult, 

Oocwnentdat~lme 
onCon'4At 

No 

Patient mnsult appt 1+------' 
OCX:11'S 

SeeMHCB 

y 'd Refe~ 
Wondbw 
11~ 

No 

SeeS Day 
FolowUp 
Workfbw 
ll(X).(90 

N 

Creallll MH Consult 
Note 

End 

Page 188 
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1100•072 Mtnt1I H11lth Consult On-C1II Hours 

All Stiff 

511ft 

Cal on-ell prollldlf i-----

v .. 

lnltl ... MH Consult 
Ordtr(tm•atnt. 

U....-,to, Rolklnt) 

r,..rs ordars 
to achtdulln1 

teslc 

Set schl~Nrc 
work/ION 
1300-10 

SetMH 
Ccnsult 

Business Hours 
1100-071 
Onp ... 

ccn,.ctcrl1 

&cerner 

No 

No 

Ccimplett M HS 
CCll'ISUlt form1nd 

routttoMH 

LIit D1t1 Updetld: 5/:ZS/2011 
Atvltwed by: lnt.,.ted MHtlnt 5/26/2016 
Approver: Cllnlc1t Ltldtrwhlp AcMto,Y CommlttN 
SI n-off Dttt: I 6 2016 

Psycholoalst / MHMD / Social Worker 

Vet 

Dn-cll Pro'ltcl« 
sees patient 

No 

No 

V 

Ye ,t+ 

SMSOay 
FolowUp 
Workflow 
1100-490 

S..MHCB 
Referral 

Wot-kflow 
1100-()60 

--------Nr-----' 

lnltlllll MH Col'IMAt 
Of'dlr 

creace MH COl'ISIJlt 
Nole 
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. 
\ -

CHCF MHCB 

May 1 to May 31 

459 scheduled appointments 

24 cancelled 

435 completed 

242 non-confidential (56%) 

193 confidential (44%) ~XtC<p«-1\>le , ·/co0(o ~ 
If broken down by initial and routine appointments: 

cue 

146 initial appointments -42 non-confidential, 104 confidential (71% confidential) 

289 routine appointments - 200 non-confidential, 89 confidential (31% confidential) 

(See Excel spreadsheet CHCF MHCB Appointments May 2018) -
-

) 
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MffltalH81thKpisPopup -~ Vi_, -Internet ~r l = @ ~ 
= '"' .L 

~ ~ I_ 1_.....,I of 1 I> v U ._I 1_00_0
/c_o _ _ v__,I .___ ___ _.I find I Next 't • t:;;'1 ~ [IJ 

- ---------------------------- ------- -----
Quick List: SAC 

Appointments seen as scheduled from 2/01/18 thru 2/28/18 
Placement: ALL 

-

Data last refreshed 7/30/2018 8:57: 00 PM 

Appointments seen as scheduled 

Pro'.1derUnavailable 

Modi fled Program 

TechnlcalDlfflcultles 

Mea 
jAppts Seen 

as 
surements Scheduled 

745319 678395 

0 
~-4-----4-- -

0 

0 

: Compliance :: 

0% 

0% 

0% 

I 

Seen l 678395 1 91% 

Seen Reason 

1B ModfiedA""ogram 
(2444) 

I ProviderUnavatable 
(63544) 

IT ec hnic alDf f c ulties 
(936) 

' 

Placement : Inst : CDCR# : 

m Details 

Ap1pts 
Name: Date : Seein as : 

Schoduled 
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vi ..__ _______ __.I Fin d I Nex t Ii\ • 

List: SAC 
3duled from 2/01/18 thru 2/28/18 
rnent: ALL 
17/30/2018 8:57:00 PM 

, ______ _ 
Mea 

Appts Seen 
1 • C r • surements as .. : omp 1ance • 

Scheduled f 
L_._ ----- - - --· 

745319 678395 

0 i 0°✓ i ✓o ---+------+---'-----0---,--o ;o ~-
0 0% 

7 678395 91% 

1±1 Details 

Appts 

.. 

: CDCR#: Name: Date : Seen as ~ 
Sch,eduled 
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The "Timely MH Referrals" report gives the percentage of scheduled referrals that are completed on 
time. It does not Include MH referrals that occur without a scheduled referral, thus it does not provide a 
complete picture of what percentage of referrals are actually completed on time. It is highly likely that 

referrals that are scheduled are more likely to be completed on t ime, thus the reported percentage is 

overinflatlng compliance. 
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~ 
Golding, Michael@CDCR 

From: 
Sent: 
To: 

\ tiJR"to"e, ,( {a w~) 
Subject: 

Golding, Michael@COCR 
~ gust 02, 2018 12:32 PM 
llllllllllllll@CDCR 
Re: MH Change Management CommTttee 

CcA J~ ~r""iAf? t 7 G' c,\.(\ 

Hi, \/--cf'~ ffCJ,,t,s;. ~K!t /1 ) 
·yG c,~-15 

The real problem is that those who know not much and psychologists can determine fully and com letefy psychiatric I 

workflows, though the two psychiatry voting members (you and I) do not have a chance. 

Most work for the psychologists and/or are part of the psychology teams that design these things. 

The workflows designed, in addition, continue to focus on "scheduling# so as to fit in their interesting model that in 
many circumstances, only that which a psychiatrist scheduled occurred, which leads to all the ways in which compliance 
reports are biased, usually toward making us look better than we are doing. 

It also allows our psychologists to continue to try to force our psychiatric physicians to use inefficient power plans and 
forms which, in addition to being quiet inefficient. also try to mandate the time-frame in which psychiatrists see 
patients. 

Appointments are not even considered late -- or% weeks late - if a psychiatrist schedules it before the maximum · 
timeline and in fact the apppintment is actually (potentially months) late. 

And of course our medical colleagues are not forced to use our po.wer plans, nor nursing, nor dental. 

This whole thing is just sad that we can't be allowed to interact efficiently because those who have little knowledge of 
what physician workflows should be, determine physician workflows, and our physicians can not. It is remarkable, 
despite our even polling our psychiatric physician eolleagues to know how they think we can be more efficient, we still 
cannot make these determinations. 
Gosh. 
Michael 

Sent from my iPhone 

On Aug 2, 2018, at 11:12 AM.~CDCR - > wrote: 

Hi Michael, 

Just relaying to you an interesting exchange I had today in the above noted meeting. 

It was confirmed that there is no quorum requirement for the meeting. Decisions are based on the 
number of members approving the change. 

We had a change request today to build an IPOC for the PIPs. It made sense to approve, but my concern 
was that Crystal Bender would be voting on this proposal. I asked her point blank if she could explain 
what an IPOC was, which she could not. My point to the committee was that we have members on the 
committee voting on things they do not understand. Other voting committee members who would 
similarly be likely unable to describe what an IPOC would be are : 
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I 
Since this is such a loose committee with unclear rules and is the gate keeper to move changes into the 
EHRS, I wanted to make it clear there is some concern about folks being capable of casting an informed 
vote, given that it s.eems that everyone has a vote. 

Nothing for you to do ..... just information. 

Thanks, 

-
ew1 e e epsychiatry Program 

Mental Health Support Program 
Elk Grove • Headquarters 
California Correctional Health Care Services 
California Department of Corrections and Rehabilitation 

desk 

OV 

<image00l.jpg> 

IMPORTANT WARNING: This message is intended for the use of the person or entity to which it 
is addressed and may contain information that is privileged and confidential, the disclosure of 
which is governed by applicable law. If the reader of this message is not the intended recipient , or 
the employee or agent responsible to deliver it to the intended recipient, you are hereby notified 
that any dissemination, distribution or copying of this information is STRICTLY PROHIBITED. If 
you have received this message by error, p lease notify us immediately and destroy the related 
message. You, the recipient are obligated to maintain it in a safe, secure and confidential 
manner. Re-disclosure without appropriate patient consent or as permitted by law is 
prohibited. Unauthorized disclosure or failure to maintain confidentiality could subject you to 
penalties described in Federal and State Law. 
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> 

» On Aug 13, 2018, at 2:50 PM,~CDCR 
>> 

» I can't find anything that combines all scheduled and missed appointments. I asked she 
works with-and , and she said she doesn't know of any indicator or report that 
shows all scheduled and missed appointments, or even one just for refused appointments. 
>> 

» There is a report called "Appointments" that allows for searching a specific institution (or all of 
CDCR), program, date range, and appointment type, and getting a list of all appointments that meet the 
search criteria. For example, I searched CDCR, ML CCCMS, psychiatrist contacts·on 7/10/18 with all 
outcome types, and received a table with 955 rows (954 patient appointments). I then changed the 
outcome type to "cancelled", " refused ", or "pending" (all of the outcome types except "completed"), 
and received a table with 461 patient appointments. So on 7 /10/18 in all of CDCR, the percentage of 
scheduled psychiatry appointments that were missed was 48%, or to put it in performance report terms, 
the percentage of Appointments seen as scheduled was 52%. This doesn't include the appointments 
that were just rescheduled by schedulers without marking them as cancelled, but there's no way to 
track that. However, this is definitely not a quick or easy way to obtain appointment data. 
>> 

>> MD 
» Senior Psychiatrist, Specialist 
» Elk Grove - Headquarters 
» California Department of Corrections and Rehabilitation 
>> 
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The attached information regard who was admit1ted to MHCB on 7 /20/18 for SI 

w ith plan. He was clinically discharged on 8/1 /18, despite the psychiatrist's strong objections'. Two 
significant issues to note: I) The psychiatrist saw the patient every day of his admission, with the 
exception of 7/28/18, whereas the patient was seen by 7 different primairy clinicians during his stay. The 
psychiatrist was the staff member with the most knowledge and familiarity of the patient, but he was 
overruled regarding the discharge; 2) The patient was discharged by a post-doc psychology intern, on the 
day she met the patient2• The psychiatrist strongly disagreed with disch~irging the patient, but the patient 
was still discharged. This clearly demonstrates that the unlicensed psychology intern, and not the 
psychiatric physician, was the primary clinical decision-maker. 

1. Dr. - 8/J /18 MHMD Inpatient Progress Note and 8/1/18 IMHMD Discharge Summary 
2. Dr.- 8/J/18 IDIT Progress Note 
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is a• year old - rnale with a history of depression, CAH and multiple 
suicide attempts via overdosing on pills and cutting self, who was admitted to MHCB on 7/20/18 for SI 
with a plan to cut himself due to receiving an RVR for battery on a peace officer, and learning that he 
may have more time added to his sentence. He has a history ofEOP, prior MHCB admissions, and was in 
DMH Vacaville from 2000 to 2001 for SI, but had not been in MHSDS for one year prior to this MHCB 
admission. Per the MHPC initial assessment dated 7/21/18, IP bas three prior suicide attempts - in 2000 
via cutting wrist, unknown date via overdosing on pills, and in 2013 via overdosing on pills. Past 
medication trials include Zyprexa, Celexa, Remeron, Paxil, and Elavll. On admission to MHCB he was 
taking Zyprexa and Vist.aril. Celexa 20mg daily was started on 7/23/18, titrated to 30mg on 7/27/18, and 
to 40mg on 7/30/18. Zyprexa was tapered from 20mg QHS to 15mg QHS on 7n.4/ l 8, and to 10mg QHS 
on 7n5/18. 

Seen by Dr ... (psychiatrist) on: 7/23, 7/24, 7/25, 7/26, 7/27, 7/29, 7/30, 7/31, 8/l 

Seen by the following psychologists/social workers: CSW - on 7/21, 7n8 and 7/29; CSW­
on 1n.2; Dr. - on 7n3, 7/24 (cell front), 7/25, 7/26 (cell front) ; Dr. - on 7fl7; Dr. 
~ on 7/30; Dr.- on 7/31; Dr.~ (Post-Doc Jntem) on 8/1. 

~/ ~ 8/1/18 IOTT Progress Note. she wrote: "Met with pati_ent for JDTT. Introduced myself as 
l' ~ covering or his primary PC. lnfonned patient that after reviewing his chart notes, emailing yard PC and 

UI\ i(tl'ffi speaking today with primary PC, there docs not appear to be a reason to continue to keep him after 1 
":RI.Pl/} days. Asked patient how he has been able to function on the yard for 611 days and this is the firs t t ime he 

has been to crisis? Patient stated he had a TV and his yard PC said he wouJd help him. Patient state he did 
bener at DSH. Told patient that if things just don't get better, his yard PC can send him to the hospital as 
well or he could come back to crisis. CCl told patient his case hasn't been heard yet, has a chance to 
explain his side of the situation. Patient continued 10 express that be doesn't have any hope, if he paroles 
can't get ajob that will support him, will be too old and he is not a US citizen." Her plan was "DC to 
L TRH CCCMS, take medication as prescribed 10 decrease psychosis" 

In Dr. - 8/1/18 MHMD Inpatient Progress Note, he wrote: "Plan: 1. As per team lP will be 
discnarged back today to his yard. This psychiatrist is recommending additional observation in view of 
his Hx, long sentence, residual depressive Sxs and the recent initiation of AD medication however this 
opinion was felt to be unnecessary by the other team members. Will be followed daily for 5 days 
subsequently will need to be followed weekly initially to monitor risk of self harm." 

In Dr. - 8/1 / 18 MHMD Discharge Summary, he wrote: "Response to Treatment ; Medication 
adjustment mcludcd redusction of his Zyprexa dose from 20mg to 10 mg a day to reduce sedation and 
initiation f Celexa which was progressively raised to a dose of 40mg daily to address his depressive Sxs. 
Vistaril PRN was used for sleep induction.No SLB or aggressive behavior was noted throughout his 
hospital stay. Team felt IP was ready for discharge on 8/ 1/8 despite this Psychiatrist recommending 
additional observation and monitoring in view of his risk factors and the possibility of increased risk of 
suicide after initiation of Antidepressants." 
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·MHMo Inpatient Progress Note 

(Please refer to discharge summary dated 8/ 1/ 18) 

• year old married- male serving Life with Parole admitted to COR-MHCB on 7/20/18 for DTS. 

Hx of Present Illness 
IP was admitted after expressing suicidal ideation with a plan to cut himself after learning that his term may be extended due to 
an altercation with custody. He reported insomnia, anxiety, generalized body aches and CAH ordering him to kill 
himself .Expressed thoughts of committing suicide by hanging or cutting himself. On 7/18/18 he was involved in an altercation 
and was evaluated at the TIA and asked several questions about DSH and how to get referred there. Recently on 7/3/18 he 
received an RVR for battery on peace officer (Note that as of the time of this evaluation this RVR is not found iin SOMS). During 
his recent admission to MHCB (7/5-7/13/18) he denied SI upon his admission and admitted that he had daimed suicidal Ideation 
to obtain medical care. 

past psychiatric Hx 
Reported a Hx of depression dating back to the age of 17 when he cut wrist but never received MH treatment prior to being 
incarcerated. Hx of depressive episodes lasting more than 2 weeks with depressed mood, low energy, poor concentration, 
worthlessness/hopelessness, weight loss and SI. Reported he first started hearing voices at the time of his arrest when he was 
21-22. These AH would typically tell him things such as "be good to people" or that "It's is all right to drink but don't get crazy 
drunk". Within the MHSDS he was at the EOP- LOC: but more recently was exduded from MHSDS for about year. History of 
multiple MHCB admissions most recently from 7/5/18 to 7/ 13/18 at COR- MHCB. Hx of DMH at Vacavillle between 2000 to 
2001<SI(cut his wrist after being informed he will be transferred away from his family to HOSP). Oaimed he attempted to OD (?n 
various pills Including Ibuprofen but staff was not alerted and he cannot recall when. Reports another OD attempt in 2013. Past 
medication trials: Zyprexa,, Celexa , Remeron, Paxil, Elavil. No clear Hx of manic or miuxed episodes. 

Substance abuse Hx 
Alcohol 17-22( mainly beer, No Hx ofwdl) 

Put Medical Hx 
Asthma; Olronic back pain, Rib contusion S/P altercation 7/04/ 18 (multiplex-rays negative for fractures); S/P Rhinoplastyx2 
(1989,2015) 

• 
Legal Hx 
1st termer; Serving Life with Parole for Att.kidnapping with intent to commit rape (5 counts), AWDW, kidnap victim under 14 
years, kidnap, ranso~n/667, oral copulation with force person<14, rape ~nts), fear of bodily injury 
(offense committed-). PC 290 registartion required. Denied gang affiliation ....... 

PsychosocialHx 
Denied Hx of abuse, HS graduate, no Hx od special education; Worked in construction 

Famlly PQdllabjc Hx 
Denied 

Current MecHcations 
Zyprexa 10 mg PO 
QHS 
Celexa 40mg PO 
QHS 
Vistaril 100mg PO QPM 
Mometasone MDI 2 puffs PO BID 
Polycarbophil 1,250 mg PO BID 
PRNs: 
Tylenol 6S0rng PO Q6Hrs 
Vistaril 50mg PO QHS 
Levalbuterol MDI 2 puff PO Q6Hrs 
Triamcinolone nasal spray 1 spray/ Each-nostril Daily 

Printed by: 111111111111111 Psychiatrist 
Printed on: ~ OT 

Page 1 .pf~· 
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• MHMO Inpatient Progress Note 

Informed Consent 
Today 7/23/18 

Allergi§ 
Indomethadn 

AIMS 
7/6/18: Zero 

Vital signs 
BP108/72; HR 67; RR 18; Sp02 98 

EKG 
7/19/18: NSR; QT'C 424ms 

Laboratory test and diagnostics 
(7/24/18) 
CBC: WBC 5.2 /Hgb 13.6/Hct 4L5/Plt 190/ANC 1368 • {L) 
CMP:Na 144/K 4.2/Bun 8/ Creat 0.79 /Glu 91/ AST 21/ALT 28/ GFR 109 
TSH: 2.92 
Chest X-ray {7/7/18):L basilar atelectasis vs scarring; Lumbar Spine: DJD w/o Fx; Ribs: Noacute Fx; R wrist: No acute fx; 
UDS: +Methadone 
No recent labs found in EHR and IP refused labs orcterd for 7/23/18. 

Hospital course 
Medication adjustment induded redusction of his Zyprexa dose from 20mg to 10 mg a day to reduce sedation and Initiation f 
Celexa which was progressively raised to a dose of 40mg daily to address his depressive Sxs. Vistaril PRN was used for sleep 
Induction.No SIB or aggress1ve behavior was noted throughout his hospital stay. Team felt IP was ready for discharge on 8/1/8 
despite this Psychiatrist recommending additional observation and monitoring in view of his risk factors and the possibility of 
increased risk of suicide after initiation of Antidepressants. 

MS.£ 
Calm and cooperative; Alert and free of PMR or agitation. Eye contact Is fair and speech normal In rate and volume; No 
TDs /EPSes are noted. Mood is" depressed". Affect is mod congruent. Thought Process Is goal directed without loosening of 
associations or flight of ideas. Thought Content is free of A/V halluclnations or delusions. I/P reports thoughts of cutting/hanging 
w/o intent in MHCB; Denies HI/Plans; His insight and Judgment appear to be limited. 

~essment 
year old married- male serving Life with Parole admitted to COR-MHCB on 7/20/18 for DTS. 

Dx: MOD, RS with PF; ASPD; Asthma; Olronic back pain 

~ . 
1. As per teamtlP will be discharged back today to his yard. This psych1atrist is recommending additional observation in view of 
his Hx, long sentence, residual depressive Sxs and the recent initiation of AD medication however this opinion was felt to be 
unnecessary by the other team mel'T\bers. Will be followed daily for 5 days subsequently wm need to be followed wee.kly 
initially to monitor risk of self harm. 

2. Medication management: Continue Celexa 40mg daily for depression and anxiety, continue Zyprexa for AH and Vistrall PRN for 
Insomnia. Adjust medications as indicated. 
3.Non·pharmacological interventions as per MHPC. 

Education 
1. 1/P was educated regarding the risks and benefits of his current medications, the need to comply and the possible outcomes of 
failing to comply with his treatment.SEs of Celexa, Vlstaril and Zyprexa were reviewed including risk of arrhythmia, TDs, NMS and 
metabolic syndrome. 
2. IP Is aware of the need to notify staff should his SXs worsen, If he experiences S/H intent or if side effects to his medications 
occur. 

Printed by: Psychiatrist 
Printed on: 8/13/2018 13:00 PDT 

P,age 2 of3 
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Printed by: Psychiatrist 
Printed on: 8/13/2018 13:00 PDT 
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·MHMD Discharge Summary-Text 

Admission Details 

MHMD Discharge Summary·Entered On: 8/1/2018 8: 10 PDT 
Performed On: 8/1/2018 8:10 PDT by Barda, Raphael Psychiatrist 

Reason for Consult Details : • year old married 
7/20/18 for DTS. 

male serving Life with Parole admitted to COR-MHCB on 

Hx of Present Illness 

IP was admitted after expressing suicidal ideation with a plan to cut himself after learning that his term may be extended 
due to an altercation with custody. He reported insomnia, anxiety, generalized body aches and CAH ordering him to kill 
himself .Expressed thoughts of committing suicide by hanging or cutting himself. On 7/18/18 he was involved in an 
altercation and was evaluated at the TTA and asked several questions about DSH and how to get referred there. Recently 
on 713/18 he received an RVR for battery on peace officer (Note that as of the time of this evaluation this RVR is not found 
iin SOMS). During his recent admission to MHCB (7/5-7/13/18) he denied SI upon his admission and admitted that he had 
claimed suicidal ideation to obtain medical care. 

Past Psychiatric Hx 
Reported a Hx of depression dating back to the age of 17 when he cut wrist but never received MH treatment prior to being 
incarcerated. Hx of depressive episodes lasting more than 2 weeks with depressed mood, low energy, poor concentration, 
worthlessness/hopelessness, weight loss and SI. Reported he first started hearing voices at the time of his arrest when he 

. was 21 -22. These AH would typically tell him things such as "be good to people" or that "It's is all right to drinl< but don't get 
crazy drunk". Within the MHSDS he was at the EOP- LOC but more recently was excluded from MHSDS for about year. 
History of multiple MHCB admissions most recently from 7/5/18 to 7/13/18 at COR- MHCB. Hx of DMH at Vacaville 
between 2000 to 2001<Sl(cut his wrist after being informed he will be transferred away from his family to HOSP). Claimed 
he attempted to OD on various pills including Ibuprofen but staff was not alerted and he cannot recall when. Reports 
another OD attempt in 2013. Past medication trials: Zyprexa, Celexa, Remeron, Paxil, Elavil. No clear Hx of manic or 
miuxed episodes. 

Substance abuse Hx 
Alcohol 17-22( mainly beer, No Hx of Wdl) 

Past Medical Hx 
Asthma; Chronic back pain, Rib contusion SIP altercation 7/04/18 (multiplex-rays negative for fractures); S/P 
Rhinoplastyx2 (1989,2015) 

legal Hx 
1st termer; Serving Life with Parole for Att.kidnapping with intent to commit rape (5 counts), AWDW, kidnap victim under 
14 years, kidnap, ransom, extortion/667, oral copulation w ith force person<14, rape by f~ts), fear of bodily 
injury(offense committed-). PC 290 registartion required. Denied gang affiliation. ----

Psychosocial Hx 

Denied Hx of abuse, HS graduate, no Hx od special education; Worked in construction 

Fami ly Psychiatric Hx 
Denied 

Printed by: 
Printed on: 

Psychiatrist 
8/13/2018 13 :00 PDT 
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MHMn Discharge Summary - Text 

Current Medications 
Zyprexa 10 mg PO OHS 
Celexa 40mg PO OHS 
Vistaril 100mg PO QPM 
Mometasone MDI 2 puffs PO BID 
Polycarbophil 1,250 mg PO BID 
PRNs: 
Tylenol 650mg PO Q6Hrs 
Vistarll 50mg PO OHS 
Levalbuterol MDI 2 puff PO O6Hrs 
Triamcinolone nasal spray 1 spray/ Each-nostril Dally 

Informed Consent 
Today 7/23/18 

Allergies 
lndomethacin 

AIMS 
7/6/18: Zero 

Vital signs 
BP108n2; HR 67; RR 18; Sp02 98 

EKG 
7/19/18: NSR; OTc 424ms 

laboratory test and diagnostics 
(7/24/18) 
CBC: WBC 5.2 /Hgb 13.6/Hct 41.5/Plt 190/ANC 1368 • (I.:) 
CMP:Na 144/K 4.2/Bun 8/ Creat 0.79 /Glu 91/ AST 21/ALT 28/ GFR 109 
TSH :2.92 
Chest X-ray (7n/18):L basilar atelectasis vs scarring; Lumbar Spine: DJD w/o Fx; Ribs: Noacute Fx; R wrist: No acute Fx; 
UOS: +Methadone 
No recent labs found In EHR and IP refused labs orderd for 7/23/18. 

Admitting Date : 7/20/2018 15:58 PDT 
Discharge Date : 8/1/2018 08:10 PDT 
Consult For MH Inpatient: MHCB 
Reason for MHCB Consult : Danger to self 

Psychiatry Treatment Course 

Psychiatrist- 8/1/2018 8:14 PDT 

Psychiatrist-8/1/2018 8:10 PDT 

Response to Treatment : Medication adjustment included redusction of his Zyprexa dose from 20mg to 10 mg a day to 
reduce sedation and initiation f Celexa which was progressively raised to a dose of 40mg daily to address his depressive 
Sxs. Vistaril PRN was used for sleep induction.No SIB or aggressive behavior was noted throughout his hospital stay. 
Team felt IP was ready for discharge on 8/1 /8 despite this Psychiatrist recommending additional observation and 
monitoring in view of his risk factors and the possibility of increased risk. of suicide after initiation of Antidepressants. 

Printed by: 
Printed on: 

Psychiatrist 
8/13/201813:00 PDT 
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MHMD Discharge Summary - Text 

Keyhea : No 

Mental ~tatus on Discharg_e : Calm and cooperative; Alert a~d}ree of PMR or a!gitation. Eye contact is fair and speech 
norma_l in rate ~nd volume, ~o TDs /EP~e~ are not~. M~ Is depressed". Affoct is mod congruent. Thought Process is 
goal directed without loosening of assocIatIons or flight of ideas. Thought Conten1t is free of AN hallucinations or 
delusi?"~- 1/P reports thoughts of cutting/hanging w/o intent in MHCB; Denies Hli'Plans; His insight and Judgment appear 
to be hm1ted. . 

/POC Template: Current IPOCs 
Goals(Activated): 
MH Depressed Mood IPOC(lnitlated) 07/23/2018 09:25 
Indicators & Orders 
Indicators 
PLO Depressed Mood - Done 
PLO Depressed Mood - 07/23/2018 10:29 -Activated 
PLO Depressed Mood - 07/30/2018 10:47 -Activated 
PLO IDTT - Done 
PLO IDTT - 07/23/201810:31 -Activated 
PLO IDTT - 07/30/201810:47 -Activated 
MH Master Treatment Plan - Done 
MH Master Treatment Plan - 07/23/201815:03-Activated 

MH Depressed Mood IPOC(lnitiated) 07/23/2018 09:24 
Outcomes & Interventions 
Outcomes(lnitiated): 
Component: Reduce depressed mood - rated as a 8 or below as measured by s1elf report by next IDTT interval(lnitiated) 
Status: Activated 
Detail: By Discharge 

Outcome Description Author 
07/23/2018 10:27 am Reduce depressed mood- rated as a 8 or below as meas,ured by self report by next IDTT interval 

Psychologist .Psychologist 
07/25/2018 10:14 am Reduce depressed mood - rated as a 8 or below as meas;ured by self report by next IDTT interval 

RN .Inpatient RN 

Component: Depressed mood will remain in remission for a period of three months(lnitiated) 
Status: Activated 
Detail: By Discharge 

Outcome Description Author 
07/23/2018 10:27 am Depressed mood will remain in remission for a period of three months 
Psychologist .Psychologist 
07/251201810:14 am Depressed mood will remain in remission for a period oflthree months 
.Inpatient RN 
07/30/2018 03: 15 am Depressed mood will remain in remission for a period of lthree months 

.Inpatient RN 

Ineffective Coping IPOC(lnitiated} 07/20/2018 20:03 
Ineffective Coping Plan of Care 

Printed by: 
Printed on: 

Psychiatrist 
8/13/20 I 8 13 :00 PDT 
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RN 
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MHMD Discharge Summary - Text 

Outcomes(! nitiated): 
Component: Verbalize Awareness of Own Coping Abilities/Strengths(lnitiated) 
Status: Activated . 
Detail: By Phase End 

Outcome Description Author 
07/21/2018 00:05 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/21/2018 10:30 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/21/201810:30 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/22/2018 00:50 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/23/2018 02:00 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/24/2018 04:01 pm Verbalize Awareness of Own Coping Abilities/Strengths 
07/25/2018 10:14 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/25/2018 03:07 pm Verbalize Awareness of Own Coping Abilities/Strengths 
07/26/2018 01 :25 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/26/201810:25 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/26/2018 06:01 pm Verbalize Awareness of Own Coping Abilities/Strengths 
07/27/2018 01:43 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/27/2018 11 :04 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/28/2018 00:53 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/28/201810:33 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/29/2018 00:38 am Verbalize Awareness of Own Coping Abilities/Strengths 
07/29/2018 01 :02 pm Verbalize Awareness of Own Coping Abilities/Strengths 
07/30/2018 03:15 am Verbalize Awareness of Own Coping Abilities/Strengths 

Component: Verbalize Feelings and Meet Psychological Needs(lnitiated) 
Status: Activated 
Detail: By Phase End 

Outcome Description Author 
07/21/2018 10:30 am Verbalize Feelings and Meet Psychological Needs 
07/21/2018 10:30 am Verbalize Feelings and Meet Psychological Needs 
07/22/2018 07:34 am Verbalize Feelings and Meet Psychological Needs 
07/24/2018 04:01 pm Verbalize Feelings and Meet Psychological Needs 
07/26/201810:25 am Verbalize Feelings and Meet Psychological Needs 
07/27/2018 11 :04 am Verbalize Feelings and Meet Psychological Needs 
07/28/201810:33 am Verbalize Feelings and Meet Psychological Needs 
07/29/2018 01 :02 pm Verbalize Feelings and Meet Psychological Needs 

Component: Assess Current Situation Accurately(lnitiated) 
Status: Activated 
Detail: By Phase End 

Outcome Description Author 

RN .Inpatient RN 
RN . Inpatient RN 

RN .Inpatient RN 
RN .Inpatient RN 
RN .Inpatient RN 
RN .Inpatient RN 
RN .Inpatient RN 

RN .Outpatient RN 

07/21/2018 00:05 am Assess Current Situation Accurately 
07/21/2018 10:30 am Assess Current Situation Accurately 
07/21/2018 10:31 am Assess Current Situation Accurately 
07/22/2018 00:50 am Assess Current Situation Accurately 
07/23/2018 02:00 am Assess Current Situation Accurately 
07/24/2018 04:01 pm Assess Current Situation Accurately 
07/26/2018 01 :25 am Assess Current Situation Accurately 
07/26/2018 10:26 am Assess Current Situation Accurately 
07/26/2018 06:01 pm Assess Current Situation Accurately 
07/27/2018 01 :43 am Assess Current Situation Accurately 
07/27/2018 11:04 am Assess Current Situation Accurately 

RN .Inpatient RN 
RN .Inpatient RN 
RN .Inpatient RN 

Printed by: 
Printed on: 

Psychiatrist 
8/13/2018 13:00 PDT 

RN .Inpatient RN 
RN .Inpatient RN 

. patient RN 
RN .Inpatient RN 

RN .Inpatient RN 
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MHMD Discharge Summary - Text 

07/28/2018 00:53 am Assess Current Situation Accurately 
07/28/2018 10:33 am Assess Current Situation Accurately 
07/29/2018 00:38 am Assess Current Situation Accurately 
07/29/2018 01 :03 pm Assess Current Situation Accurately 
07/30/2018 03:15 am Assess Current Situation Accurately 

Component: Use Effective Coping Strategies(lnitiated) 
Status: Activated 
Detail: By Phase End 

Outcome Description Author 
07/2112018 00:05 am Use Effective Coping Strategies 
07/21/2018 10:30 am Use Effective Coping Strategies 
07/21/2018 10:31 am Use Effective Coping Strategies 
07/22/2018 00:50 am Use Effective Coping Strategies 
07/23/2018 02:00 am Use Effective Coping Strategies 
07/24/2018 04:01 pm Use Effective Coping Strategies 
07/2512018 10:14 am Use Effective Coping Strategies 
07/25/2018 03:07 pm Use Effective Coping Strategies 
07/26/2018 01 :25 am Use Effective Coping Strategies 
07/26/201810:26 am Use Effective Coping Strategies 
07/27/2018 01 :43 am Use Effective Coping Strategies 
07/27/2018 11 :04 am Use Effective Coping Strategies 
07/28/2018 00:53 am Use Effective Coping Strategies 
07/28/201810:34 am Use Effective Coping Strategies 
07/29/2018 00:38 am Use Effective Coping Strategies 
07/29/2018 01 :03 pm Use Effective Coping Strategies 
07/30/2018 03:15 am Use Effective Coping Strategies 

Interventions( Initiated): 
Component: Identify Individual Stressors(lnitiated) 
Status: Activated 
Detail: By Phase End 

Outcome Description Author 

RN .Inpatient RN 
npatlent RN 
patient RN 

: Iii: • I atient RN 
RN .Inpatient RN 

07/21/2018 00:05 am Identify Individual Stressors 
07/21/2018 10:30 am Identify Individual Stressors 
07/21/2018 10:31 am Identify Individual Stressors 
07/22/2018 00:50 am Identify Individual Stressors 
07/23/2018 02:00 am Identify Individual Stressors 
07/24/2018 04:01 pm Identify Individual Stressors 
07/25/201810:14 am Identify Individual Stressors 
07/25/2018 03:07 pm Identify Individual Stressors 
07/26/2018 01:25 am Identify Individual Stressors 
07/26/201810:26 am Identify Individual Stressors 
07/26/2018 06:01 pm Identify Individual Stressors 
07/27/2018 01:43 am Identify Individual Stressors 
07/27/2018 11:04 am Identify Individual Stressors 
07/28/2018 00:53 am Identify Individual Stressors 
07/28/2018 10:34 am Identify Individual Stressors 
07/29/2018 00:38 am Identify Individual Stressors 
07/29/2018 01 :03 pm Identify Individual Stressors 
07/30/2018 03:15 am Identify Individual Stressors RN .Inpatient RN 

Component: Encourage Verbalization of Fears, Anxieties, and Feelings(lnitiated) 

Printed by: 
Printed on: 

Psychiatrist 
8/13/2018 13 :00 PDT 
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MHMD Discharge Summary - Text 

Status: Activated 
Detail: By Phase End 

Outcome Description Author 
07/21/2018 00:05 am Encourage Verbalization of Fears, Anxieties, and Feelings 
07/21/2018 10:30 am Encourage Verbalization of Fears, Anxieties, and Feelings 
07/21/2018 10:31 am Encourage Verbalization of Fears, Anxieties, and Feelings 
07/22/2018 00:50 am Encourage Verbalization of Fears, Anxieties, and Feelings 

07/23/2018 02:00 am Encourage Verbalization of Fears, Anxieties, and Feelings 

07/2412018 04:01 pm Encourage Verbalization of Fears, Anxieties, and Feelings 
07/2512018 10:14 am Encourage Verbalization of Fears, Anxieties, and Feelings 
07/2512018 03:07 pm Encourage Verbalization of Fears, Anxieties, and Feelings 
07/26/2018 01:25 am Encourage Verbalization of Fears, Anxieties, and Feelings 

07/26/2018 10:26 am Encourage Verbalization of Fears, Anxieties, and Feelings 
07/26/2018 06:01 pm Encourage Verbalization of Fears, Anxieties, and Feelings 
07/27/2018 01 :43 am Encourage Verbalization of Fears, Anxieties, and Feelings 
07/27/2018 11 :04 am Encourage Verbalization of Fears, Anxieties, and Feelings 
07/28/2018 00:53 am Encourage Verbalization of Fears, Anxieties, and Feelings 

07128/201810:34 am Encourage Verbalization of Fears, Anxieties, and Feelings 
07/29/2018 00:38 am Encourage Verbalization of Fears, Anxieties, and Feelings 
07/2912018 01:03 pm Encourage Verbalization of Fears, Anxieties, and Feelings 
07/30/2018 03:15 am Encourage Verbalization of Fears, Anxieties, and Feelings 

Component: Provide for Gradual Implementation of Lifestyle Changes(lnitiated) 
Status: Activated 
Detail: By Phase End 

Outcome Description Author 
07/21/2018 00:05 am Provide for Gradual Implementation of Lifestyle Changes 
07/21/2018 10:30 am Provide for Gradual Implementation of Lifestyle Changes 
07/21/2018 10:31 am Provide for Gradual Implementation of Lifestyle Changes 
07/22/2018 00:50 am Provide for Gradual Implementation of Lifestyle Changes 
07/23/2018 02:00 am Provide for Gradual Implementation of Lifestyle Changes 
07/24/2018 04:01 pm Provide for Gradual Implementation of Lifestyle Changes 
07/26/2018 01 :25 am Provide for Gradual Implementation of Lifestyle Changes 
07/26/2018 10:26 am Provide for Gradual Implementation of Lifestyle Changes 
07/27/2018 01:43 am Provide for Gradual Implementation of Lifestyle Changes 
07/27/2018 11:04 am Provide for Gradual Implementation of Lifestyle Changes 
07/28/2018 00:53 am Provide for Gradual Implementation of Lifestyle Changes 
07/28/2018 10:34 am Provide for Gradual Implementation of Lifestyle Changes 
07/29/2018 00:38 am Provide for Gradual Implementation of Lifestyle Changes 
07/29/2018 01:03 pm Provide for Gradual Implementation of Lifestyle Changes 
07/30l2018 03:15 am Provide for Gradual Implementation of Lifestyle Changes 
Orders 

Printed by: 
Printed on: 
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Problems<Active) 
Allergic rhinitis (SNOMED CT 
:102311013) 

Asthma (SNOMED CT 
:2475605013 ) 

Chronic back pain (SNOMED 
CT 
:216213018) 

Skin lesion (SNOMEO CT 
:157896011 ) 

Diagnoses(Active) 
Major depressivedisorder, 
Recurrent episode, With 
psychotic features 

Psychosis 

Name of Problem: Allergic rhinitis ; Recorder: -
P&S; Confirmation: Confirmed ; Classification: Medical ; 
Code: 102311013; Contributor System: PowerChart ; Last 
Updated: 6113/201810:21 PDT ; Life Cycle Date: 6/1312018 ; 
life Cycle Status: Active ; Responsible Provider: -

- P&S; Vocabulary: SNOMED CT 

Name of Problem: Asthma ; Recorder: P&S; 
Confirmation: Confirmed ; Classification: Medical ; Code: 
24 75605013 ; Contributor System: PowerChart ; Last Updated: 
6/13/2018 10:21 PDT ; Life Cycle Date: 6113/2018; Life Cycle 
Status: Active ; Responsible Provider: P&S; 
Vocabulary: SNOMED CT 

Name of Problem: Chronic back pain ; Recorder: -
- P&S; Confirmation: Confirmed ; Classification:Tledical ; 
Code: 216213018 ; Contributor System: PowerChart : Last 
Updated: 6/13/2018 10:21 PDT ; Life Cycle Date: 6/13/2018; 
life Cycle Status: Active ; Responsible Provider: -
- P&S; Vocabulary: SNOMED CT 

Name of Problem: Skin lesion ; Recorder: 
P&S; Confirmation: Confirmed ; Classification: Medical ; 
Code: 157896011 ; Contributor System: PowerChart ; Last 
Updated: 11n1201112:05 PST; Lite Cycle Date: 11n 12011 ; 
Life Cycle Status: Active ; Responsible Provider: -

- P&S; Vocabulary: SNOMED CT 
; Comments: 

11fl/201712:05- P&S 
Pathology report scar with areas of enlarged nuclei. Second 
opinion pending for the mid abdomen skin excisional biopsy. 
For the left temporal biopsy pathology reported hyperpigmented 
lesion and again second opinion pending 

Date: 7/23/2018 ; Diagnosis Type: Working; Confirmation: 
Provisional ; Clinical Dx: Major depressivedisorder, Recurrent 
episode, With psychotic features ; Classification: Medical ; 
Clinical Service: Non-Specified ; Code: ICD-10-CM ; 
Probability: O ; Ranking: Primary ; Diagnosis Code: F33.3 

Date: 7/24/2018; Diagnosis Type: Discharge; Confirmation: 
Confirmed ; Clinical Dx: Psychosis ; Classification: Medical ; 
Cl/nical Service: Non-Specified ; Code: ICD-10-CM ; 
Probability: 0 ; Diagnosis Code: F29 

Printed by: 
Printed on: 

Psychiatrist 
8/13/2018 13:00 PDT 
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MHMD Discharge Summary - Text 

Unspecified anxiety disorder 

Medication List 

Date: 7/20/2018 ; Diagnosis Type: Working . Con.irm ,.- . 
Possi~le ; (!finical Ox: Unspecified anxiety di;order . a ,on. 
~lassi~catJon: Mental Health.;. Clinical Service: No~-Specified 
, ~ode. ICD-10-CM ; Probability: 0 ; Ranking: Tertiary; 
Diagnosis Code: F41.9 

Normal Order 
+triamcinolone 55 mcg 
Spray-Nasal 16.9 ml (120 
Sprays) 

(As Of: 8/1/201811:22:43 PDT) 

: +triamcinolone 55 mcg Spray-Nasal 16.9 ml (120 Sprays); 
Status: Ordered ; Ordered As Mnemonic: Nasacort AO 55 
mcg/inh nasal spray; Simple Display Line: 55 mcg, 1 spray, 
Each-nostril, Daily, PRN: allergic rhinitis ; Ordering Provider: 

111111111111 P&S; Catalog Code: triamcinolone nasal ; Order 
~ /20/201816:04:01 : Comment: Request Refills. 
ONE-FOR-ONE EXCHANGE 

+ polycarbophil 625 mg Tab NP : + polycarbophil 625 mg Tab NP ; Status: Ordered ; Ordered 
As Mnemonic: Fiber Lax ; Simple Display Line: 1,250 mg, 
,Oral, BIDAM+BEO, PRN: constipation ; Ordering Provider: -
-P&S; Catalog Code: polycarbophil ; Order DVTm: 
~018 16:04:45 ; Comment: Take 2 tablets (total dose 
=1,250mg) by mouth twice a day with lots of water "Request 

+1-0LANZapine 10 mg Tab 

+mometasone 100 mcg/inh 
Aerosol 120 puffs 

+levalbuterol 45 mcg/puff 
Aerosol 15 gm 

Refill" dispense qty 30 

: +1-OLANZapine 10 mg Tab; Status: Ordered: Ordered As 
Mnemonic: ZyPREXA ; Simple Display Line~ 
Once a day at bedtime; Ordering Provider: --' 
Psychiatrist; Catalog Code: OLANZapine ; Order DVTm: 
7/25/2018 12:07:34: Comment: Heat Risk Medication 

: +mometasone 100 mcgl inh Aerosol 120 puffs ; Status: 
Ordered; Ordered As Mnemonic: ASMANEX HFA 100 MCG 
INHALER ; Simple IJjJIJ!,.B,l..!dEe: 200 mcg, Oral, BIDAM+PM ; 
Ordering Provider: --P&S; Catalog Code: 
mometasone ; OrderDVTm: 7/20/2018 16:05:37; Comment: 
Inhale 2 puffs by mouth twice a day 1 for 1 exchange Request 
Refill Dispense# 13 gm •••one for One Exchange rinse mouth 
after use do not swallow 

: +levalbuterol 45 mcg/puff Aerosol 15 gm ; Status: Ordered : 
Ordered As Mnemonic: XOPENEX HFA 45 MCG INHALER ; 
Simple Display Line: 90 me-Oral, QIO, PRN: shortness ~f 
breath ; Ordering Provider: P&S; Catalog Code. 
levalbuterol ; Order DI/Tm: 71 16:07:05 ; Comment: 
request refills 

Printed by: 
Printed on: 

- Psychiatrist 
~DT 
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(Continued) 



Case 2:90-cv-00520-KJM-DB   Document 5988-4   Filed 10/31/18   Page 16 of 38

MHMD Discharge Summary - Text 

+1-hydrOXYzine pamoate 50 
mg Cap 

+-1-hydrOXYzine pamoate 50 
mg Cap 

+t-citalopram 40 mg, Tab 

Discharge Plan 
Discharge Plan : Assessment 

: +1-hydrOXYzine pamoate 50 mg Cap; Status: Canceled· 
Ordered As Mnemonic: .Vistaril : S[mple Display Line: 100 mg, 
Oral , Once~a da at bedtime, PRN: insomnia ; Ordering 
Provider: Psychiatrist; Catalog Code: 
hydrOXYzine ; OrderO m: 7131/2018 06:50:13 

: +1-hydrOXYzine pamoate 50 mg Cap ; Status: Ordered ; 
Ordered As Mnemonic: Vistaril ; Simple Display__ line: 100 mg, 
Oral, qPM, PRN: insomnia ; Ordering Provider: -
Psychiatrist; Catalog Code: hydrOXYzine: OrderDVTm: 
7/3112018 11 :45:40 

: +1-citalopram 40 mg Tab; Status: Ordered ; Ordered As 
Mnemonic: CeleXA ; Simple Display line: 40 mg, Oral, gPM ; 
Ordering Provider: ---Psychiatrist; Catalog Code: 
cltalopram : Order ~1812:.22:33 

• year old ma~ed _ male serv~ng Life wl!h Parole admitted to COR-MHCB on 7/20118 for OTS. 
Ox: MOD, RS with PF; ASPD; Asthma: Chrome back pain 

Plan: 
1. As per team IP will be discharged back to his yard. This psych1atrist recommended additional observation in view of his 
Hx, long sentence, residual depressive Sxs and the recent initiation of AD medication however this was felt to be· 
unnecessary by the other team members. Will be followed daily for 5 days subsequently will need to be followed weekly 
initially to monitor rlsk of self harm. 

2. Medication management: Col)tinue Celexa 40mg daily for depressiom and anxiety. continue 
Zyprexa for AH and Vistraril PRN for insomnia. Adjust medications as indicated. 
3.Non-pharmacological interventions as per MHPC. 

Education 
1. 1/P was educated regarding the risks and benefits of his current medications, the need to comply and the possible 
outcomes of failing to comply with his treatment.SES of Celexa,Vistaril and Zyprexa were reviewed including risk of 
arrhythmia, TDs, NMS and metabolic syndrome. 
2. IP is aware of the need to notify staff should his Sxs worsen, if he experiences S/H intent or if side effects to his 
medications occur. 

Printed by: 
Printed on; 

Psychiatrist 
8/13/2018 13:00 PDT 

- Psychiatrist· 8/1/2018 8:14 PDT 
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mrr Progress Note 

Inmate's Program and Level of care 
MHCB, CCCMS 

New Issues/Complaints 
Presenting Problem MH 

08/01/2018: Met with patient for IOTT. Introduced myselr as covering for his 
primary PC. Informed patient that after reviewing his chart notes, emailing yard PC 
and speaking today with primary PC, there cfoes not appear to be a reason to 
continue to keep him after 1 days. Asked patient how he has been able to function 
on the yard for 611 days and this is the first time he has been to crisis? Patient 
stat-ed he had a TV and his yard PC said he would help him. Patient state he did 
~tter at DSH. Told patlent that if things just don't get better, his yard PC can send 
him to the hospital as well or he could come back to crisis. CCl told patient his case 
hasn't been heard yet, has a chance to explain his side of the situation. Patient 
continued to express that he doesn't have any hope, if he paroles can't get a job 
that will support him, will be too old and he is not a US citizen. 

Cun-ent Status of IHness 
unchanged 

eonateral 
psychiatrist=explained the medication may take. ccl=RVR hasn't been heard. 

Mental Status 
No results documented 

Mental Health Assessments 
long hair, minimal eye contact, Ox3, cooperative, safety smock 

Estimated Length of Stay 
12 days 

Assessment/ progress Towards Discharge 
Major depressivedisorder, Recurrent episode, With psychotic features 
Psychosis 
Unspecified anxiety disorder 

Plan/Disposition 
DC to L TRH CCCMS, take medication as prescribed to decrease psychosis 

Printed by: Psychiatrist 
Printed on: 8/13/2018 13:08 PDT 

Problem list/Past Medical History 
Ongojng 

Allergic rhinitis 
Asthma 
Chronic back pain 
Skin lesion 

Historical 
No qualifying data 

IPOCGoals 
Current JPOCs 
Goa ls(Activatec:t }: 
Depressed Mood IPOC(lnitiated) 
07/23/2018 09:25 
Indicators & Orders 

Depressed Mood IPOC(Initiated) 
07/23/2018 09:24 
Outcomes & Interventions 
Outcomes(Initiated): 
Reduce depressed mood - rated as a 8 

or below as measured by self report by 
next IOTT interval(Initiated) 

X9 - Severe-Extreme-07/23/201810:27 
am 
0 3 - Mild-07/25/2018 10:H am 
Depressed mood will remain in remission 

for a period of three months(Initiated) 
XProgressing, continue-07/23/2018 

10:27 am 
OGoal met-07/25/2018 10:14 am 
OGoal met-07/30/2018 03:15 am 

Coping lPOC(lnitiated) 07/20/2018 20:03 
Ineffective Coping Plan of Care 
Outcomes(Initiated): 
Verbalize Awareness of own Coping 

Abilities/Strengths(lnitiated) 
OMet-07/21/2018 00:05 am 
XProgressing-07/21/2018 10:30 am 
XNot met-07/21/2018 10:30 am 
OMet-07/22/2018 00:50 am 
OMet-07/23/2018 02:00 am 
XProgressing-07/24/2018 04:01 pm 
OMet-07/25/2018 10:14 am 
OMet-07/25/2018 03:07 pm 
OMet-07/26/2018 01:25 am 
XProgresslng-07/26/2018 10:25 am 
OMet-07/26/2018 06:01 pm 
OMet-07/27/2018 01:43 am 
XProgressing-07/27/2018 11:04 am 
OMet-07/28/2018 00:53 am 
XProgresslng-07/28/2018 10:33 am 
OMet-07/29/2018 00:38 am 
OMet-07/29/2018 01:02 pm 
OMet-o?/30/2018 03: 15 am 
OMet-07/31/2018 04:29 am 
OMet-07/31/20 18 07:12 am 

Page 1 of 3 
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. 
,IDTT Progress Note 

Printed by: Psychiatrist 
Printed on: 8/13/201613:08 PDT 

OMet-08/0l/2018 02:35 am 
OMet•0B/01/2018 02:35 am 
Verbalize Feelings and Meet 

Psychological Needs(Initlated) 
OUse of resources-07/21/2018 10:30 

am 
OUse of resources-07/21/201810:30 

am 
OExpresslon of feelings-07/22/2018 

07:34 am 
ouse of resources-07/24/2018 04:01 

pm 
OUse of resources-07/26/2018 10:25 

am 
OUse of resources-07/27/2018 11:04 

am 
OUse of resources-07/28/2018 10:33 

am 
OExpresslon of feellngs-07/ 29/2018 

01:02 pm 
XExpressiOi1 of feelings, Options 

identified, Use of resources-08/01/2018 
06:12 am 

Assess Current Situation Acrurately 
{Initiated) 

OMet-07/21/2018 00:05 am 
XProgressing-07/21/2018 10:30 am 
)(Not met-07/21/2018 10:31 am 
OMet-07/22/2018 00:50 am 
OMet-07/23/2018 02:00 am 
XProgresslng-07/24/2018 04:01 pm 
OMet-07/26/2018 01:25 am 
XProgresslng-07/26/2018 10:26 am 
OMet-07/26/2018 06:01 pm 
OMet-07/27/2018 01:43 am 
XProgressing-07/27/201811:04 am 
OMet-07/28/2018 00:53 am 
XProgressing-07/28/2018 10:33 am 
OMet-07/29/2018 00:38 am 
OMet-07/29/2018 01:03 pm 
OMet-07/30/2018 03:15 am 
OMet-07/31/2018 04:29 am 
OMet-07/31/2018 02:57 pm 
OMet-08/01/2018 02:35 am 
OMet-08/01/2018 02:35 am 
OMet-08/01/2018 06:12 am 
Use Effective Coping Strategies 

(Initiated) 
OMet-07/21/2018 00:05 am 
XProgressing-07/21/2018 10:30 am 
XNot met-07/21/2018 10:31 am 
OMet-07/22/2018 00:50 am 
OMet-07/23/2018 02:00 am 
XProgressing-07/24/2018 04:01 pm 
OMet-07/25/2018 10:14 am 
OMet-07/25/2018 03:07 pm 
OMet-07/26/2018 01:25 am 
OMet-07/26/2018 10:26 am 
OMet-07/27/2018 01:43 am 

Page 2 of 3 
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. 
JDTT Progress Note 

Signature Une 
Electronically Signed on 08/01/2018 12:24 PM PDT 

--Post-Doc Intern, Post-Doc I 

Printed by: 111111111111111 Psychiatrist 
Printed on:~DT 

XProgresslng-07/27/2018 11:04 am 
OMet-07/28/2018 00:53 am 
XProgressing-07/28/2018 10:34 am 
OMet-07/29/2018 00:38 am 
OMet-07/29/2018 01:03 pm 
OMet-07/30/2018 03:15 am 
OMet-07/31/2018 04:30 am 
OMet-07/31/2018 04:50 pm 
OMet-08/01/2018 02:35 am 
OMet-08/01/2018 02:35 am 
OMet-08/01/2018 06:12 am 

Scales and Ass::r,ents 
Interprm;ations Cfor rressmeots 
without lotemretations. please 
manually enter one here) 
No results documented 

Endorsed Suldde Documentation 
No result documented 

Page 3 of 3 
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MH Master Treatment Plan -Text 

Transfer/Discharge to:: CCCMS 
MHLowerRationale : Patient is assign to CCCMS 
IP is_ being retained in the MHCB aUhis time. He will have daily PC contact, medication monitoring by MHMD. He 
continues to report poor sleep, dperession, CAH1 and passive SI. 

Collateral Information 
- Post-Doc Intern - 8/1/2018 10:53 PDT 

Input from other CDCR disciplines : cc1 =patient stated his RVR hasn't been heard and has a chance to tell his story 

EOP Functional Evaluation 
- Post-Doc Intern - 8/1/2018 10:53 POT 

FE ability to understand instructions Fe ability to understand instroctions : same 
NIA - CCCMS LOC 

FE ability to respond to coworkers : same 
N/A 

FE ability to be around objects : same 
NIA 

FE ability to respond to work situations : same 
N/A 

FE ability to work In hot weather: same 
NIA 

FE ability to work in large groups : same 
NIA 

FE ability to deal with changes : same 
NIA 

Fl= any other MH limitations : same 
NIA 

FE activities/tasks the IP can still do : same 
NIA 

Clinical Summary & Case Formulation 
--Post-Doc Intern - 8/1/201810:53 PDT 

Clinical Summary : 8/1/2018: Patient stated he Is feeling the same, has lost all hope. Has good repore with yard PC, said 
he would help him. Patient said was hoping to be sent to hospital. Informed patient is ws on the yard for 611 days. couldn't 
say how he managed. 

7123/18: Patient is a • year old-male who is service Life with Parole, 51 years, for kidnap with intent to 
commit rape, assault with a deadly weapon, kidnap victim under 14 years, kidnap, ransom, extortion/667, oral copulation 
with force, rape with force/violence/fear of bodiy injury. IP has a history of multiple MHCB admissions last one was 1rom 
7/5/18 to 7113/18 at Cor MHCB. He was at DMH Vacaville between 2000 to 2001, "they said because I wanted to committ 
suicide." 

IP admitted to the MHCB on 7/20/18 due to reporting SI with plan to cut himself, thus requiring 24 hour nursing 
supervision, He continues to report passive SI, secondary to CAH, "blurry voices telling me 'kill yourself, just die,"' poor 

Printed by: 
Printed on: 

Psychiatrist 
8/13/2018 13:12 PDT 
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MH Master Treatment Plan -Text 

sleep, depression, and chronic pain. This is his second MHCB referral in the last: month, for similarly reported sxs, after 
receiving an 115 on 7/4/2018 for battery on a peace officer. The treatment team has elected not to refer to DSH at this 
time as his sxs and concerns can be addressed with clinical contact at the current LOC, and with medication 
adjustments/monitoring. 
The 1/P is alert and oriented X3, looks stated age and appears disheveled with lo1ng and unkempt hair. He is drowsy but 
appears well hydrated/nourished. Speech is slow and mood is "depressed." Affa.ct is blunted and dysphoric. Thought 
Process is goal directed without loosening of associations or flight of ideas. Thought Content is free of AHNH or 
delusions. 1/P denies suicidal or homicidal ideation/intent or plans while in MHCB. His insight and Judgment appear to be 
limited. 

Predisposing Factors : same 
H/o de~iilisive e isodes preceding incarceration. H/o moving to US and living hlere without the benefit of re~ 
is from and it's unclear how long he was there, but it's often thought of as a hardship being from-­
even for ose wtt resources, given the chronjcity and severeity as well as recency of strife in this country·. For example, 
if a person sees a famlly member's body laying in the street, one dares not investigate it for fear of being seen expressing 
sympathy or concern and ending up like that themself. 

MH Perpetuating Factors : same 
The inmate-patient has a long sentence and his h/o relatively notorious crimes may lead to conflict with other inmates. He 
has been trying to cope with physical pain and asthma. 

Precipitating Factors : same 
He received a RVR for battery on a peace officer. Before that, he had been doinu relatively well and had been excluded 
from MHSDS. Now, he feels quite depressed and this morning, endorsed SI with intent to cut At this interview, he says 
he now feels hope. He was very Interested in getting a·referral to DSH. 

Maintaining Factors : same 
Denies family h/o psychiatric disorder. Says he feels hopeful during today's interview, after expressing SI with plan to cut 
and intent earlier this morning. 

MH Case Formulation : no new information 
In childhood and adolescence, inmate-patien ad to deal with life in a chaotic country and then he came to 
this country, ~able to get help w, pro ems because he was not a resident (ORIGINS). As a result, 
inmate-patien ay have learned the schemas "I'm inadequate, a loi~er", and "Others are critical, attacking, 
and unsuppo I me , 1 s not clear because he was unable or unwilling to finish this part of the interview 
(MECHANISMS). These schemas may have been activated recently by a negative interaction with an to • II :. ... • ~• .._ • 

search his cell, leading to charges of battery on an inmate (PRECIPITANT). As ct result, inmate-patien ay 
have begun having many automatic thoughts (MECHANISMS), including, "I can't handle this place", a 
experienced anxiety and depression (SYMPTOMS, PROBLEMS), which he may have coped-· · g 

• r:: • • y ~ 

(MECHANISM) others (PROBLEMS). The avoidance, if any, may have caused inmate-patien o miss some 
deadlines (PROBLEM), which may have resulted in criticism from inmates and staff (PROBL an may ave led to 
increased sadness, feelings of worthlessnes-f-riticism and self-blame, low ,~nergy, and/or loss of interest in others 
(SYMPTOMS, PROBLEMS). lnmate-patien low energy and hopelessness, if any, (PROBLEM) may cause 
him to stop his regular program of exercise, w 1c may exacerbated certain medical conditions (PROBLEM). 

Goel Setting with Patient 
Contributed to goals and plan : Yes 
Awa,e of plan content: Yes 
Present at team meeting : Yes 
Refused t~ participate : No 
Unable to participate : No 

Printed by: 
Printed on: 

Psychiatrist 
8/13/2018 13:12 PDT 

--• Post-Doc Intern• 8/1/2018 10:53 PDT 
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r 
MH Master Treatment Plan _ Text 

!~moth8
~
1
'8-fJBng tien_rs comments : •1 tried for 2 years, just couldn't keep things up • 

coming my way" · 

IPOC Indicator MH MTP 
MH Master Treatment Plan : Done 

Printed by: 
Printed on: 

Psychiatrist 
8/13/2018 13:12 PDT 

-• Post-Doc Intern - 811/2018 10:53 PDT 

-• Post-Doc Intern- 8/1/2018 10:53 PDT 
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Suicide Risk and Self-Hann Eval -Text 

' 
Suicide Risk and Self-Harm Evaluation Entered On: 81112018 12:43 PDT 

Performed On: 8/11201812:25 PDT byllll- Post-Doc Intern 

Reason for Assessment 
Reason for AssessmBnt:: Patient is being discharged 

Sources of infonnation: 1/P Interview, UHR, Other: interview & chart review 

C-SSRS Suicidal Ideation 
--Post-Doc Intern - 8/112018 12:25 PDT 

1a. Have Y~ wished rou m1re dead or wished you could go to sleep and not wake up in the past month? (ref): Yes 
If yes, _describe:: "Right now ... I am in that cell and everything is just gloomy in there and on top of that I got this news ... I 
am try1hng to understnad ... no yard, I am not able to go anywhere, they would not let me get my showers, bcut me iof my 
pain medications, I am 
CSSRS Wish to be Dead 2 : No 
2a. Have you actually had any thoughts of killing yourself in the past month? (ref): Yes 
If yes, describe: : same 
"Right now, over and over, I think so", has been having thoughts to cut and hanging, does not want to hang self, "the way 
the situation looks, it's the only way I can put myself to rest. .. it's so cold in the cell that I cannot sleep" 
CSSRS NonSpecilic Active Suicide Thought 2: Yes 
CSSRS Non Specific Suicide Thought Cmnt 2 : cut wrist, OD 
38. Have you been thinking about how you might do this in the last month? (ref) : Yes 
CSSRS Suicidal Ideation w- Method Cmnt: same, no plans, just feelings 
•A little bit, I guess, I don;t really think about it, it just hits me with it like a big pictures, it just slams in to my head, into my 
thinking I guess". 
CSSRS Suicide Idea w- Method No Intent 2 : Yes 
CSSRS Suicidsl Ideation w- Method Cmnt 2 : pills, cutting 
4a. Have you had these thoughts and had some intention of acting on them in the past month? (ref): Yes 
/lyes, describe:: 8/112018, didn't express a plan 
"All I can think about is finding a razor and cutting nmyself and laying down and pass away" 
CSSRS Active Suicide Idea Intent no Plan 2: Yes 
CSSRS Suicidal Ideation w- Intent Comment 2: pills, cutting 
Sa. Have you started to work out or worked out the details of how to kill yourself in the past month? Do you intend to carry 
out this plan? (ref}: Yes 
II yes, describe: : same 
Yeah kinda of a little bit, when I go to the showers they give me a rozor, I have thought about breaking it open and pulling 
the razor out (yawns) I am so tired I want to go to sleep and not think of anything right now" 
CSSRS Suicidal Ideation Intent w-Plan 2 : Yes 
CSSRS Suicide Idea Intent w- Plan Cmnt 2 : collected pills 
SRASHE Calculation : 13 

Mims,-Doc Intern - 8/1/2018 12:25 PDT 
C-SSRS Intensity of Ideation 
Intensity of Most Severe Lifetime Ideation : 3 
Description of Most Severe Lifetime Ideation : cutting wrist 2013 
Intensity of Most Severe Recent Ideation : 1 
Description of Most Severe Recent Ideation : just thoughts, maybe a razor 
How many times have you had these tholJ{Jhts? : Les~ ti,an one week 

Printed by: 
Printed on: 

--Psychiatrist 
8/ 13/2018 12:55 PDT 

' ·~ . .. 
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Suicide Risk and Self-Hann Eval -Text 

When YOU have the_ thoughts hew long do they last? : Fleeting, few seconds or minutes 
;_!SRS Co~tro/lability of Suicidal. Thoughts : Can control thoughts with some difficulty 
tho ~re ~mgs, 8~~one <>; ~nythmg (e.g., family, religion, pain of death) that stopped you from wanting to die or acting on 

ug ts o committmg_suick/8?: Uncertain that deterrents stopped you 
What sort of rea5D?s d~d you have for thinking about wanting to die or killing yourself? Was it to end the pain or stop the 
way you were fee/mg (mother words you couldn't : Does not apply 

C-SSRS Intensity of Ideation Score 
CSSRS Intensity of Ideation Total Score : 7 

C-SSRS Suicidal Behavior 
Ta. Actual Attempt in past 3 months (ref) : No 
CSSRS Actual Suicide Attempt 2 : Yes 
Lifetime Total Number of Attempts: 4 

- Post-Doc lntem-8/1/201812:25 PDT 

- Post-Doc Intern - 8/1/2018 12:25 PDT 

CSSRS Actu_al Suicide Att_empt Comment 2: pills, cutting 
2a. Has subJect engaged m Self-hann without intent in past 3 months? : No 
CSSRS Engaged Non Suicidal Injury 2: No 
3a. Has there been a time when you statted to do something to end your life but somtJOne or something stopped you 
before you actually did anything in the past 3 months? (ref) : No • 
CSSRS Interrupted Suicide Attempts 2: No 
4a. Has there been a time when you started to do something to try and end your life but you stopped yourself before you 
actually did anything in the past 3 months? (ref) : No 
CSSRS Abetted Self Inter Attempts 2: No 
58. Have you taken any steps towards makings suicide attempt or preparing to kill yourself in the last 3 months(such as 
collecting pills, getting a gun, {Jiving valuables away or writing a suicide note)? (ref) : No 
CSSRS Prepatory Acts or Bellavtor 2: Yes 
Lifetime Total of Pmparato,y Acts : 2 
CSSRS Prep Acts, Behavior Cominent 2: pills 

Lethality and Medical Damage 
Actual Lethality, Most Recent Attempt Date : 2013, took pills, OD 
Actual Lethality, Most Recent Attempt : Minor injury 
Preparation for most recent attempt : Some preparation 
Actual Lethality, Most Lethal Attempt Date : 2013, took pills 
Actual Lethality, Most Lethal Attempt: Minor injury 
Preparation for most lethal attempt : Some preparation 
Actual Lethality, Initial 1st Attempt Date : 2000, cut wrist 
Actual Lethality, Initial 1st Attempt : No apparent injury 
Preparation for 1st attempt: Some preparation 

- Post-Doc Intern - 8/1/2018 12:25 POT 

111111- Post-Doc Intern - 8/1/201812:25 PDT 
Suicide and Self-Harm Summary 
Suicide and Self-Harm History : Yes 
Suicide and Self-Harm History Narrative : no new information . 
7121/18: Patient is a• year old-male who is service Life with Parole, 51 years, for kidnap with intent to 
commit rape, assault with a deadly weapon, kidnap victim under 14 years, kidnap, ransom, extortion/667, oral copulation 
with force, rape with force/violence/fear of bodiy injury. IP has a history of multiple MHCB admissions last one was from 
7/5/18 to 7/13118 at Cor MHCB. He was at DMH Vacaville between 2000 to 2001, "they said because I wanted to commin 
suicide". Patient was sent to MHCB due to suicidal ideations with a plan to cut himself. Custody informed him that he may 
be receiving more time on his sentence which caused him to become suicidal. This was due to an incident where he got 
into an incident with Custody staff. He is also having difficult with sleep. Today patient stated using a scale from 1 to 
10(worst) he is at a "10" for suicidal ideations with a plan to cut himself or hang himself, anything that will kill me"; a "0" for 
homicidal ideations; an "8" for auditory hallucinations telling me to kil myself; he also reports physical pain on his back, 

Printed by: 
Printed on: 

Psychiatrist 
8/13/2018 12:5S PDT 

Page 2 of S 
( Continued) 
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s'uicide Risk and Self-Harm Eval -Text 

chest, arm, jaw, back of his nect, main ones are my ribs and my back". 
+++++++++++++++++++++++++++++++++++++++++++++++++++++++ 
Below is Historical Information on Patient: 

Admits h/o SA/SIB as follows: "At least twice, could have been three. First time was in prison, by cutting wrist, c. 2000, in 
context of "when I finally lost it and decided to do it, I was informed that I would bo transferred from where my family could 
see me often to a place where they would probably never see me again ... HOSP .... I was only an hour away from home ... it 
created such a shock in me I bid them farewell... couldn't handle being away from my family ... ended up slash my risk .. . 
they found me on the yard passed out and sent me to DSH ... can you send me baick over there because I am feeling 
awful. .. I would really appreciate it and I would work on ... they sent me for three months and I ended up making a big 
mistake of telling them to let me go after two months" Last SA: "I can't pinpoint the date but I took a lot of I think ibuprofen, 
bunch of other mads I found" in the context of "I don't remember" and resulted in "I don't know" and ended up being placed 
in EOP after this. had asked other inmates for unwanted meds. Is not sure how anyone found out, woke up in cell after 
long time feeling sick, throwing up, diarrhea, "you name it, muscle cramps, all that .. I don't remember what happened after 
that... the closest I ever came ... worst than clashing my wrist ... don't know what happened before that... couJd hav been the 
weight of my sentence ... if I remember right, that is what led to my decision". Thein suddenly recalls fighting his case in the 
federal courts at the time and all was looking well and he had hope but then the DA started lying and he could not prove 
otherwise in court, "the procedure was too much for me• and then he started losin1g the case in the context of the serious 
allegations, "something snapped in me ... this world is so unfair that the lies are going to outweigh the truth and I am going 
to spend the rest of my life in prison". 

.::., •irinA Historv Gri1 

Suicide Attempt 
#1 

Suicide AUempt 111/2000 PST 
Date: 
Intent to Die : Yes 
Suicide Method: Cut wrist 
Lethal Method?: Yes - if the inmate 

had not been 
discovered he/she 
would have died 

Medical Severity 2- Minor, 
11-4): superficiel 
Mental Health Yes 
Fo/low-Uo : 
Details : Lost enough blood 

to pass out, that is 
how he was found 

Source: 1/P -Post-Doc Intern -
8/1/2018 12:25 

PDT 

Chronic Risk Factors 
Family history of suicide(s) : Yes 
History of psychiatnc disorder : Yes 
History of abuse: Yes 

Suicide Attempt 
#2 

Yes 
Pills/Overdose 

Yes - if the inmate 
had not been 

discovered he/she 
would have died 

1 - No apparent 
injury 

Asked others for 
pills 

1/P -Post-Doc Intern -
811/2018 12:25 

PDT 

Printed by: 
Printed on: 

Psychiatrist 
8/13/2018 12:55 PDT 

--• Post-Doc lntem-8/1/201812:25 PDT 

Suicide Attempt 
#3 

1/1/2013 PST 

Yes 
Pills/Overdose 

Yes - if the inmate 
had not been 

discovered he/she 
would have died 

1 - No apparent 
iniurv 

Yes 

He did ask for 
help and was sent 

to MHCB 

1/P 

Pos~ 
8/1/2018 12:25 

PDT 

Page 3 of S 
(Continued) 
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s'uicide Risk and Self-Hann Eval- Text 

History of substance abuse : Yes 
History of violence (including index crime): Yes 
Chronic medical illness : No 
Chronic pain problem : Yes 
First prison term : Yes 
Sex offender: Yes 
Long or life sentence : Yes 
Caucasian/White ethnicity : No 
Okier than 35 years of age : Yes 
Male : Yes 

Acute Risk Factors 
Suicidal Ideation MH; No 
Recent suicide a«empt : No 
Current/recent depressive symptoms : Yes 
Current/recent psychotic symptoms : No 
Current/recent anxiety or panic symptoms : No 
Current/recent subst abuse/intoxication : No 
Agitated or angry: No 
Disturbance of moodllability : No 
Current/recent violent behavior : Yes 
Increasing interpersonal isolation : No 
Hopelessness/helplessness : Yes 
Recent serious medical diagnosis : No 
pain problems: Yes 
Medication hoarding/cheeking: No 
Recent trauma (ineluding sexual trauma) : No 
Recent bad news : No 
Anniversary date : No 
Recent negative staff interactions: Yes 
Recent disciplinary ("115") : Yes 
Single cell placement : No 
Negative housing change in housing: Yes 
Safety concerns (e.g., gang dropout): No 
Early in prison term: No 

Protective Factors I Buffers 
Family support: Yes 
ReligiouslspirituaVcultural beliefs : Yes 
Interpersonal social support : Yes 
Future orientation/plans for future : Yes 
Exercises regularly : No 
Positive copinglconRict resolution : No 
Children at home : Yes 
Spousal support: No 
Insight into problems : No 
Job or school assignment : No 
Active and motivated in psych treatment : No 
Sense of optimism,· self-efficacy : Yes 

Additional Information and Warning Signs 

-• Post-Doc Intern - 8/112018 12:25 PDT 

-• Post-Doc Intern - 8/112018 12:25 PDT 

-• Post-Doc Intern - 8/11201812:25 PDT 

Additional Information: 8/112018: Patient report has given up hope but if he wenu to DSH would be better. Pending RVR 

Printed by: 
Printed on: 

Psychiatrist 
8/13/2018 12:55 PDT 

·Paje 4¥Qf S 
(Continued) 

-



Case 2:90-cv-00520-KJM-DB   Document 5988-4   Filed 10/31/18   Page 27 of 38

1ti/t~ 26 
~uicide Risk and Self-Harm Eval - Text 

has put him in this frame of mind, plus loss of TV. Prior patient had been on yard for 611 days but reports it was hard to do. 

-ear old male is clean, calm, cooperative, often asks to have questions repeated several times, 
often changes his answers and offers lots of details so as to appear to have circumstantial TP, does not offer immediate 
answers and often will now select from list of choices when asked a question, such as in the midst of this SRE and will 
offer his own response, greatly impeding progress. Mood is depressed, affet is appropriate, R knee bouncing rapidly, SI 
with plan to cut or hang, with intent and now, after getting news of prosecution of his case, says he is agreeing to honor the 
aqgreement to ask for help before acting on SI , asked to see this writer because he was suicidal. The officer who brought 
him over said the inmate-patient at one point retracted his statement that he was suicidal, patient says he told the officer 
he was feeling suicidal "so I told him today and he says he was going to try to get you", continues to express interest in 
DSH, asks to be referred to a doctor to give him something to calm him down and lay him out for a couple days, now 
feeling he wants "to pass away if I don't pass out, I am tired, I need to sleep". AH: "Just a faint voice, just to end this, get it 
iover with, gets a little louder but not too loud, just faint, let's get this over with, just wend this because it's too much dread 
into it, there is too much confusion over this issue ... I am not able to ... ", denies VH, admits Pl of staff, is convinced they are 
out to get him, insight is limited, judgment is poor. 

SA x 4 as noted previously above. 

Warning sign of imminent suicide present : H - Hopelessness: Important, research-based indicator 
- Post-Doc Intern - 8/1/2018 12:25 PDT 

Risk Levels and Justification 
CHRONIC RISK: Moderate 
ACUTE RISK: Moderate 
Justification of Risk Level : Chronic and risk both MODE RA TE. Chronic due to family history of suicide, psychiatric 
symptoms, emotional.physical abuse, substance abuse, violence, pain, 1st term, sex offender, long sentence. 
Acute=patient claims hopeless as he thinks he will be found guilty for recent RVR. Patient is Also requesting DSH stating 
that will help him feel better. 

- Post-Doc Intern - 8/1/2018 12:25 PDT 
Safety/ Treatment Plan 
Is this for a MHCB Discharge? : Yes 
Safetyffreatment Plan : Patient has a good repore with yard PC and his thinking can be redirected with positive 
encouragement of his coping skills i.e. ability to stay on yard for 611 dyas. 

Patient reports hopeless due to pending RVR that hasn't been heard yet. Encourage patient he has the opportunity to tell 
his story.might be found innocent. 

Contact with his family, children at home and future possibility of being released should be used when he is feeling 
overwhelmed. 

Patient may need a higher loc-EOP for more programming, currently CCCMS/ 

Printed by: 
Printed on: 

Psychiatrist 
8/13/2018 12:55 PDT 

1111- Post-Doc Intern - 8/1/2018 12:25 PDT 

·Page 5'of 5 
(End of Report) 
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-----
Goldlnp, Mlchae!95DCR 

~ _ J<{_~/3'-iO -
From: 
lent: 
To: 
Subject: 
Altachments: 

HIMkhH~ 

fej /~1Plf a) 
&,tr 

Per Dr.-wrtte-up thlt you 1ttached. he hid 11 patients scheduled to be seen on 7/9/11-4 came and were 
seen, 6 did not come and were not seen, ind 1 was out to coc,rt 1nd was not seen. I have attached a screenshot of the 
Appointments report for Dr.-on 7/9/11, which shows he only hid S scheduled appolntm!ffll, 4 of which were 
seen. 

It 1ppe1rs that the scheduler fflCMd tht 1ppoln"'-"ts that were not seen on 7 /9/11 to the schedule for 7 /10/11. 
lnitead of martin& them 1s refused on 7/9/11 and reschedulinl them. This Is a hl,ce problem fot two reasons: 1) Tho.se 
6 1ppolntmenu were NOT seen 1s scheduled, so the Appointments seen 1s scheduled percenta,e should be 36K (4/lll), 
but bv eraslna any record of them from the 7/9/11 schedule, the Appointments seen as scheduled reported percenta1e 
Is. erroneously, 80K (4/5); and 2) Those 6 appointments should have been marked as No Shows/Refusals, mald111 the 
appointment refusal rate 55", but since they were Just moved to a different day, the reported refusal rate Is°"· --=dt Elk Grove - Hadquutcri . iiC°"""'iomold ..... 11 ...... _ , • 

Ftaffl!GoldJnc, MlchNI~ 
Sent: Tuesday~ 14, 201112:47 PM 
To:-~ 
5ulll1ct: FW: EOP Yard A CSP-Sacnmento -f the 12 Inmate patients oh the C section of the block cound not be lnteNlewed __ _ 

So he say a bunch for 2-mlnute appointments. 

But • bit bitter than I thoupt 

Mlchaet 

MlchHI Golllnc, M.D. 
Statewide Chief Psychiatrist 

Mtfttll HNltflSuppott "°""" 
calfomla Department of Cotredlons and Rehabllltatlon 

Phone: t16. .. 2.'541 

1 

--
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~--
SaveOurla] 
water~ 
Llun NIY W1Y' ID llff Wltlr 
during C1llfomla'1 drought at 

llveOulW*.com 

. -- ·----- --------- - ----Ffom:--ttCDCR Sent: Tuesday, July 10, 2018 5:19 PM 
To: Goldinl, Mlchael.CDCR 
Sullfect: EOP v,ns A CSP-S.U.mento 

The followtnc are events followlnt 2 (two) days of provtdlna psychiatric care at c:s,>.s.cnmento. 

• On Monday 07 /f19/2018 there were a total of 11 patients scheduled. 1 (One 
appointment fot • PC 2602 renewal Interview but hid been transferred out to 
was not seen. Of the remain 10 
(six 

were to be seen eel side the next day to limit the amount of time exposed to the 
danpn of the prison yard and prison block. Of note In the last year time there his been a stabbins on the yard, fWits 
on the yard, and It is not uncommon fot Inmate patients to haw manufactured weapons In their cells. Also on the prison 
block some Inmate patients likely are walklnl around IS they await their tum to use the stiow.r, wattlnc to be escorted 
by custody, WOt1dnl u porters, etc. The blocks are also two tiered so there Is always • risk that an Inmate patient mlpt 
throw • provider off the hlpest tier severe lnjurina or even kllllna • provider. 

On Tuesday 07/10/2018 there were a total of 11 entirely different patients scheduled however 2 were moved to • 
dlffefent block and thus the actual patients scheduled to my care were 9 as the other 2 were now under the ca,e of a 
different psychiatrist &iWfl the movement. Only 3 of the 9 came and were Interviewed In the safety of tht EOP' dinJc. 
The remalnlns 6 wen 'attempted to be seen on the block In addition to tht 6 remain tients to be seen on the block JI 
from the us mak the total of 12 cell side Interviews. 5 Five 

of the 12 Inmate patie~ 
section of the block could not be inte·rvle<wed use cus rm us that an aattated Inmate patten ...... 
~ In section C and It would not be safe to enter as the door to section C was dosed. The followlna Is 
~ and B section of the b&ock. 1 (One)~u not in his cell to do the cel side interview. 

His c:ellmate reported that inmate patlen .. WI~ yard. . 

4 (Four) f the remaW,. 
6 were Interviewed I WIS tervt-MI in hallwa,~•s Inmate 
patient called to me •ppeannc mildly acttated requestlnl to be taken off his heat medications. Of note the patient was 
~syc:hlatrlc medlcltlons as wen. A brief Interview was done In the hallway of the block. Of note, -----reported the ht left the EOP dlnlc this momn1 before his psychiatry appointment bec:luse he 

had a Telemedldne appointment It the Ame time. 1 (One f the remain 6 wu spoken to In 
the open section u he had finished showerlna and was walklnl back to his cen reported that he 
did.not come to his EOP clnlc appointment bec:luse he WIS In severe pain secondary to his complications from his end 
state liver disease and bilateral M¥ere le1 edema. 

2 
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reported that he did not come to his EOP dlnlc appointment because he Just recently saw his 
cllnlclln (psycholoclst or social worker) and that the dv~t he received must have been an~ 
reported and showed 11S that he only receive. I st~ ·A EOP Trt Cntr Grp RM 2 MH· but did not 
receive I ducat for his psychiatry 1:1 appolntmen~ reported that he had a lepl visit at 7:30am 
that lasted 1PPfOXl!n1teiy 45 minutes. He reports retvmlnl to the block but by this time the second poup was already 
likely broulht to the EOP d lnlc. ----Is pnscrlbed Involuntary psydllatrlc medbtlot'IS under an actM PC 2602 court order and was 
~ dear reason why he did not come to his EOP clnlc appointment. When pressured to clarify 

further the patient then reported that he thlnb his eel door was not opened. 

Of note, two othef Inmate patients who were not scheduled for today or yest~....­_In different cells requested to speak to me to address their questions and~ to ---M-~---- ½lly2cff (J} 

( ' 

3 
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Golding, Michael@CDCR 

from: 
sent: 
To: 
Subject: 
Attachments: 

Good morning Michael, 

lllllllllllllll@CDC R 
~st 15, 2018 10: 04 AM 
Golding, Michael@CDCR 
CDCR CCCMS February 2018 Appointments seen as scheduled 
CDCR'appointments seen as scheduled.PNG 

Per the attached screenshot of the "Appointments seen as scheduled" report, 95% of ML CCCMS February 2018 
appointments in CDCR were seen as scheduled. 

To match the data sets up as accurately as possible, I re-ran the "Appointments" report for CDCR ML CCCMS for the 
month of February 2018 - the 52% figure I gave you previously was from running this report for just one day, 7 /10/18, 
and just for psychiatry appointments. In February 2018 there were 84,120 mental health appointments, 35,642 of which 
were seen. Thus the percentage of appointments that were seen as scheduled is 42%. 

If the "Appointments seen as scheduled" report really included ALL scheduled appointments (as it says it does in the 
definition of the denominator), these two numbers should be the same. The only reasonable argument for excluding 
some of the appointments from the denominator is that the system auto-cancels appointments when a patient has been 
moved to a different institution after their appointment was scheduled but before their appointment occurred. If auto­
cancellations are removed from the denominator, then the percentage of appointments seen as scheduled becomes 
46%. However, as we previously discussed, this figure does not account for all of the appointments that should have 
been marked cancelled/refused/no show but are simply rescheduled to a different date. If we were able to include 
those cases, the percentage of appointments seen as scheduled would be even lower. 

The "Appointments seen as scheduled" report does not allow m~ to filter by psychiatry appointments, but when I 
filtered by psychiatry appointments in the "Appointments" report I obtained the following numbers: 15,397 
appointments, 8,628 of which were seen, for an appointments seen as scheduled percentage of 56%. 

One important note about the above - the "Appointments" report is very helpful, but time-intensive. In order to obtain 
the above percentages, I had to export the data to Excel, and either know how to get Excel to calculate the percentages 
from the data, or do it manually. The "Appointments seen as scheduled" report is quick and easy - all of the calculations 
have been done for the user by QM. Most users likely never look at the "Appointments" report, and simply use 
"Appointments seen as scheduled", which could cause program or clinical decisions to be made based on faulty data. 

-
MD 

Senior Psychiatrist, Specialist 
Elk Grove - Headquarters 
California Department of Corrections and Rehabilitation 

-----Original Message----­
From: Golding, Michael@COCR 
Sent: Wednesday, August 15, 2018 7:03 AM 

To:--CDCR~-@cdcr.ca.gov> 
Subject: 91% Sac figure scheduled figure 
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Can you get me a report FOR ALL institutions (ideally mainline CCC) using the same methodology that generated the 91% 

SAC figure, to match your quick calculation of 52% of patients seen as scheduled statewide. Then·we can compare this 

figure to the lkely more accurate figure of around 50%. 

So use the QM method that got 91% for SAC, but apply to-all main line CCC. 

Thanks, 

Michael 

Sent from my iPhone 
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¥ 

• 

-q 

• 

Go.lding, Michael@_C_D_C_R _______________________ . __ _ 

From: Golding, Michael@CDCR 
Sent: Wednesda Au ust 15, 2018 1:33 PM1 

To: @CDCR 
Subject: RE: Dr. Patient 

• 

Yes this is. interesting. So the patient was discharged from a crisis psychiatric HOSPITAL and given an .appointment with a 
psychiatrist 90 days later, by the supervising psychiatric ·social worker, 

This is aga.in, quite sad. And then the patient bounces back ·into the hospital. 

The patient is again discharged (against the advice of the psychiatric physician) and then sent (once morel)' to CCC. 

Some of this is just hard to fathom. 

Michael 

Michael Golding, M.D. 
S,tatewide Chief Psychiatrist 
Ment·al Health Support Program 

• 

' 

California Department. of Corrections and Rehabilitation 

Phone: 916.662.6541 
Ema ii: ·m ichael .gold i ng@cdcr.ca.gov 

----Original Message---
From: @CD·CF{ 
Sent: Wednesday, August 15, 2018 1:18 PM 
To: Golding, Michael@CDCR 
Subject: RE: Dr. Patient 

' 

' -

• 

• 

• 

I ha·ve attached two screenshots. The CCCMS MHMD appointment order was placed on 7/16/18 by a supervising psych 
social worker. Unfortunately, I can't find a CCCMS MHMD appointment order from, hls recent MHCB discharge, but the 
7 /16/18 appointmen·t order is interesting, ·because he was discharged from the crisis ·bed on 7 /13/18 and the order is for 
a 90 day MH,MD appointment. So although it isn•t relevant to his most recent MHCB stay, it does show that upon leaving 
MHCB previously, the plan was to have him follow up with a psychiatri.st within 90 days of his discharge. The EOP initial 
MHMD appointment order was placed by a post-doc intern on 8/9/18, for an appointment with a psychiatrist within 14 
days, and I don't see anything fish·y about it. 

The. patient's psychiatry appointment that was scheduled for this morning was cancelled, but there is another 
appointment scheduled for tomorrow. And they did it properly, via cancelling the appointment, not just rescheduling it. 

' 

,MD 
Senior Psychiatrist, Specialist • 
Elk Grove• Headquarters 
California Department of Corrections and Reh'abilitation 

Cell phone: 
1 

' 
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• 

., 

-----Origi.nal Message---

From: CDCR 

Sent: Wednesday, August 15, 2018 10:17 AM 
To: Golding, Michael@CDCR <Michael.Golding@cdcr.ca.gov> 

Subject: RE: Dr. Patient 

aw Dr. on 8/1/18 (day of discharge) and i·s scheduled for his next MHMD appointm·ent today at 

: . e was ransferred frorn CCCM.S to _EOP on 8/8/18. MH Master Treatment Plan dated 8/8/18 states "The IP is 
unable to function at LOC: Yes11

• I can't tell from the treatment plan what occurred during the patient's 8/8/18 IDTT, so 
• 

it's unclear whether transferring to EOP was the psychiatrist's idea or the PC''s, or everyone just agreed that he really 
wasn't properly placed in CCCMS. I will check back later today to see if the MHMD appointment occurred. 

,MD 

. Senior Psychiatrist, Specialist 

Elk Grove - H.eadquarters 

California De·partment of Corrections and Rehabilitation 

Cell phone: 

• 

---0 rigina I Message--.. --

F rom: Golding, Michael@CDCR 
Sent: Tuesday, August 14, 2018 8:38 PM 
To:. CDCR @cdcr.ca.gov> 

Subject: Dr. Patient 

• 

• 

• 

Could you look up, when Dr. 

his CCC (I) level of care? 

. patient, discharged against his. advice, was scheduled to see the psychiatrist n.ext, at 
• 

Michqel 

Sent f ram my iPho.ne 

• 

• 

• 

• 2 

• 

• 
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~ CR Mental Health Performance Report for 5/1 /18 to 5/31 /18 

Tlmtly "1H Rt ftrral• 1 

Treatment plans wlth 
satisfactory documentatJon 

; . '-l 
Effective Communication 
Achieved 

• 
OSH/PJP physical discharges 
within tlmeframea 

77% :-
(176) 

Appointment.I Cancelled Due to 
Custody 2 

2% ...... 
(461,238) I 
Discharges from MHCB with 
clinician review of die summary 

11:-
Dtscharge FollowUps 

11-: 
Timely admission to MHCB 

Primary clin.ieian continuity of 
care 

83% ...... 
1,589,344) 

Diagnostic Monitoring 3 

• :-
Timely PC Contacts 4 

MHCB clinical stays within 
timeframes II· ...... 

I 

I 

Psychiatrist continuity of care 

Polypharmaey Medic.rtion 

• -· 
• -, 
MHCB physical dis.charges 
within timeframes 

11-1 
Sul~f de· Pieventlon . .., : .- ._.. r. - . l . _ - - - - - ~-1 
Suicide Ri sk Evaluation Discharge FollowUps 

ffl'I ...... -
SREs that met all audit criteria 

79% 
(34) 

Suicide Count 

1 
(1) 

~~ ~ ...... -."' .,,.,,,. -'?-·-~~--..--,, ., .._ .,•-•. - -- ....... -.,. . - -:. -.~ 
Access·to Care ' . - ~ ~· . . . ~ -_ ~ ~-~ _______ _._ . ---- - . - - .. - . - . - . :, 

Tlmely MH Referrals 

ffl'I --
Treatment Scheduled 

Mental Health Screens II'._ . 
I 

. T- i~~I~ ID~ s 
:· . . 

I I 

Effective Communication 
Achieved 

11'1'­mml 

Timely PC Contacts • '-
all lDTTs observed in which a 
health record and C-file are 
available 

111-
Adequat.e IDTT space 

11.-

1 T,n,,:ly I.AM Referra l& only measures lhe percentage of ordered referral:i that were completed on lime. Ordered referrals are mudl more fikely lo be completed 
than rtforraln Iha! ehould ha11e bt:en ordered but weren't (e .g. mosl med refusal referrals). thus leading ro inflated compliance. 
2. For i:ln i:IPP01ntm!!nl 10 tJe measured as "Cancelled due ro custody" lhe provider must firs! choose ·cancelled·, and lhen give custody as the reason_ Mosl 
cano.::IY.:d appo1rolrnt:nr11 are labeled as •cancelledUnspecifiecl", because the provider did nor choose a cancella~on reason. 
3. D1a'.}noot1c rnr,1111or,ng appears lo be measuring MAPIP compliance, but it is unclear how lhey achieved lhe above percentage, as MAPIP compliance is 
n,.,wh1: re ni:ar lhal 11alue, 
4 . T,rrv':1/ PC Contacts are measured in pa11en1-v,eeks. and when a palient transfers institutions lhe clock resets . 
!, . T1rr11.:ly Psyd11arry Conraclti are mea$urcd ,n pa1ien1-v.-eeks, 11/hen a patienl transfers institutions lhe dock resets , and the ind1ca1or only looks at 11..tie her an 
aµpo,nlrnenl occurred wirtun !he maiclmum allowed periOd per the Program Gulde rules. nor 11/hether it occurred within the period ordered by the psychiatrist. per 
lheir ct,nical JlJdgrn1::nt , 
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CR Mental Health Performance Report for 5/1/18 to 5/31/18 

MCB and DSH discharges not 
readmitted within 30 days 

79% 
(14,851) 

Non-Formulary by Psychiatrist 

4% 
(58,470) 

+-+ 

Timely IDTTs 

~·;:' . . t· 
~ - ,,.-,., 

5 day follow-ups with 
documentation of current 
suicldality 

. ' 

SREs that met all audit criteria 

79% 
(34) 

~ppolntments seen as 
scheduled 6 • 1-

.., t, l 4 • -

Treatment Offered --· -
MHSDS patient transfers out of 
desert Institutions 

82% T 
{11) 

Treatment Attended 

ffll --
Timely transfers to CCCMS/EOP 

Ill +-+ . 
. 

6. The denominator is defined as "All scheduled appointments", however QM excludes all cancelled appointments. except those cancelled due to 
ProviderUnavailable, TechnicalDifficult ies. or Modi fiedProgram. Approximately half of all scheduled appointments are cancelled due to a reason that is not 
included by this indicator. which makes the true Appointments seen as scheduled percentage closer to 50%, not 90+%. 
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CR Mental Health Performance Report for 5/1/18 lo 5 31/18 

IDTT Staffing 

ffl'I ._. -
MH documentation of 
consultation from medlcal staff 

Group treatment In a 
confidential setting 7 

RVR MH assessments where the 

IDTTS In which PC lntnko ovole 
woro complotod prior to lnltlol 

Dlschargos from MHCD with 
cllnlclan rovlow of d/c aummary 

II 
lnmato-patlonts without 
conflicting diagnoses 

77% " 
(13) 

patient was Informed of the Average PHQ-9 Scoro (Bola) 
limits of confldentlallty. (Beta) 

80% A 10.9 A 

~ ~~ 

IDTTS In which psychiatry 
lntoko ovnls wero completed . ,11111 

- · 
IDTTa mooting all audit criteria 

fl') 'Y -Trootmont plans with reason for 
rofusnl ond lntorventlon • •: to, high refu..,, 

Psychiatrist continuity of care 

ftll .... -
Treatment plans with 
satisfactory documentation 

' • .... 
Treatment plans with 
documented and Implemented 
- se plans 

• " 
Utilization and Resource · 
Management 

Treatment Cancelled 8 

19% 'Y 
(25,973) 

DSH/PIP physical discharges 
within tlmeframes 

77% 
(176) 

+-+ 

Segregated Housing 
ICCS with MH cllnican presence 
and relevant information -• " 

Treatment Refused 9 

24% 
(25,9731 

MHCB clinical stays within 
timeframes --­Ell 

Placement of ASU EOPs In 
appropriate housing within 
timeframes • -

Appointments Cancelled Due to 
Custody 

2% .... 
(461 ,238) 

MHCB physical discharges 

wlllthln tlma_:ames 

. 

Placement of ASU/SHU CCCMS 
In STRH/LTRH within - e~ -

Appointments seen as 
scheduled 11 .... . 

Timely transfer of MHSDS out 
Standalone ASU 

' II A 

7. There is an indicator for group treatment being conducted In a confidential selling, but not for psychiatry appointments being conducted in a confidential 
setting . · 

8. Instead of giving a straight-forward percentage of the treatment lhal is cancelled (e .g. it there are 100 appointments. and JO were cancelled, this indicator 
would show 30%). the numerator is defined as "Number of patient-weeks included In denominator during which the following number of hours of treatment were 
cancelled: More than J tor ASU EOP Hub, PSU-EOP. and ML-EOP; More than 1.5 for RC-EOP and ASU EOP non hub; More than 1.0 for SRH/LRH CCC MS." 

9. Instead of giving a straight-forward percentage or the treatment that is refused (e .g. if there are 100 appointments , and 40 were refused, this Indicator would 
show 40%), the numerator is defined as "Number of patient-weeks included in denominator during which over 50% ol all offered treatment was refused AND 
less lhan the following hours or treatment were allended: less than 5 tor ASU EOP Hub, PSU-EOP, and ML-EOP; less than 2.5 for RC-EOP and ASU EOP non 
hub; less than 1.0 tor STRH CCC MS and L TRH CCCMS. 
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CR Mental Health Performance Report for 5/1 /18 to 5/31 /18 

lllil..-- . - .. -· -
1n:,~.! -~ =-

of 

DSH Discharges with Cllnlcan to 
Clinician Contact wlthln'S days MHPS meeting audit criteria 

EOP IDTTs discussion of clinical 
appropriateness for work, educ, Primary cllnlclan continuity of 

accommodation addressed care 

Interventions for high utlllzers 
tailored to decrease risk 

Alternative Housing Stays 

83% ..... 
1,589,344) 

RVR assessments where all 
documentation requirements 
were met (Beta) 

..... 

MCB and DSH discharges not 
readmitted within 30 days 

79% ..... 
(14 ,851) 
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R Mental Health Performance Report for 5/1/18 to 5/31/18 

Appointment Closure Lag 

Patients In CDCR over 30 days 
with no MHI entry since 
admission 

3 
(3) 

MH referral resolved before It 
was received 

MH referral date(s) In the future 

Seen/Refused MH appointment 

. ... 
iig,eato, than 4 hou" 

MH referral received date later 
than data entry date 

1111· 
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MHI change during ln­
translUtemp departure 

... 

Unresolved pending 
appointments 
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& ,,., 

'f 

10 " 
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MH wi.,,,v,,-,o O l 'irl1Jr.,tj.,, 
1'11Md'i1 

921/. " 
(:t'11/, 11J 
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C Wtlcom, to Cemttf'Wo,'ot 

11\d.aror f\1.1mbe.t"S IN• --1 Cal<>B jGreen, Yellow, R.e:d, Other 
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Ill ,·. 1-1 as•1o 1-1 Ill Ill 

Enecttv• CommuMCeliol lbdlargo f~ Tlmlly PC Coolad o Tlmlly Psydlllby c.o.-ts 
Ac"~ 

Ill 111-1 111-1 1111 
TlrMly eomlHk>II IO l&HC8 

IIHCB Cllllcll SUJS Wffllla 

iiH 
Suicide Prevention ·- ·1""!-95"'~~~ 

SREI Ull•t m• t ,n lltdft crttet11 

.n 1>na ol>lll'fM lo WIIICI I 
cn.-c-111ca11oo H •IUI-INC-ru.,,. ........... _______ _ 

,_ ____ ..._ ___ _ ,.. - -.::::a.-- -
\ 

5day-.. paW1111 
llotafflNllllloo ol tll""' 
••ltld•fllY I 

llaolllMNla StlMH 

UCB •Ml OSH otx••roe• IOI SRE1 Ui•t rMt 11,u~t cn .. ne 
r11dmlfted wDlll 30 Ny• 

'!"' 1-1 111·1 
N,_~.,_..,., lly Psytlllalrlll APPiO'lltmtlltl ... n II IC...._... 

S% 1-1 
11.lll) 111-1 

T-IDTT• • rl 

(ii -...Hullhl(po,llrilldown • lvpo,1 v-- _ .,,..,,,., bploft, l c:, I (;) I ti j 

1q ~ LJol I ~ ~, I ,oo... --1 
IFi•d I Next ", • @ ~ Cl 

SAC 2/1/18 to 2128/18 
Appointments seen as 

scheduled 

9..,., 

BASU 

BASUEOP Hu• 

611CF 

&I tnsUUlon WhM 

Bl.RHCCCNS 

BMHCB 

B ML 

C:MLCCCMS 

61MLEOP 

BPSU 

BSRHCCCMS 

83°/o -

" " 



Case 2:90-cv-00520-KJM-DB   Document 5988-5   Filed 10/31/18   Page 11 of 52

"--~ SAC c.cc..~S ~~\$ t="-c.>.o 2-0\~ ~-· 
Offender Appl Sub 

Appl MHI Appl Date Min Type 
s 

Modality 
ID Pro ram Reason 

GP CCCMS 2/21/2018 11 :00:00 AM 30 PSY_CON MLCCCMS Seen Standard 
TACT Continuing (Standard) 

Primary 
Psychiatrist 

SAC ML GP CCCMS 2/16/2018 10:00 :00 AM 30 PC_CONT MLCCCMS Cancelled CancelledU Standard 
ACT Continuing nspecified (Standard) 

Primary 
Clinician Co 

SAC ML GP CCCMS 2/5/2018 10:14:00 AM 42 PC_CONT PC_ROUTI Completed Seen Standard 
ACT !'IE (Standard) 

SAC ML GP CCCMS 2/20/2018 1:15:00 PM 60 PC_CONT EOPPC Cancelled CancelledU 
ACT Caseload nspecified 

Group 
SAC ML GP CCCMS 2/6/2018 1: 15:00 PM 60 PC_CONT EOPPC Cancelled CancelledU 

ACT Caseload nspecified 
Group 

SAC Ml GP CCCMS · 2/2/20181 :15:00 PM 120 GROUP_T Leisure Cancelled CancelledU 
REATMEN activities nspecified 

T 
SAC ML GP CCCMS 2/14/2018 8:15:00 AM 15 PC_CONT PC_ROUTI Cancelled CancelledU 

ACT NE nspecified 
NT 

SAC ML GP CCCMS 2/16/2018 11 :30:00 AM 30 SPS PSY_CON MlCCCMS Completed Seen Standard 
TACT Continuing (Standard) 

Primary 
Psychiatrist 

SAC ML GP CCCMS 2/20/2018 9:54:00 AM 9 PC_CONT MlCCCMS Completed Seen Standard 
ACT Continuing (Standard) 

Primary 
Clinician Co 

SAC Ml GP CCCMS 2/2/2018 2:15:00 PM 10 PC_CONT MlCCCMS Completed Seen CellFront 
ACT Continuing (Standard) 

Primary 
Clinician Co 

ML GP CCCMS 2/14/2018 8:30:00 AM 15 PSYCH_CLI IDTT IDTTRoutin Cancelled Scheduling Standard 
NIC_CF e Error 

ML GP CCCMS 2/1/2018 9:50 :00 AM 20 PC_CONT MLCCCMS Completed Seen Standard 
ACT Continuing (Standard) 

Primary .., Clinician Co 

ML GP CCCMS 2/12/2018 9:15 :00 AM 15 SPS PSY_CON PSY_ROU Cancelled Scheduling 
TACT TINE Error 
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LDC-R CCC.. t--\ S AV'~ f-~ 20\~ 
Start Datt Tvp~od-rVafue Reuor,CodeValut StatusCode-Value 

2/1/2018 0:00 PC CONTACT PC ROUTINE Clnc•lltd C.ncelledUnspec1f1ed StandJird IStandudJ 

CCCMS 2/1/2018 0:00 60 PSYCH CU PC CONTACT PC-ln it l1I uncelled Uncelledunsp,c1fied .Su,nchlrd (Standard) 

GP CCCMS 2/1/2018 0:00 60 PSYCH Cll PC CONTACT PC-lniti,I C..ncelled cancelledUnspec1fied St.andard !Standard) 

GP CCCMS 2/1/2018 0:00 30 OTHER IN OTHER CLINICAL PRE RELEASE C,ncolled ProviderUnavailable CellFront !Standard) 

SNY CCCMS 2/1/2018 0:00 15 PSYCH Cll PC CONTACT PC ROUTINE C.nc:elled ProYiderUnavallablt- Stond,rd (Standard) 

CTC CCCMS 2/1/2018 0:00 r.oo CUN SOC PC CONTACT PC ROUTINE Complotod Seen Stand1rd fStondordl 

CTC CCCMS 2/1/2018 0:00 575 CllN SOC PC CONTACT PC ROUTINE Compl•tod Seen Stand1rd (Standard) 

GP CCCMS 2/1/2018 2:15 15 PSYCH CLI PC CONTACT PC ROUTINE Canc•Ued C.nceUedUnspecifiird $tondord (Stondord) 

GP CCCMS 2/1/2018 6:00 30 PSYCH CLJ PC C0'4TACT PC ROUTINE Cancelled Unc:e-lledUns 1fied 

EOP CCCMS 2/1/2018 6· IS IS SR PSYCH OTHER CLINICAL RVR lv1lu1Uon Complertd Seen The~p@uticModufeo CStandard) 

DR CCCMS 2/1/2018 6:45 15 CLIN SOC PC CONTACT PC ROUTINE Compietf'G SHn CellF ront {Standard) 

GP CCCMS 2/1/2018 6:59 1 CUN SOC PC CONTACT PC ROUTINE Complett-d Seen St,1ndud (Stand,1rd) 

ere CCCMS 2/1/2018 7:00 30 PSYCH CU PC CONTACT PC ROUT INE uncelled Auto Canceled 

DR CCCMS 2/1/2018 7:00 75 GROUP TREATl'1 ENT Specif'te Mental Hea lth Issues C.ncelled Auto Unceled 

SNY CCCMS 2/1/2018 7:00 30 PSYCH PC CONTACT PC ROUTINE C,ncelled AutoC..ncell,1tlon 

SNY CCCMS 2/1/2018 7:00 r,o PC CONTACT EOP PC Caseload G,oup canulled UncelledUnspecified 

SNY CCCMS 2/1/2018 7:00 60 PC CONTACT PC-lnlti,I Cancelled CancelledUns~cified 

SNY CCCMS 2/1/2018 7:00 30 PSYCHOLO PC CONTACT PC ROUTINE uncell•d UlncrlledUnspec1fied 

EOP CCCMS 2/1/2018 7:00 120 GROUP TREATMENT Recreo•t•on The,..py uncell•d C.nu•lledUnspecified 

EOP CCCMS 2/1/2018 7:00 120 GROUP TREATMENT ~ec,e•t•on Therapy C.ancelled CainceUedUnsp•cifted 

SNY CCCMS 2/1/2018 7:00 30 PSYCH CU PC CONTACT PC ROUTINE Cancetled ProviderUn1VJ1il,bf~ St.and,rd (Stancfardt 

SNY CCCMS 2/1/2018 7:00 30 SPS PSV CONTACT PSY ROUTINE uncoiled SchedulingConfl1ct St.111ndird fSunch1rdt 

OR CCCMS 2/1/2018 7:00 120 MH HPS GROUP TREATMENT Specific Mt'nUI Mralth ts.sues Completed S.•n St,1ndud (St-andardt 

OR CCCMS 2/1/2018 7:00 120 MH HPS GROUP TREATMENT Specific MenUI He-alth lssurs Complftrd Seen Standud IStando1rd) 

OR CCCMS 2/1/2018 7:00 120 MH HPS GROUP TREATMENT Specific Mental Health Issues Completed Seen St,1ndird (Standard) 

SNY CCCMS 2/1/2018 7:10 20 CLIN SOC DC FU ML CCCM S 5 Day Follow Up Completed Seen Stand1rd (Standard) 

SNY CCCMS 2/1/2018 7:15 60 PSYCH CLI PC CONTACT PC~tnrti,I Cancelled C.ncelledUnspecifie-d Stand,rd (Sl1ndard) 

SNY CCCMS 2/1/20181;15 60 PSYCH Cll PC CONTACT PC-l n1tlel c,ncelt~d Clnce-lle-dUnspecifi~d Stond"d (Stondord) 

SNY CCCMS 43132.30208 60 PSYCH CLI PC CONTACT PC-lnltlel C.ncelled Scheduling Conflict Stondord (Stand.,dl 

SNY CCCMS 43132.30347 11 PSYCH Cll PC CONTACT PC ROUTINE Completed Seen Standord (St•ndo,d) 

SNY CCC1'1S 43132.30903 38 PSYCI< CU PC CONTACT PC ROUTINE Cornple t•d Seen St1ndard (Sundud 

GP CCCMS 43132.3125 45 SPS PSY CONTACT PSY ROUTINE Cancelled Auto Canceled 

SEO CCCMS 43132.3125 15 SOCIAL W PC CONTACT PC ROUTINE ClncellN UncelJe.dUnsptocified Stondord (Stondard) 
SNY CCCMS 43132.3125 30 SPS PSY CONTACT PSY ROUTINE cancelled SchedulingConflict Standard (Standard) 

SNY CCCMS 43132.3125 30 SPS PSY CONTACT PSY ROUTINE uinctlled ~dulingConflict 

SNY CCCM S 43132 .3125 30 SPS PSY CONTACT PSY ROUTINE Cancelled Schedulin Confl ict 

SNY CCCMS 43132.ll2S 30 SPS PSV CONTACT PSY ROUTINE Cance,lled Sch-edulingConflic:t St1ndud (Standard) 

SNY CCCMS 43132 .3125 2S CUN soc PC CONTACT MHPC Consult Routine Complet•d Seen St.1nd1rd (Su1ndard) 

SNY CCCMS 43132 .32292 15 CLIN soc PC CONTACT PC ROUTINE C.ncelltd Auto C..nceled 

SNY CCCMS 43132.32292 15 CUN SOC PC CONTACT PC ROUT INE Cancelled AutoUncelM 

GP CCCMS 43132.32292 1S PSYCH CU IDTT •lniu,I Cancelled C,nceJledUnspec:1fted Stondud fStondord) 

SNY CCCM5 43132.32292 30 SPS PSY CONTACT PSY ROUTINE Ulncelled Sch~ulin,cConflkt 

SNY CCCMS 0132.32292 30 SPS PSV CONTACT PSV ROUTINE C..ncelled Schedubn Conflict Stondud (Stondord) 

GP CCCMS 43132.32292 25 SPS PSY CONTACT PSV ROUTINE Completed Seen Stand1rd (Standnd) 

SNY CCCMS 43132 32708 29 PSYCH Cll PC CONTACT PC ROUTINE Com leted S.tn St.11ndard (Standud) 

SNY CCCMS 43132.32917 31 PSYCH Cl l Ml CCCMS S Day follow Vp Completed Seen Standard (Standard) 

SNY CCC1'1S 43132.32986 28 SPS PSY CONTACT PSY ROUTINE Completed S.tn Standard (Standard) 

GP CCCMS 43132.32986 11 PSYCH CU PC CONTACT ML CCCMS Continuin Primary en Completed Seen Standud {Standard I 
SNY CCCMS 43132 .33333 60 GROUP TREATMENT Copin cancelled Auto Cariceled 

SNY CCCMS 43132 .33333 75 GROUP TREATMENT Other Therapeutic A~ivi ties Canc,lled Auto Unceled 

OHU CCCMS 43132 .33333 30 CLIN SOC PC ROUTINE Cllncelled Aut:o Unceled 

GP CCCMS 43132,33333 30 PSYCH CLI PC CONTACT PC ROUTINE C.ncelled Auto Canceled 

SNY CCCMS 43132.33333 r,o GROUP TREATMENT C.ncelled Auto Canceled 

SNY CCCMS -43132 .33333 r,o GROUP TREATMENT Ca~•l'lll'd Auto Canceled 

GP CCCMS 43132.33333 110 GROUP TREATMENT Cance,lled Aut·o Cannled 

SATF SNV CCCMS 43132.33333 r,o GROUP TREATME NT Copin Clncrlled Auto C..nceled 

CMC GP CCCM S 43132 .33333 30 PHYSICIAN PSY CONTACT PSY ROUTINE C.ncellod Auto Canceled 

COR SNY CCCMS 43132 .33333 IS CUN SOC PC CONTACT PC ROUTIN E C,ncolled Auto C..nceltd 

CHCF CTC CCCMS 43132 .33333 4S PSY CH cu OTHER CLINICAL SRE C•nc,lled Auto canceled 

OVI SNV CCC1'1S 43132 .33333 30 SPS PSY CONTACT PSY ROUTINE C,ncelled Auto Ulnceled 

SQ SNY . CCCMS 43132.33333 7S GROUP TREATMENT Other lh•r1peutk Activities C1nct:llfd Auto Cancel~ 

SNY CCCMS 43132.33333 IS PSYCH Cli Ml CCCMS s Dav Follow Up Cancelled Auto Uncelrd 

ere CCCMS 43132,3l333 r,o SPS PSY CONTACT PSV-lnttial Caiict-llt-d AutoUncel~ 

SNY CCCMS 43132.33333 7S GROUP TREATMENT Ocher Therapeutic •ct1v,t les C.,ncelfed Auto Ulnceltd 

GP CCCMS 43132.3,333 IS CUN soc PC CONTACT PC ROUTINE C.ncelled Auto Ulnce·le-d 

GP CCCMS 43132.3l333 IS PSVCHOLO PC CONTACT PC ROUTINE Cancelled Auto C.nc.e- led 

SNY CCCMS 43132,33333 30 SPS PSY CONTACT PS'( ROUTINE C.ncelled P..uto C..nc•led 
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.. 

nmelv Psychiatry Contacts 
Initial 

Routine 

n~ty Psychiatry Contacts from 10/01/17 thru 3/31/18 
Mainline CCCMS 

MeHurements A 

321011 
4239 

316772 

(fJ 
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A~ 2~ .2018' G) 
Psychiatry Contacts ... 

10101/17-03131/18 , 
# of Psy _ Contact Column Labels· 

Avg per Avg EUP 

Institutions EOPML EOPMod Total 30 days ML Pop Rate 

ASP 12 12 2 1 2.00 

CAL 1 1 . 0 NIA 
CCI 33 33 6 5 1.10 

CCWF 1,059 14 1,073 179 131 1.37 
-CEN 2 2 0 NIA 
CHCF 2,269 488 2,757 460 575 0.80 

CIM 11 11 2 NIA 
CIW 701 58 759 127 84 1.51 

CMC 3,786 15 3,801 634 541 1.17 

CMF 2,456 122 2,578 430 445 0.97 

COR 2,490 185 2,675 446 585 0.76 

CRC 5 5 1 1 0.83 

CTF 11 11 2 2 0.92 

DVI 2 2 0 NIA 

FSP 32: 32 5 3 1.78 

HOSP 9 9 2 4 0.38 

ISP 1 1 0 1 0.17 

KVSP 1,148 288 1,436 239 217 1.10 

LAC 3,745 479 4,224 704 667 1.06 

MCSP 3,595 344 3,939 657 663 0.99 

NKSP 10 1 11 2 NIA 
PBSP 10 10 2 2 0.83 

PVSP 3 3 1 1 0.50 

RJD 4,047 325 4,372 729 · 831 0.88 

SAC 2,336 8 2,344 391 509 0.77 

SATF 3,409 105 3,514 586 642 0.91 

sec 7 7 1 1 1.17 

SOL 19 19 3 4 0.79 

SQ 549 64 613 102 59 1.75 

SVSP 2,907 18 2,925 488 587 0.83 

VSP 1,757 59 1,816 303 354 0.85 
WSP 10 1 11 2 NIA 

Total 36,432 2,574 39,006 6,501 6,915 0.94 

~ - ~ 
~I\ G, ~~ 

}l\~~.s 



 

 

 
 
 
 
 
 
 
 
 

EXHIBIT WW 
(2018-08-23-1207hrs) 

Case 2:90-cv-00520-KJM-DB   Document 5988-5   Filed 10/31/18   Page 16 of 52



Case 2:90-cv-00520-KJM-DB   Document 5988-5   Filed 10/31/18   Page 17 of 52

Goldin , Michael(c11CDCR 

From: 
Sent; 
To: 
Subj f!"ct; 

Hi ~ 
Vfrth your perml--sion, 03n• I tak a look at this very high profile case for us? 
Michael 

--
Case Uo. -

1 

This is an extremely high profile case. 

ch,'-
<Dur l ~te.JF(( . f-cq"1 

Cu/f 'f- reu-~t-i J~-"4"'c..e_ 
f/,j{<R(( d,. ~~ h'-4' 

Can you search the databa~e to figure out his medication history and whether he is a Clozapine candidate? 
He apparently lac~ competency. 
Obvious y issues of voluntary blood draw and voluntary taklng..af-medications would be appropriate 

Michael Golding, M.O. 
Sta~ 'd~ Chief P~c.hiatrht 
Mental Health Support Program 
earrtornia Departm!mt of CorrectJon'.. and R!:habilitation 

Phon'!: 916.662.6541 
Ema fl: mi cha o:l.go lding@cdu.ca .gov 

SaveO,ur 
water 
Leam easy ways to u ve water 
durin9 California's drought at 

SaveOurVlater.com 

• 
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Physical Health Monitoring for Psychotropic Medication (not High Dose) 
Thia guidance haa ti.en developed ualng BNF end summary of producl characterlstlc:8 lor 
euent!al monitoring lor payei.otroplc medication In Adull M@ofl tal Heanh. Annual hfflth 
chMk ls recommended. 

M~lcatrOn FreQ1.,'8"1C')' B '.W,•,-e19~1 1 FTs U&.::so' ECG 
eCFR 

lilt\ium• 1"111~11nn;,1otlA CMno- "I 

3 _mon:hly 
6 mon:til 
8MU81!y 

\';tlpm.,to init i., ticJn 
8MU811y 

I 

1
Lamo111glne 1-u,3on ~kin 

nuenon o:tv~ 

Vr.n!."lf.-uinn initi;ilion 
posLccs.._incrua!~ 
6 mon:ti 

Ci1alopram Initiation 
I 

:Escit., initiation 
I 
Tricyt:lics initiat<>n 

Antlpsyc:notca lnlttat.on .. V 

I l':r .,c 1'110~ ost ~ lncreaae 
, "ilCEr'II k f o ~ Aflcr 1 munlh .. 
SPC t:r tie 
ar.At f k: lln-9) 3 mon:hs ... 

6 mon:hs <lli:11\l, iru, 

9 mon:hs ~anzapine 
an nual .. ., 

A. bcitora lhlnPf !llnd Ulng fh1ll &II montlll 
I • anrr If st.Apccted nr cxl~tlng c~rdliJC protilem 
C • rccognlso s.lgns DI bloo d 1!1$..:)rdin j iJna•mlal'b,ulslng - Info fer f)Q'l lanls~ Chacl: bllfOre su:rgary 
D "10 ,~,~ out h,'Po~gl~•ml~ I' u .. ng clomlpr.:amlna 
I• avoid I pnr,e11111t119 ta'lltall dlHIH .. call .. llllL!IIII\A ftH It c~ dOSII 
~ • •tt •~ l"'ldalu (sign IIOSl to ... ) 
HDAT ltfig!t One Antipeyd,cit~ The,am • lllaiori1r monitomg 111 HciDndaty c•i.. SM Hpante 11\lid.,ce ... 

u levels FBC HbA , LFfs Br Llprds. 
Gl.1co~e 

•! \ \ .. 
\ 

ulanz.a inc 
.. 

.., ub-,.r.:, ne 
ula.,UJ.ille ., ·J \ ... 

R Nk ~, )1l fH1 ·,.th l th UT 1't'h1f"1.)1· 

• :.•:w j l'..:1J M 

• :::.i:."'¢'11"L"ia:1'" er.~~ ]l,'•C~. ,•,:Eh. 1.rnrn 
• C. ,.., u ,q1 .. U' Jr,"-.;11 .Joi~••- • .:-. UN.»•;, t..:. •• • 
• :i.,,1(.1·•~=t~ vct\;,r.• nt,, 41'»: ff".)<! 
• ._.;.\,I tt-!fff allt.Jlf ~ h -l&.HUW" l ~• 

CN-, ll)J 1~ 111 M'9IIII IIHI ,-4-,,11 TNl1 I lg!Mtl 117 •t clt'te.l 11011"1IIMIOlfft!I f'Wtll -ff ......,."fflf Net ltir.tll"fll"" 
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.. 

Medication Non-Compliance Appointments at CHCF 

There were 17 medication non-compliance appointments scheduled at CHCF for the month of August. 

10 were •completed•: 8 on-tlme, 2 refused 

7 were cancened: 5 as CancelledUnspeclfied, 1 as SchedulingError, 1 as SchedulingConflict 

Thus CHCF appears to be 59" compliant with completing medication non-compliance appointments, 
since refused appointments are counted as completed. The percentage of scheduled medication non­
compliance appointments that were seen on time wast7" (8 divided by 17). The Performance Report 
shows compliance for medicatio0n non-compliance consults·completedwithin 7 days. 1. 

It Is Important to note that the Timely MH Referrals report excludes cancelled appointments. 
Appointments are frequently cancelled on the day of the appointment, often due to the patient refusing 
to attend or not showing up, and these are sometimes coded as CancelledUnspecified due to the 
provider not giving an appointment cancellation reason. In the case of the medication non-compliance 
appointments, these are patients who have been flagged as medication non-compliant and require an 
appointment with a psychiatrist within 7 days, per policy. Many, but not all, of these cancelled 
appointments are rescheduled, but the patients who do not have their appointment rescheduled do' not 
receive their required medication non-compliance appointment. By removing cancelled appointments 
from the calculations, this Indicator Ignores these patients, and reports a falsely elevated timely 
completion rate. 

One might arg~e that this is an indicator for timeliness of referrals, and thus should onty Include 
referrals that were completed. Howrttr, If a 'referral Is required by policy, but is never done, that 
required referral is not timely, and this deficiency needs to be recorded. An indicator that only reports 
on the timeliness of completed consults, and e•cludes all consults that were cancelled or never occurred 
despite being required, is not v.ery, helpful, and is incredibly misleading. Plus, the definition of the Tamely 
MH Referrals denominator Is •Number.of Routine, Urgent, Emergent, Med Refusal, and RVR MHA 
referrals that either'came due or were completed during the reporting period.~ Thus even though these 
cancelled appointments were not completed, they came due during the reporting period and should be 
included in the compliance statistics. 

More concerning, per the Hu~dle Report on 8/3/18, for that ONE day, 225 patients were flagged as 
·psychiatric medication non-compliant (had refused SO+" of their psychiatric medication doses in 1 

week, or refused three consecutive days of psychiatric medication, or refused one dose of a critical 
psychiatric medication). To get this number I had to open the Huddle Report for each Care Team (e.g. 
DSB, D6A- each entry with ii number listed below Is a separate Care Team), scroll down to the section 
titled •EHRS Institutions Only: Patients with Medication Administration Polley Alerts (All Medication 
Admln Alerts):", and sort through to find the psychiatric medication refusals. Many of the .patients only 
had medical medications listed, so those patients were excluded. Additionally, many patients had . 
medications listed that could have been prescribed by either Medical or Psychiatry - If there were no 
other psychiatric medications listed for that patient, I e><cluded the patient and assumed the medication 
was prescribed by Medical, thus 22S Is likely lower than the real total. 

1. This number was obtained by excluding the cancelled appointments from the denominator, countlna the 
refusals as timely completions, Including one of the cancelled appointments as completed, and counting one of the 
completed appointments twice. 
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lthough It would have taken minutes to get the above data If I had access to the database and could 
run a query for CH Cf patients who were nagged as non-compliant with psychiatric medication, 
compiling this Information manually took me o•ter 3 hours. 

Please note, 225 Is the number of patients na11ted on QM day. If we were to extremely conservatively 
estimate that those 225 patients are the only patients at CHCf who were nagged as psychiatric 
medication non-compliant for the whole month of August. then 8 of the 225 (Iii) patients actually 
received their required appointment. It Is hlgh~f likely that there were more patients flagged as 
psychiatric medication non-compliant If the whole month of August were Included, not just I single day, 
In which case this percentage would be lower. 

Addltlonally, the Timely MH Referrals Indicator reported 291 MH referrals at CHCf during the month of 
Ausust. This figure only Includes the 12 previou1sly mentioned medication non-compliance 
appointments. If every patient who required a ,medication non-compr11nce appointment had one 
scheduled for them, at the very least there would be 213 (225 minus 12) additional MH referrals, for a 
total of 504 MH referrals during the month of "1ugust. Using this more accurate, but still extremely 
conservative, figure, the percentage of MH refeirrals completed on-time would be 55", not 96" as Is 
reported In the Performance Report. • • 

Number of patients who were flagged as psychilatrlc medication non-compli1nt on 8/3/2018 In the CHCF 
Mental He1lth Huddle Report, listed by tare Te1m: . 

AlA 5 

• A18 3 

A2A s 
A2B 4 

BlA 2 

BIB 3 

B2A 0 

B3A 1 

B3B 2 

84A s 

84B 1 

BSA 6 

BSB 4 

B6A 4 

B6B 3 

--------· 
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Ill 3 

CIA 1 

C11 1 

C2A 0 

Cl 1 

QA 0 

OI 1 

CAA 0 

CAI 2 

CSA 1 

CSI 0 

aA 1 

cu 1 

D1A 1 

D11 2 

D2A 0 

D21 1 

DSA 1 

D38 1 

04A 0 

041 1 

DSA 0 

DSB 0 

D6A 1 

D6I 0 

D7A 0 
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C 7G,OO 14 

UAOMS 2 

UA 26-SO l 

UASl•7S l 

UA76-00 2 

YlorkCttw ll 

Total • 22~ p11i..r,ti (Mt mediutlrini) w~,~ fl,.u~d 11 tl"A-Uiffl""'"' with rt~ rr,,aiiat(JG 
medication tUt!Clon_e/J/Je. Thk flnl1 l~lu-S~ tt"11t ~tl'!nts whir. SJ ttfu~ 3 ~~I"? 

d•'fl of pt,yc.hlatri( mtdic.lt,on; o, ?J rtfu~ ~~ "' "'°'' "' tMlr ~~tile rn-.d~ dr.l''-S 
In• wtt~; or 3) refu~d OM do~"' a critlul v,,thl.tttlr. ~iu,,.,,.. 
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. . . 

Date RanG• l-",g111t ... , 
H Trand~,.. l"o "' li,d.Qu,r Hurnl>tl"I 1- vj O>lon !Grun, <r1ILo,o. lttd, 011\tr ,~ 

SOatl.q>,i , ..... ..,, 
~dCOUMol• ... , 

CHCF Mental Health Performance Report for 8/1/18 ta 8/31/18 
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~ L l l(a ... CftaJ~~ 

Psychiatry Contacts 

10/01/17-03131/18 

II of Psy _ Contact Column Labels 
Avg per Avg EUP 

Institutions EOPML EOPMod Total 30 days ML Pop Rate 

ASP 12 12 2 1 2.00 

CAL 1 1 0 NIA 
CCI 33 33 6 5 1.10 

CCWF 1,059 14 1,073 179 131 1.37 

CEN 2 2 0 NIA 
CHCF 2,269 488 2,757 460 ·575 0.80 

CIM 11 11 2 NIA 
CIW 701 58 759 127 84 1.51 

CMC 3,786 15 3,801 ,634 541 1.17 

CMF 2,456 122 2,578 430 445 0.97 

COR 2,490 185 2,675 446 585 0.76 

CRC 5 5 1 1 0.83 

CTF 11 11 2 2 0.92 

DVI 2 2 0 NIA 
FSP 32 32 5 3 1.78 

HOSP 9 9 2 4 0.38 

ISP 1 1 0 1 0.17 

KVSP 1,148 288 1,436 239 217 1.10 

LAC 3,745 479 4,224 704 667 1.06 

MCSP 3,595 344 3,939 657 663 0.99 

NKSP 10 1 11 2 NIA 
PBSP 10 10 2 2 0.83 

PVSP 3 3 1 1 0.50 . 

RJD 4,047 325 4,372 729 831 0.88 

SAC 2,336 8 2,344 391 509 0.77 

SATF 3,409 105 3,514 586 642 0.91 

sec 7 7 1 1 1.17 

SOL 19 19 3 4 0.79 

SQ 549 64 613 102 59 1.75 

SVSP 2,907 18 2,925 488 587 0.83 

VSP 1,757 59 1,816 303 354 0.85 

WSP 10 1 11 2 NIA 
Total 36,432 2,574 39,006 6,501 6,915 0.94 
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Medication Non-Compliance Appointments at CHCF 

There were 17 medication non-compliance appointments scheduled at CHCF for the month of August. 

10 were "completed": 8 on-time, 2 refused 

7 were cancelled: 5 as Cancelled Unspecified, 1 as SchedulingError, 1 as SchedulingConflict ~ «- f-w, 
Thus CHCF appears to be 59% compliant with completing medication non-compliance app_oin~men(s, l~ 
since refused appointments are counted as completed. The percentage of scheduled med1cat1on non- vJ>fe f..CJt\ 
compliance appointments that were seen on time was 47% (8 divided by 17). The Performance Report ~QJ J 
shows 100% compliance for medication non-compliance consults completed within 7 days. 1 ~ - :,_ • 

It is important to note that the Timely MH Referrals report excludes cancelled appointments. 
Appointments are frequently cancelled on the day of the appointment, often due to the patient refusing 

to attend or not showing up, and these are sometimes coded as Cancelled Unspecified due to the 

provider not giving an appointment cancellation reason. In the case of the medication non-compliance 

appointments, these are patients who have been flagged as medication non-compliant and require an 

appointment with a psychiatrist within 7 days, per policy:Many, but not all, of these cancelled 

appointments are rescheduled, but the patients who do not have their appointment rescheduled do not 
receive their required medication non-compliance appointment. By removing cancelled appointments 

from the calculations, this indicator ignores these patients, and reports a falsely elevated timely 

completion rate. 

One might argue that this is an indicator for timeliness of referrals, and thus should only include 

referrals that were completed. However, if a referral is required by policy, but is never done, that 

required referral is not timely, and this deficiency needs to be recorded. An _indicator that only reports 

on ~he timeliness of completed consults, and excludes all consults that were cancelled or never occurred 

despite being required, is not very helpful, and is incredibly misleading. Plus, the definition of the Timely 

MH Referrals denominator is "Number of Routine, Urgent, Emergent, Med Refusal, and RVR MHA 

referrals that either came due or were completed during the reporting period." Thus even though these 

cancelled appointments were not completed, they came due during the reporting period and should be 

included in the compliance statistics. 

More concerning, per the Huddle Report on 8/3/18, for that ONE day, 225 patients were flagged as 

psychiatric medication non-compliant (had refused 50+% of their psychiatric medication doses in a 

week, or refused three consecutive days of psychiatric medication, or refused one dose of a critical 

psychiatric medication). To get this number I had to open the Huddle Report for each Care Team (e.g. 

D58, D6A - each entry with a number listed below is a separate Care Team), scroll down to the section 

titled "EHRS Institutions Only: Patients with Medication Administration Policy Alerts (All Medication 

Adm in Alerts):", and sort through to find the psychiatric medication refusals. Many of the patients only 

had medical medications listed, so those patients were excluded. Additionally, many patients had 

medications listed that could have been prescribed by either Medical or Psychiatry - if there were no 

other psychiatric medications listed for that patient, I excluded the patient and assumed the medication 

was prescribed by Medical, thus 225 is likely lower than the real total. 

1. This number was obtained by excluding the cancelled appointments from the denominator, counting the 
refusals as timely completions, including one of the cancelled appointments as completed, and counting one of the 
completed appointments twice. 
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Although it would have taken minutes to get the above data if I had access to the database and could 

run a query for CHCF patients who were flagged as non-compliant with psychiatric medication, 

compiling this information manually took me over 3 hours. 

Please note, 225 is the number of patients flagged on one day. If we were to extremely conservatively 

estimate that those 225 patients are the only patients at CHCF who were flagged as psychiatric 

medication non-compliant for the whole month of August, then 8 of the 225 (9.6%) patients actually 

received their required appointment. It is highly likely that there were more patients flagged as 

psychiatric medication non-compliant if the whole month of August were included, not just a single day, 

in which case this percentage would be lower. 

Additionally, the Time ly MH Referrals indicator reported 291 MH referrals at CHCF during the month of 

August. This figure only includes the 12 previously mentioned medication non-c_ompliance 

appointments. If every patient who required a medication non-compliance appointment had one 

scheduled for them, at the very least there would be 213 (225 minus 12) additional MH referrals, for a 

total of 504 MH referrals during the month of August. Using this more accurate, but still extremely 

conservative, figure, the percentage of MH referrals completed on-time would be 55%, not 96% as is 

reported in the Performance Report. 

Number of patients who were flagged as psychiatric medication non-compliant on 8/3/2018 in the CHCF 

Mental Health Huddle Report, listed by Care Team: 

AlA 5 

A1B 3 

A2A 5 

A2B 4 

81A 2 

81B 3 

82A 0 

83A 1 

838 2 

84A 5 

B48 1 

BSA 6 

85B 4 

"86A 4 

868 3 
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ClA 1 

ClB 1 

C2A 0 

C28 1 

C3A 0 

C38 1 

C4A 0 

C48 2 

CSA 1 

CSB 0 

C6A 1 

C68 1 

DlA 1 

01B ' 2 

D2A 0 

D2B 1 

D3A 1 

038 1 

04A 0 

04B 1 

DSA 0 

05B 0 

DGA 1 

06B 0 

07A 0 
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D7B 1 

E 01-25 32 

E 26-50 23 

E 51-75 42 

E 76-00 34 

ElA 01-25 2 

ElA 26-50 1 

ElA 51-75 3 

ElA 76-00 2 

Work Crew 11 

Total = 225 patients (not medications) were flagged as non-compliant with their psychiatric 

medication at CHCF on 8/3/18. This only includes the patients who: 1) refused 3 consecutive 

days of psychiatric medication; or 2) refused 50% or more of their psychiatric medication doses 

in a week; or 3) refused one dose of a critical psychiatric medication. 



 

 

 
 
 
 
 
 
 
 
 

EXHIBIT BBB 
(2018-09-04-1600hrs) 
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Psychiatry lndicatJs and Biases 

Timely Psychiatry Contacts 

1. Biases due to measurement: 
a. Measured in weeks, rather than on-time versus late. This causes significant bias towards 

inflating compliance. . 
i. E.g. an Enhanced Outpatient Program (EOP) patient had a psychiatry 

appointment on Monday, 8/13/18, and their next appointment wasn't until 
Friday, 9/21/18. They were due to be seen by 9/12/18 (per Program Guide 
rules), so.are 9 days late, but due to compliance being measured by weeks, 
there are four weeks of compliance and one week of non-compliance, which is 
then r~ported as 80% compliant. If you have 100 patients, SO of whom are seen 
on time, ~nd SO of whom are seen late by one week, the reported Timely 
Psychiatry Contacts compliance rate will be 90%. It would be very easy to think 
that the 90% compliance rate meant that 90% of the patients were seen on 
time, when in actuality only 50% were. 

b. The clock resets when patients transfer. 
i. E.g. a Correctional Clinical Case Management System (CCCMS) patient had a 

psychiatry appointment on 3/5/18, and was due to been seen again by 6/3/18 
(90 days later). However, the patient transferred to a different CCCMS 
institution on 5/25/18. Instead of.requiring that the patient still be seen by 
6/3/18 (to comply with the Program Guide rules), and reporting it as late if it 
occurs after 6/3/18, this indicator resets the clock to the date of transfer, and 
only reports the appointment as late if it occurs more than 90 days after 
transfer. In this example, the patient could go 172 days (from 3/5/18 to 
8/23/18) without seeing.a psychiatrist, and still be counted as compliant. 

c. Physician orders for follow-ups prior to maximum time per Program Guide are ignored 
by this indicator. 

i. E.g. a CCCMS patient has a psychiatry appointment on 3/5/18, and the 
psychiatrist is concerned about him, so orders a follow-up appointment for 
three weeks later. This appointment was scheduled but cancelled due to 
custody, or was refused, or did not occur for any number of reasons, and the 
patient was not seen again until 6/2/18. This indicator counts that appointment 
as compliant, because it occurred within 90 days, despite the appointment 
being 68 days late based on the psychiatrist's clinical judgment, and order, that 
the patient needed follow-up within three weeks. 

' d. Sixty percent of psychiatry supervisors see patients (per our polling data), due to staffing 
shortages. The compliance numbers in this indicator are presented as having been 
obtained by line staff alone, and are used to determine psychiatry staffing needs. This 
both results in an underestimate of staffing needs, and in supervisors being unable to do 
necessary supervisory work due to having to compensate for the line staff shortage. 

e. In December 2016 the indicator was inexplicably changed to count EOP appointments as 
timely if they occurred within 45 days of the prior appointment, despite the Program 
Guide rule that EOP psychiatry appointments must occur at least monthly. This 
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significantly inflated the compliance percentages statewide, and allowed for an 

inaccurately favorable report to the court in March 2017. The indicator was not fixed 

until this change was discovered by the psychiatry team in March 2017. 

Appointments seen as scheduled 

1. Biases due to measurement: 
a. The definition of this indicator states that it measures H All scheduled appointments", 

but in actuality it only includes appointments that are coded as Seen, Cancelled due to 

ProviderUnavailable, Cancelled due to ModifiedProgram, or Cancelled due to 

TechnicalDifficulties (see snip titled Appointments seen as scheduled). It excludes 

Refusals, No Shows, and all other cancelled appointm~nts, which account for 

approximately half of all scheduled appointments. 
i. E.g. the Appointments seen as scheduled indicator reports that 95% of mainline 

CCCMS appointments in CDCR in February 2018 were seen as scheduled. (see 

attachment CDCR CCCMS a·ppointments seen as scheduled) However, per the 

Appointments report, in February 2018 in mainline CCCMS, there were 84,120 

mental health appointments, 35,642 of which were seen (see Excel 

spreadsheets titled CDCR CCCMS all appointments in February 2018 and CDCR 

CCCMS completed appointments in February 2018). Thus the percentage of 

appointments that were seen as scheduled was 42%, not 95%. 

Timely MH Referrals 

1. Biases due to measurement: 

a. Only measures the referrals that were ordered, not all of the referrals that occurred, or 
should have occurred. Ordered referrals are much more likely to be completed and done 

on time than are referrals that should have been ordered but weren't. 

\oo 1, of- pJ~"b 
,. «t """5J;jl1-,,, t--
µof- Sc ,o ,u,,-
~i-~-(c»1~~~ 

·ll Jc:1,qJA~~ 

i. E.g. on 8/3/18 at CHCF, 225 patients were flagged as non-compliant with their 

psychiatric medication (meaning they refused 50% or more of their psychiatric 

medication in a week, or refused three consecutive days of psychiatric 

medication, or refused one dose of a critical psychiatric medication). Each of 

these patients is supposed to be seen by a psychiatrist to discuss their 

medication non-compliance within seven days, or within one day for refusal of a 

critical medication. H~wever, during the entire month of August, there were 

only 17 medication non-compliance appointments scheduled at CHCF - 10 were 

seen, 7 were cancelled. The cancelled appointments were excluded from the 

Timely MH Referrals measurement, with the exception of one cancelled 

appointment that was counted as completed, despite never having occurred. 

Additionally, two refused appointments were counted as completed, and one 

seen appointment was counted twice, so the compliance was recorded as 

12/12, or 100% for the l"flOnth of August (see CHCF August Timely MH referrals 

screenshot). In actuality, 225 patients required follow-up for medication non-
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compliance on a single day in August, and only 8 patients (12 minus the 

appointment that was counted twice, minus the cancelled appointment that 

was counted as completed, and minus the two refused appointments) in the 

whole month of August had a completed medication non-compliance consult. If 

we use these numbers (8 out of 225), the compliance percentage is 3.6%. 

However, if the entire month of August is included - n<;>t just a single day - this 

compliance percentage would be much lower .. 
ii. E.g. for the month of July at CSP-Sacramento, there was one urgent MHMD 

consult, two emergent MHMD consults, and three routine MHMD consults (see 

snip titled SAC Timely MH referrals). It is unlikely that there were truly only 

three routine MHMD consults in a month at an institution with such a large 

mental health population. The far more likely scenario is that most routine 
MHMD co~sults were HorderedH by psychologists or social workers via stopping 

by the psychiatrist's desk, calling them on the phone, or emailing them, rather 

than placing an official order (see email from Dr. Golding titled "FW: MHMD 

emergent consults" ). This prevents an institution from having a low compliance 

rate despite insufficient psychiatry staffing to complete these consults, because 

these consults will not be measured by the indicator. Compare this to an 

institution with sufficient psychiatry staffing - at San Quentin during the same 
month there were 32 routine, 11 urgent, and one emergent MHMD consults 
(see snip titled SQ Timely MH Referrals). 

b. Excludes most cancelled appointments, and counts refusals as HcompletedH. As 

described in HAppointments seen as scheduled 1 a" above, all cancelled appointments, 

except those coded as ProviderUnavailable, TechnicalDifficulties, and ModifiedProgram 
are also excluded from this indicator's calculations. 

2. Biases due to lack of knowledge: 

a. Many psychiatrists appear to not know about the medication non-compliance 

appointment order in EHRS, or are not aware of the requirement to see patients who 
have been flagged for medication non-compliance. If all psychiatrists had this 

knowledge, and placed a medication non-compliance appointment order for every 

patient flagged as non-compliant, there would be thousands of medication non­

compliance appointments statewide per month. Psychiatry staffing is not sufficient to 

complete all, or even most, of these appointments, so the percentage of MH referrals 

completed on time would significantly decrease. 

3. Biases due to random error: 

a. Medication non-compliance appointments may be ordered erroneously as a psychiatry 

follow-up appointment, and thus not captured by this indi~ator. Also, as mentioned 

above, mental health referrals may be communicated to the requested provider verbally 

and an order never placed in EHRS, despite knowledge of the process and intention to 

place an order. In both of these examples the appointment is less likely to occur when 

there is no official order, due to a number of factors, including the increased likelihood 

of the provider forgetting, the provider having limited time and triaging some of these 

appointments as less important, and there being less pressure from supervisors on the 
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provider to complete the appointment in a timely manner to improve the indicator 

results. 

Appointment confidentialitv: There is an indicator for "Group treatment in a confidential setting", but 
not for psychiatry appointment in a confidential setting. However, this is an important indicator of 
quality care, and should be oAe of the measured indicators. Currently, there is no easy way to determine 
the percentage of psychiatry appointments at a given institution or level of care that were confidential, 
but it is possible to use the Appointments report to check on whether individual appointments were 
recorded as confidential or non-confidential, count all of the confidential appointments in the 
population of interest, then divide by the total number of appointments in order to get a percentage. 
This is time-consuming, but more importantly it is inaccurate, due to the following biases. 

1. Biases due to measurement: In the Electronic Health Record System (EHRS), confidentiality is 
recorded in a drop-down menu on the appointment check-out screen. The default value is 
"Confidential", thus if the provider does not change this selection, all appointments are 
recorded as confidential. If an accurate measure of confidentiality was desired, this drop-down 
menu would default to NULL (no selection), and it would require the provider to change the 
selection to either confidential or non-confidential. 

2. Biases due to lack of knowledge: If a provider does not know how to record an appointment as 
non-confidential, it is recorded as confidential (due to #1 above). 

a. E.g. in the MHCB at CCWF, the psychiatrists reported that all routine psychiatry 
appointments are conducted in the patient' s cell, not in a confidential treatment room, 
thus 100% of the routine appointments are non-confidential. All of the psychiatrists 
stated they did not know how to record an appointment as non-confidential. Per the 
Appointments report, there were 96 completed psychiatry appointments in CCWF 
MHCB in May 2018, 100% of which were recorded as confidential. 

3. Biases due to random error: Even if a provider knows how to record an appointment as non­
confidential, if they forget, or are in too much of a hurry, to change the drop-down menu to 
non-confidential, it is recorded as confidential. 

a. E.g. in the MHCB at CHCF, the psychiatrists reported that all routine psychiatry 
appointments are conducted cell-front, not in a confidential treatment room, so 100% 
of the routine appointments are non-confidential. All of the psychiatrists stated they 
knew how to record an appointment as non-confidential. Per the Appointments report, 
there were 289 completed routine psychiatry appointments in CHCF MHCB in May 2018, 
31% of which were recorded as confidential. 

Diagnostic Monitoring (Medication Administration Process Improvement Program) 

1. Biases due to measurement: 
a. Until June 2018, this Indicator ONLY measured whether annual labs and tests were 

done. MAPIP guidelines mandate obtaining baseline, 3 month, and annual labs for 
antipsychotics (except Clozapine) and mood stabilizers, obtaining labs within 14 days of 
increasing the dose of mood stabilizers, and obtaining baseline, 3 month, and annual 
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weight/height and blood pressure for antipsychotics and Clozapine. However, until June 

2018, the indicator monitoring compliance with these guidelines did not even measure 
whether baseline, 3 month, or dose increase labs and tests were done. It only checked 
to see if annual labs and tests were done, and reported 100% compliance if the annual 

lab draw and tests occurred (see Memorandum dated 7/3/2018). 
i. E.g. A patient is prescribed an antipsychotic, and has labs, a blood pressure 

measurement, and his weight obtained 8 months after starting the medication, 
but had no tests or labs done at baseline or 3 months. This indicator reports 

that this patient is 100% compliant with MAPIP, despite being only 33% 
compliant. This is very misleading,· but more importantly it is dangerous and 

poor care. If his blood pressure is elevated, he is morbidly obese, and his fasting 

lipid levels are critically high at 8 months, we have no idea whether those 

problems were all present prior to starting the antipsychotic - in which case we 

likely would not have started the medication - or occurred within the first few 

months after starting the medication - in which case we would likely have 
stopped it after obtaining the 3 month test results. Failing to obtain these labs 

and tests can lead to permanent organ damage or death. 
b. Until June 2018, it counted annual labs and tests as completed if the patient had the 

relevant labs and tests done at any point within a year of starting the medication. Since 
June 2018, it still counts annual labs and tests as completed if the patient had the 
relevant labs and tests done between 91 and 365 days after starting the medication. The 
baseline, 3 month, annual, and after dose increase criteria for obtaining labs and tests is 
not arbitrary. It was created by physicians, per their clinical judgment of the minimum 
monitoring necessary to maximize patient safety. Therefore, measuring whether the 

required tests were done at any point within a year or at any point from 91 to 365 days 
after starting the medication - not within limited periods around the baseline, 3 month, 
annual, and dose increase time points - is inappropriate, and leads to falsely elevated 
compliance. 

c. Until June 2018, it excluded patients who were not on the same medication class for the 

whole year. This inflated ~APIP compliance, because these patients were less likely to 
have had the required labs and tests, due to the provider not having had an entire year 
during which to have ordered labs and tests. 
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€,,mtr 'tfA ~ Cons u \+ _s -iiiiiiiiiii.,ii@ __ c_oc_R _________ -i:l .... : 4:~l.i..R ..;;;l;_'cv_(i,,iiiii2 ___ _ 

From: Golding, Michael@CDCR 
Sent: 
To: 

Thursday, August 16, 2018 4:35 PM 
@CDCR 

Subject: FW: MHMD emergent consults 

Hmm 
Michael 

Michael Golding, M.D. 
Statewide Chief.Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.golding@cdcr.ca.gov 

Save Our 
water 
Learn easy ways to save water 
during California's drought at 

SaveOu rWater .eom 

From:-@CDCR 
Sent: Thursday, August 16, 2018 4:17 PM 

To:•••••• @CDCR . 
Cc:--@CDCR; Golding, Michael@CDCR;-@CDCR;-@CDCR 
Subject: RE: MHMD emergent consults 

That is fantastic news I 
Thank you so much. 

-• cchp, Ph.D. 

Statewide Mental Health Program -
From: @CDCR 
Sent: Tuesday, August 07, 2018 2:24 PM 
To:-@CDCR 
Cc:-@CDCR cdcr.ca. oV>; Golding, Michael@CDCR <Michael.Golding@cdcr.ca.gov>;-

-@CDCR~>-@CDCR ~ 
Subject: RE: MHMD emergent consults 

1 
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Good Afternoon, Dr. --

1 believe that your emergent MHMD consult statistic for NKSP is accurate. 

One likely reason for this is that inmate-patients requiring Mental Health Alternative Housing very rarely 
receive an emergent MHMD consult; the process is mostly handled by the primary clinicians on the Crisis 
Team. While true that after-hours placements of inmate-patients into MHAH usually involve a nurse calling 
the on-call psychiatrist, our process here at NKSP does not generate ·an emergent MHMD consult since 
technically that would ·require the on-call psychiatrist to complete a face-to-face examination of the patient 
within the emergent four-hour window (possibly in the middle of the night). 

Another reason for our low number of emergent MHMD consults is that we encourage health care staff 
members to communicate their patient care concerns directly to our psychiatrists who are very responsive 

.overall. For example, if a patient is experiencing a side effect from a medication, the primary clinician, nurse, 
medical provider, etc. may directly contact the treating psychiatrist who will triage each problem to determine_ 
whether this matter can wait until next week; wait until tomorrow; or need to be addressed immediately. This 
is much preferred to the practice of reflexively ordering an emergent MHMD consult for "side effects." 

Finally, I would hope that the relatively low number of emergent MHMD consults at NKSP is an indication that 
we have things running fairly smoothly here; I certainly am not hoping for more psychiatric emergencies at 
NKSP! 

Please contact me if you have further questions/concerns about this matter. 

,MD 
SENIO.R PSYCHIATRIST SUPERVISOR 
NORTH KERN STATE PRISON 

From:llllllllllll@CDCR 
Sent: Tuesday, August 07, 2018 11:57 AM 
To: @CDCR 
Subject: FW: MHMD emergent consults 

Hi, did you see this? The one emergent consult was fo 
I think it is best if you respond to this. 

Thanks. 

_,Ph.D. 

From:-@CDCR 
Sent: Thursday, July 26, 2018 1:29 PM 
To:-@CDCR~>; 

on 7/19. 

@CDCR 

2 
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' ,• '1-4~ _(&;@ (~ 
. . Cc: Golding, Michael@CDCR <Michael.Golding@cdcr.ca.gov>;-@CDCR~>;­
-@CDCR~> 
Subject: MHMD emergent consults 

Hi, 

At our HQ monthly MHPS meeting, NKSP's timeliness with consults was reviewed. We noticed there was only one 
emergent MHMD consults for the month of July. While that would be great if it were true that there were that few 
emergencies, it seems very low. Can you verify that these consults are being ordered? 

Thank You, 

Statewide Mental Health Program 

3 
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C LI O IA CO C 10 L 

HEALTH CARE SERVICES 
MEMORANDUM 
Date July 3, 2018 

To All Healthcare Staff 

From Headquarters Mental Health 

Subject 
CCHCS Healthcare Dashboard Diagnostic Monitoring Methodology Change and 
Mental Health Registry Enhancements 

Beginning June 2018, the Diagnostic Monitoring measures on the Statewide Dashboard will adopt the 
new performance measurement methodology included in the new MAPIP Measure Summary. This 
update also aligns the Dashboard methodology with the current Psychotropic Medication Monitoring 
Requirements adopted by Mental Health in September 2015 (memo). Various additions and 
enhancements were also made to the Mental Health Registries to support Institutions in improving 
patient care following this performance measurement overhaul. 

Dashboard Methodology Expl_ained 

The new dashboard specification documents can be found here and will be added to the PDF version 
of the dashboard specifications in July. The old specification documents will be stored here for 
comparison purposes. Although there is some variation between each of the 41 dashboard measures, 
the table below gives a general overview of how the methodologies differ across most of these 
measures. As you will see, the new methodology will require a greater level of diligence to achieve 
higher performance scores on the dashboard. 

Old Methodology 

All patients who received 
appropriate psychotropic 
monitoring screening/ test 
within the past 12 months. 

Only Patients prescribed 
the same psychotropic 
class of medication every 
month for the past 12 
months. 

New Methodology 

Received appropriate psychotropic monitoring screening/ test within 
the com Hance timeframe•: 

*Baseline: Completed within 90 days before the medication start date 
and 14 days after 

•3 Month: Completed between 15 and 90 days after the start date 
*Annual: Completed between 91 and 365 days after the start date 

Patients prescribed a psychotropic class of medication with a 
compliance da'te that came due• during the measurement period. 

*Baseline: 14 days after the medication start date 
•3 Month: 90 days after the medication start date 
*Annual: 365 days after the medication start date 

Patients ore considered to be consistently on o psychotropic medication class (i.e. Antipsychotics, Lithium, etc.) as long as they do not have o 
gap of more than 45 days between prescriptions. Switching between different antipsychotic medications does not impact the medication 
start date. 

CALIFORNIA CORRCCTIONAL 

HEALTH CARE SERVICES 
P.O. Box 588500 

Elk Grove, CA 95758 
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HEALTH CARE SERVICES 
Enhancements to the Mental Health Registries 

In order to support improvement efforts in these new dashboard performance measures, the Mental 
Health registries have been updated with new fields, filter options, and alert rules . Institutions can now 
use these registries to proactively track and monitor patients with labs or charting requirements that 
are due soon and take action before falling out of compliance, effectively improving future 
performance. 

MENTAL HEALTH - MASTER REGISTRY 

r~ .. 1C·UW · i'l.'l il :.11. r 
1.r;:11c:~.·. -= ~~ -: :·· 1r- ..-

.,_."-bOlllo,._... 

1•11•• 1•11 
t= ~ 

~ 

....... ..... ...... 

0 t:# : 
.......... 

'''fCl'I °'"'' ..... ......... 
~ 

= ···· 
~ ~ II ~ ., 4 . ~ ., ~ 

~ - lll!!. ~ "'"" l!laL 1""'- 4nl• [Olfl 

o-.c,u11 

The Mental Health Master Registry still exists as a tool for users to quickly find all patients in the Mental 

Health program at any institution. Users can then navigate to any Sub-Registry (i .e. Anti-Depressants, 

Clozapine, etc.) by simply clicking on the column header (outlined in yellow above) . Three new data 

points were also added to the report (outlined in re~ above) : 

• Expired Psych Meds: Shows the count of a patient's psychotropic medication expired in the past 

3 days or expiring in the next 3 days (hover for details). 

• Psych Med Admin Alert: Displays a check mark if a patient missed any High Alert or PC2602 

medication, 50% or more of administrations within the past 7 days, or 3 consecutive days of any 

one medication (Psychotropic Medications only- hover for details) . 

• Psych Drug-Drug Alerts: Displays the highest level of drug interaction, if one exists, between 

active psychotropic medications and any other active prescription . Users can hover over the 

interaction for more details or click to access the Drug-Drug Alerts report. 

MENTAL HEALTH - SUB-REGISTRIES 

f ·~· l ~ r-:~.;' .. ': ! ! 11 ,·. I 11
; 

1/:J,rrr:. -~=·r·- 1~ 1 

All 6 of the Mental Health Sub-Registries will look and act similar to their prior versions but have 

significantly enhanced functionality outlined below. In addition, all flagging rules have been updated to 

match the new Diagnostic Monitoring performance measurement methodology. 

HEALTH CARE SERVICES 
P.O. Box 582500 

Elk Grove, CA 95758 
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HEALTH CARE SERVICES 
Description 

All Sub-Registries now include each 
patient' s most recent Height, Weight, 
and Blood pressure 

Hovering over any flag in the registries 
will show the reason for the flag, the 
compliance interval (i.e. baseline, 3 
month, annual), and the last date the 
lab/ charting was completed . 

New filter options allow users to 
quickly find all patients with a lab or 
charting requirement due within the 
next 30 days. 

ACCESS AND TRAINING 

REPORT ACCESS 

Example 
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Click here to access the QM Portal Care Team Tools & Operational Reports page; you will find the 

enhanced Mental Health Registries under the "Behavioral Health" section. A Definitions document that 

provides detailed information about report features and data sources is linked on the top right corner 

of each registry. 

TRAINING 

Quality Management will hold a training on the MAPIP Measure Summary and Mental health Registry 
updates at the next two QM Webinars (July 11 th and 18th), held every Wednesday from 1-3 pm. Please 
click here for more deta ils. 

Questions? 

Please direct any questions to the appropriate group below: 

Mental Health Policies and Procedures: MHPolicyUnit@cdcr.ca .gov 
Data Issues: QMStaff@cdcr.ca.gov 

I 

HEALTH CARE SERVICES 
P.O. Box 588500 

Elk Grove, CA 957 58 



 

 

 
 
 
 
 
 
 
 
 

EXHIBIT CCC 
(2018-09-04-1700hrs) 

Case 2:90-cv-00520-KJM-DB   Document 5988-6   Filed 10/31/18   Page 1 of 36



Case 2:90-cv-00520-KJM-DB   Document 5988-6   Filed 10/31/18   Page 2 of 36

DASHBOARD 5.0 
Specifications 

Domain 
I 
I' 
Measure • 

Definition 

Denominator 

Numerator 

~ 

Rate Ca lculation 

Data Source(s) 

Reporting Frequency 

Background 

Population Health Management 

Antipsychotlcs - Lipid Monitoring 

Percent~ge of patients prescribed Antipsychotics who received appropriate 
Lipid Profile monitoring that came due• within the measurement period. 

Patients prescribed Antipsychotics .. with a baseline, 3 month, or annual 

Lipid Profile test that came due• during the measurement period. 

••For specific requirements for patients to lbe considered on Antipsychotics: 
Click Here for Internal HCS Users 
Click Here for Public Internet Users 

*Baseline : 14 days after the medication star1 date 
•3 Month: 90 days after the medication start date 
• Annual (Year ll: 365 days after the medication start date 
•Annual (Year 2+1 : 365 days from the last Annual Lipid profile test 

• A patient is considered to be consistently o,n antipsychotics as long as they 
do not have a gap of more than 4S days since their last prescription. 
Switching between different antipsychotic medications does not impact the 
medication start date 

Patients In the denominator who received a Lipid Profile test within the 
compliance range. 

Baseline : Completed within 90 days before the start date and 14 days after 
3 Month: Completed between 15 and 90 days after the start date 
Annual (Year .1,J ompleted between 91 andl 365 days after the start date 
Annuc11, ~u :: • Completed within 365 days since the last Lipid Profile Test 

Statewide: Percentage is the sum of the numerators divided by the sum of 
the denominators times 100. 
Institution: Percentage is the numerator divided by the denominator times 
100. 
Care Team: Percentage is the numerator divided by the denominator times 
100. 

Electronic Health Record System (EHRS) 

Monthly 

Health Care Services Performance Improvement Plan {PIP) Objective : 

Pagel of 2 
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DASHBOARD 5.0 .. ~ ',;,.,, 
Specifications - &r -

Domain 

Measure 

Population Health Management 

Antipsychotics - lipid Monitoring 

By December 31, 2016, 90% or more of patients prescribed select high risk 
medications will have appropriate diagnostic monitoring. 

Goal/Ranking Hlgh>=90% 
Moderate 75% - 89% 

Low<75% 

Comments This measure is a component of the Diagnostic Monitoring composite 
measure shown on the Dashboard. 

Last Revised 20180601 SDP 

Click Here to: Click Here to : 

Return to Composite Return to Home 

Page2ol2 
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From: "Golding, Michael@CDCR" <Michael.Golding@cdcr.ca.gov>
Date: September 18, 2018 at 4:19:06 PM PDT
To: " @CDCR" < @cdcr.ca.gov>
Subject: Re: MH Memorandum: Updated MHCB Referral, Referral Rescission, and 
Discharge Policy and Procedures 

Hi,

A significant change seems to be that the decision for discharge is made by the primary 
clinician (the psychologist) OR the IDTT. That’s what the memo says. 
“Clinical discharge means the primary clinician OR treatment team has determined that 
a patient requires a different level of care”

So verbal assent even by the psychiatrist is no longer needed, it seems because the 
primary clinician can now make the decision, per the memo, without even the IDTT. 

If the primary clinician needed to consult the treatment team before a discharge 
decision was made it would’ve said the primary clinician “AND” the IDTT. 

Our psychiatrists noticed this change immediately. It was pointed out to me.

Best,
Michael

Sent from my iPhone

On Sep 18, 2018, at 4:04 PM, @CDCR 
< @cdcr.ca.gov> wrote:

This is just the policy that finally made it through the negotiation with the union. 

As we have discussed several times, I have sought legal clarification of discharge 
requirements. 

The language in the attached memo is not a change of the policy. The change had 
mostly to do with the medical hold issue, which is highlighted and captured in the email 
below. 

Sent from my iPhone

On Sep 18, 2018, at 3:52 PM, Golding, Michael@CDCR 
<Michael.Golding@cdcr.ca.gov> wrote:

“Clinical discharge means the primary clinician or treatment team has determined that a 
patient requires a different level of care and discharge orders are placed and the 
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inmate/patient can be moved.”

Hi,

Is this the clarification of the policy that was elevated twice to deal with the need for 
psychiatric clearance when a patient leaves a crisis bed to go to a lower level of care?

Or is there something else?

Best,
Michael

Sent from my iPhone

Begin forwarded message:

From: "CDCR MHPolicyUnit@CDCR" <m_MHPolicyUnit@cdcr.ca.gov>
Date: September 18, 2018 at 2:25:18 PM PDT
Cc: " @CDCR" < @cdcr.ca.gov>, "  

@CDCR" < . @cdcr.ca.gov>, "  @CDCR" 
< . @cdcr.ca.gov>, "  @CDCR" 
< . @cdcr.ca.gov>, "  @CDCR" 
< @cdcr.ca.gov>, "  @CDCR" 
< . @cdcr.ca.gov>, "  @CDCR" < . @cdcr.ca.gov>, 
"  @CDCR" < @cdcr.ca.gov>, "Golding, Michael@CDCR" 
<Michael.Golding@cdcr.ca.gov>, "  @CDCR" < . @cdcr.ca.gov>, 
"  @CDCR" < . @cdcr.ca.gov>, "  @CDCR" 
< . @cdcr.ca.gov>, "  @CDCR" 
< . @cdcr.ca.gov>, "  @CDCR" 
< . @cdcr.ca.gov>, "   (HCS)@CDCR" 
< @cdcr.ca.gov>, "  @CDCR" 
< . @cdcr.ca.gov>, "  @CDCR" 
< . @cdcr.ca.gov>, "  @CDCR" 
< . @cdcr.ca.gov>, "  @CDCR" 
< . @cdcr.ca.gov>, "  @CDCR" < . @cdcr.ca.gov>, 
"  @CDCR" < . @cdcr.ca.gov>, "  @CDCR" 
< @cdcr.ca.gov>, "  @CDCR" 
< . @cdcr.ca.gov>, "  @CDCR" 
< . @cdcr.ca.gov>, "  @CDCR" 
< @cdcr.ca.gov>, "   @CDCR" 
< . @cdcr.ca.gov>, "  @CDCR" < . @cdcr.ca.gov>, 
" @CDCR" < . l@cdcr.ca.gov>, "  

@CDCR" < . @cdcr.ca.gov>, "  @CDCR" 
< @cdcr.ca.gov>
Subject: MH Memorandum: Updated MHCB Referral, Referral Rescission, and 
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Discharge Policy and Procedures 

 
Sent on behalf of 

 
Please review the attached memorandum and associated policy and disseminate 

as appropriate. The official implementation date of this memorandum and 
policy and procedures is October 15, 2018.  Local Operating Procedures 

(LOP) shall be updated to reflect these changes no later than October 1, 2018.  
Forward copies of the amended LOP to the following email address: CDCR 

MHPolicyUnit@CDCR.
 

To ensure staff awareness of these policy changes, Wardens and Chief 
Executive Officers shall ensure mandatory training on this memorandum and 

LOP is completed.   In-Service Training Managers shall ensure all Correctional 
Counselors, C&PR/Assistant C&PR, Sergeants, Lieutenants, Captains, 

Associate Wardens and MHCB Clinical Staff receive On-the-Job Training on 
this memorandum and LOP.  Wardens and CEO’s shall ensure staff training is 

completed and submit a proof of practice memorandum to their respective 
mission’s Associate Director by October 1, 2018. 

 
Key Revisions
This policy and procedure includes several significant changes to the MHCB 
referral requirements including but not limited to:
·         Medical clearance prior to transfer no longer required unless patients are 

on medical hold
·         Escalation process for delays in clinician to clinician contact (report delays 

to CMH, and then to CEO)
 
If you have questions or require additional information related to this 
memorandum, you may contact the Mental Health Policy Unit by email: 
CDCR MHPolicyUnit@CDCR.
 

(Sent to CEOs, Chiefs of Mental Health, Regional Mental Health 
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Administrators, Regional Health Care Executives, Associate Directors 
Division of Adult Institutions, Wardens, Correctional Counselors III, 

Classification Staff Representatives and Classification and Parole 
Representatives)

 
 

<Updated MHCB Referral Referral Rescission and Discharge Memorandum and Policy 
and Procedures.pdf>
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-~ 
• • HEALTH CARE SERVICES 

MEMORANDUM ----- -···--- ·· ___ _.. _________________ . .... .. •·--•·-·-- - ·---· 
Date Septembe r 18, 2018 

See Distribution List 
-- - - - -- -

From: 

Care Services 

Sub}ect: UPDATED MENTAL HEALTH CRISIS BED - REFERRAL, R!FERRAL RESCISSION, AND 
DISCHM&E POI.ICY AND PROCEDURES 

This memorandum and the attached revised policies, provides guidance for custody and clinical 
staff regarding Mental Health Crisis Bed (MHCB) referral and transfer requirements. It also 
announces updates to the MHCB Referral, Referral Rescission, and Discharge policy (12.05.200) 
and procedures (12.05.200.Pl) (Attached) and provides a summary of the policy and procedural 
changes for Mental Health staff. Staff shall reference the attached policy and procedures for 
specific requirements. These changes do mzl apply to Intermediate and Acute referrals. 

To ensure compliance with MHCB transfer tlrnellnes and up to a maximum of ten day length of 
stay guidelines, the followlns policy updates have been made: 

1. Medical clearance Is no longer required, prior to patient transfer for MHCB referrals, 
unless a medical hold Is present or there are concerns raised by any cllnldan during the 
referral period reprclng a patient's ability to transfer safely. 

• Patients with !!2 medical hold shall transport without medical clearance unless 
there are concerns raised by any cllnldan during the referral period regarding a 
patient's ablflty to transfer safely. 

• Patients with a medical hold win require an evaluation by a Primary care Provider 
as part of the referral documentation. If It Is determined a patient Is unsafe to 
transfer, a medical hold will be ordered consistent with Inmate Medical Services 
Policies and Procedures 12.3.1, Health Care Transfer Polley. 

HEALTH CARE SERVICES 
P.0 Box 588500 

Elle Grove. CA 95758 
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 In such cases where a medical clearance is required, the Chief Executive Officer 
shall ensure the clearances are prioritized and completed within an hour of bed 
assignment.  

2. A facility escalation process for delayed clinician to clinician contact has been added to 
address delays in obtaining MHCB transfer approvals.  

3. To ensure admission as soon as possible and never to exceed the 24 hours mandated by 
the Mental Health Services Delivery System (MHSDS) Program Guide (2009 Revision), 
the following processes shall be followed: 

a. For external transfers (patients required to travel to another institution), it is 
expected that the patient will be in transit in sufficient time to allow the patient 
to be assigned a bed and housed in the MHCB within 24 hours. Institutions shall 
contact the Statewide Transportation Unit to check if there is a transport team 
available to transfer the patient. If a transport team is not available, the 
referring institution is required to provide their staff to conduct the transfer.  
However, for trips expected to exceed 10 hours round trip, institutions should 
arrange for their transportation teams to meet partway in order to reduce travel 
time. Institutions shall redirect staff and/or utilize overtime as necessary to 
ensure these timelines are met. Should custody overtime be required for MHCB 
transports, please ensure staff use the Psychiatric Transport Inmate (PTI) code in 
Telestaff for the proper tracking of these expenditures. It is understood that the 
redirection of staff to facilitate transports may result in yard and/or other 
program closures.   

b. Transfers within the same institution (internal transfers) shall occur within two 
hours of bed assignment.  Institutions shall not delay facilitating movement to 
wait for medical clearance or clinician acceptance.  Once the bed is assigned, 
custody staff shall escort the patient to the MHCB unit immediately. 

c. When patients are clinically discharged from crisis beds or inpatient beds, they 
shall be moved from the bed to their assigned institution in an expeditious 
manner to ensure bed availability for patients awaiting MHCB placement. Per 
the MHSDS Program Guide (2009 Revision), patients who have been clinically 
discharged from MHCB shall be transferred as soon as possible and not to 
exceed 72 hours.  However, it is the expectation that patients transfer occur the 
following calendar day. Institutions shall contact the Statewide Transportation 
Unit to check if there is a transport team available to transfer the patient. If a 
transport team is not available, the referring institution is required to provide 
their staff to conduct the transfer.  However, for trips expected to exceed 10 
hours round trip, institutions should arrange for their transportation teams to 
meet partway in order to reduce travel time. Institutions shall redirect staff 
and/or utilize overtime as necessary to ensure these timelines are met. Should 
custody overtime be required for MHCB transports, please ensure staff use the 
Psychiatric Transport Inmate (PTI) code in Telestaff for the proper tracking of 
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these expenditures.  If no transport is required (internal transfer), the patient 
shall be returned to housing within two hours of clinical discharge.   

 Clinical discharge means the primary clinician or treatment team has 
determined that a patient requires a different level of care and 
discharge orders are placed and the inmate/patient can be moved. 
There will be instances where time frames are not met due to 
extenuating circumstances such as the patient refusing to exit the cell 
and the de-escalation process commences, or inclement weather. 
When a patient refuses to vacate the cell, the institution clinical staff 
shall order a refusal order and document consistent with the attached 
policy and controlled use of force policy per Department Operations 
Manual, Section 51020.12. For all delays, the Classification and Parole 
Representative (C&PR) or designee shall document the information in 
the Case Notes section of the Strategic Offender Management System. 

d. Patients that cannot be returned to their originating institution shall be referred 
to Health Care Placement Oversight Program for a “Re-Direct” endorsement. It 
is understood that these patients may not be moved in the time frames 
identified in section 4.c above.  The patient should be transported by the 
following calendar day.  If the patient is endorsed to the MHCB institution where 
currently housed, the patient shall be moved within two hours of endorsement 
notification.  

e. Clinical staff shall communicate to custody staff immediately when patients are 
being discharged to eliminate unnecessary discharge delays. Staff shall not wait 
until all Interdisciplinary Treatment Teams (IDTT) are completed to 
communicate discharges. Discharge orders shall be written immediately upon 
discharge and verbal or email communication to designated custody staff shall 
occur immediately after each individual patient’s discharge.  

f. Existing policy requires correctional counselor participation in the IDTT process.  
When a patient is being discharged from an MHCB, the assigned counselor shall 
make contact with the C&PR’s office, as well as the Watch Commander, and 
provide the CDCR number and name of the pending discharged patient to allow 
preparation for transport to begin. If counseling staff are not present during the 
IDTT, Mental Health staff shall make contact with the C&PR’s office, as well as 
the Watch Commander, and provide the CDCR number and name of the pending 
discharged patient.  This communication may also allow multiple patients to be 
scheduled on a single transport. 

g. Typically when patients are discharged from an MHCB or inpatient bed, the 
patient’s “home” institution is responsible for picking up the patient upon 
discharge.  The expectation for institutions with 30 or more MHCBs or inpatient 
beds is that they should arrange for the delivery of the patient back to their 
home institution via Statewide Transportation or if unavailable, their own 
transportation teams. For trips expected to exceed 10 hours round trip, 
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institutions should arrange for their transportation teams to meet partway in 
order to reduce travel time. This will allow multiple patients to be placed on a 
transport and the bed to be vacated sooner and thus allow the bed to be 
backfilled expeditiously.  Institutions with 30 or more MHCBs include the 
following institutions: 

 California Health Care Facility  

 California Medical Facility  

 Salinas Valley State Prison  

 California Men’s Colony  

 California Institution for Men  

 California State Prison, Sacramento  
 

The following steps shall be taken to ensure patients are not typically retained past ten days 
without an Intermediate Care Facility (ICF) or Acute referral in place: 
 

1. Start Discharge Planning, including a detailed Safety Plan, on day one of the MHCB stay. 
2. Consider referring to a higher level of care at any time, if it is clinically warranted. This 

includes day one of MHCB placement.   
3. Determine if the patient is likely to require further treatment at the MHCB level of care 

past seven days, and document the consultation within 72 hours of MHCB placement. 
4. Do not wait until day ten to refer if either ICF or Acute level of care are warranted. Hold 

a special IDTT meeting as necessary to refer when clinically indicated.  
5. Custody and Mental Health shall address any issues relative to safety concerns or 

secondary gain issues (e.g. property, bed moves, etc.) at the initial IDTT.  Any action 
should be documented in the Initial Treatment Plan, when a patient is admitted to 
MHCB for clinical issues that were exacerbated by Safety Reasons. The treatment team 
shall contact the sending facility’s custody, nursing, medical or mental health staff to 
help address the patient’s needs/concerns and avoid an unnecessary readmission. 

6. Initiate the Penal Code (PC) 2602 if a patient meets criteria for a PC 2602, move up the 
hearing if possible, and if the patient transfers to a higher level of care, a phone 
testimony may be appropriate. 

7. There will be rare exceptions where a length of stay beyond 10 days is justified and 
appropriate. Per the Mental Health Services Delivery System Program Guide (2009) 
when the treatment team believes a patient requires length of stay beyond 10 days, the 
Chief Psychiatrist or designee shall be provided justification and approve the extended 
stay. These extensions shall be rare and will be monitored. CDCR Headquarters Inpatient 
Referral Unit may also be utilized as a resource for consultation and discharge planning, 
and can be contacted at cdcrdchcsdmhreferupdate@cdcr.ca.gov. 

 
The official implementation date of this memorandum and policy and procedures is  
October 15, 2018. Local Operating Procedures (LOP) shall be updated to reflect these changes 
no later than October 1, 2018.  Forward copies of the amended Local Operating Procedures to 
the following email address: CDCR MHPolicyUnit@CDCR. For custody, transfer, or other 
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operational questions, contact the Mental Health Compliance Team at DAI-
MHCompliance@cdcr.ca.gov.   

 

To ensure staff awareness of these policy changes, Wardens and Chief Executive Officers shall 
ensure mandatory training on this memorandum and LOP is completed. In-Service Training 
Managers shall ensure all Correctional Counselors, C&PR/Assistant C&PR, Sergeants, Lieutenants, 
Captains, Associate Wardens and MHCB Clinical Staff receive On-the-Job Training on this 
memorandum and LOP.  Wardens and CEO’s shall ensure staff training is completed and submit a 
proof of practice memorandum to their respective mission’s Associate Director by  
October 1, 2018.   
 

Attachments 

cc:  , Esq. 

 

 

, M.D.  

Distribution List:         

        

   

  Associate Directors, Division of Adult Institutions 

  Wardens 

    

   

    

     

  , Psy.D., MBA 

   

  , Ph.D. 

  , Ph.D.  

  , Ph.D.  

  . M.D.  

  , M.D.  

  , Psy.D.  

  , Ph.D.  

  , Ph.D.  

  Regional Mental Health Administrators 

  Regional Healthcare Executives 

  Chief Executive Officers  

Chiefs of Mental Health 
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  Correctional Counselors III, Reception Centers 

  Classification Staff Representatives 

  Classification and Parole Representatives 
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INPATIENT SERVICES Supersedes Memoranda 

dated: 
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9/06/05; 12/20/02 

12.05.200 
MENTAL HEALTH CRISIS BED- REFERRAL, REFERRAL Attachments: Yes0Nor8l 
RESCISSION, AND DISCHARGE POLICY 

Policy 

Director 
Approval: 

A patient suffering from an acute, serious mental disorder resulting in serious functional 
disabilities or who is a danger to self or others as a consequence of a serious mental 
disorder shall be referred to a Mental Health Crisis Bed (MHCB). All patient placements 
into an MHCB shall require authorization from the Health Care Placement Oversight 
Program (HCPOP) prior to placement. This includes internal placements made by 
institutions with vacant MHCBs. All MHCB referrals shall be processed with urgency, 
shall leave the referring facility as soon as possible, and shall be completed within 24 
hours. 

Transfer Delays 

In some cases, a patient may refuse to transfer to an MHCB. If a patient refuses to 
transfer, clinical staff shall document the date and time the patient became unavailable to 

. transfer, the reason for the delay, and the resolution date and time of the delay reason in 
the healthcare record. When transfer is delayed due to transfer to court or outside 
medical, follow up documentation shall occur immediately upon the patient's return, or on 
the date of expected return, whichever comes first. 

Per existing policy, temporary departures shall be documented in the Strategic Offender 
Management System (SOMS). 

If an MHCB is not available and a bed is occupied by a patient for medical reasons, the 
medical leadership at the referring institution, in consultation with Utilization 
Management, may direct the movement of the medical placement to an outside hospital 
or other appropriate medical placement. 

All patients clinically discharged from an MHCB must be transferred as soon as possible 
and not to exceed 72 hours. 

Out to Court 

During the referral process, if a patient is physically unavailable for transfer to an MHCB 
due to an order to appear in state or federal court, necessitating transfer out of the 
institution or to an institution nearest the court, HCPOP shall be notified immediately 
upon the patient's return to the California Department of Corrections and Rehabilitation 
(CDCR) and shall place the patient in the next available bed. The patient shall be 
transferred to the next available bed as expeditiously as possible. 

Out to Hospital and Medical Conditions 

If a patient is out to hospital or on a medical hold due to a medical condition that cannot 
be treated at an MHCB and that is deemed more urgent than the mental health treatment 
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Purpose 

Definitions 

Compliance 
Indicators 

need at or after the time of the referral, the most urgent clinical needs shall be attended 
to first. 

If the medical condition is deemed more urgent than the mental health treatment need, 
as determined by a joint team of medical and mental health clinicians, a medical hold 
shall be ordered in accordance with current policy. The relative urgency of the medical 
and mental health needs shall be continually monitored by the joint team, and mental 
health staff shall document the reasons that the medical need continues to outweigh the 
mental health need as dictated by the patient's condition. If resolution of the medical 
issue delays CDCR's ability to transfer the patient to the MHCB within the transfer 
timelines, upon clearance for transfer and acceptance to an MHCB, the patient shall be 
transferred to the next available bed as expeditiously as possible. 

Transfer Refusal 

If a patient refuses to transfer, every effort shall be made by the treating clinician to 
encourage the patient to vacate the cell voluntarily for transfer. The clinician responding 
to the patient's cell to discuss the refusal shall enter the MHCB Refusal to Transfer order 
in the electronic healthcare record immediately. When the patient vacates the cell for 
transport, the order shall be immediately discontinued. If the patient continues to refuse 
to vacate the cell within 48 hours and still requires inpatient care, the controlled Use of 
Force policy shall be initiated. 

To ensure the effective management of statewide MHCB resources and ensure timely 
and equal access to care. 

Transfer - Starts at the day/time the patient's level of care is changed to MHCB (the 
patient is referred) within the healthcare record and ends upon arrival to the MHCB, 
according to the SOMS departure date/time. 

Clinical Discharge - When the primary clinician or treatment team determines that a 
patient requires a different level of care and discharge orders are placed and the patient 
can be moved. 

MHCBs operate 24 hours a day, seven days a week. To be in compliance with this 
policy, the following requirements shall be met: 

1. HCPOP shall be contacted immediately and not to exceed one hour of clinical 
determination that a patient requires placement in an MHCB and/or prior to a 
patient's placement into alternative housing (MH Policy 12.05.301 Housing of 
Inmate-Patients Pending Mental Health Crisis Bed Transfer). 

2. HCPOP shall determine bed availability and notify the referring clinician of the bed 
assignment. 

3. HCPOP shall monitor SOMS for vacant MHCBs. Patient movement out of an MHCB 
shall be entered into SOMS immediately and reflect physical transfer date and time. 

4. Upon receipt of the Clinical Director's or designee's approval to transfer the patient 
to the receiving institution's MHCB, the Chief of Mental Health or designee at the 
receiving institution shall complete the Acceptance Phase within the electronic 
healthcare record, which notifies the Classification and Parole Representative 
(C&PR) at the sending institution of acceptance and approval to transport. Within 
one hour, the C&PR/Watch Commander at the sending institution shall ensure the 
C&PR/Watch Commander at the receiving institution is provided the notice of the 
acceptance and transfer. HCPOP and respective custodial staff (i.e., C&PR/Watch 
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Compliance 
Indicators 
continued 

References 

Commander) are notified within one hour by the referring clinician or designee when 
a referral is rescinded (See Procedure 12.05.200.P2 Mental Health Crisis Bed: 
Rescinding a Referral). 

5. All patients referred to an MHCB, who are being transferred, shall leave the 
referring institution for transport to the MHCB as soon as possible to ensure the 
patient is housed in the receiving MHCB within 24 hours. 

6 . All patients referred to an MHCB are admitted within 24 hours of referral to an 
MHCB unless the MHCB referral is rescinded. AJI failures to complete an MHCB 
transfer within 24 hours of the MHCB referral are reported by HCPOP to the Deputy 
Director, Statewide Mental Health Program via a daily MHCB transfer report. The 
institution and headquarters Quality Improvement Units shall monitor missed 
timeframes, review reasons for delays, and implement process improvement plans 
to address missed timelines. 

7 . The treating clinician or designee shall immediately notify HCPOP of any MHCB 
clinical discharges that occur throughout the day. The treating clinician or designee 
shall immediately notify the respective C&PR or designee for placement 
determination of a patient discharged from MHCB. 

8 . Patients are returned to the sending institution unless the sending institution is not 
designated to provide for their mental health level of care or unless the patient was 
placed on Clozapine and the sending institution is not a Clozapine institution. 

9 . No patients are transferred, upon clinical discharge, to an institution that is not 
designated to provide for their mental health level of care. 

10. Per the Mental Health Program Guide (2009) patients who have been clinically 
discharged from MHCB shall be transferred as soon as possible and not to exceed 
72 hours. However, it is the expectation that patients transport shall occur the 
following calendar day. If no transport is required, the patient shall be returned to 
housing within two hours of clinical discharge. · 

Patients that cannot be returned to their originating institution shall be referred to 
HCPOP for a "Re-Direct" endorsement. The transport should occur by the following 
calendar day. If the patient is endorsed to the MHCB institution where currently 
housed, the patient shall be moved to the endorsed housing within two hours of 
endorsement notification. 

11 . A local operating procedure, consistent -with all requirements of the statewide 
MHCB Referral, Referral Rescission, and Discharge policy and procedure, shall be 
developed. · 

Retaining Beds for MHCB Cases 

Staff shall retain a patient bed/cell for a minimum of ten days if the patient is 
moved/transferred to an MHCB. This applies to intra-institutional moves as well ·as inter­
institutional transfers. 

California Code of Regulations (CCR) Title 22, Section 79789. Patient Transfers, 
licensing standards provide that a patient shall not be transferred unless and until the 
receiving facility has consented to accept the patient. Specifically, the CCR provides, in 
part, that no patient shall be transferred, or discharged for purposes of transferring, 
unless arrangements have been made in advance for admission to a health facility. 

Division of Correctional Health Care Services, Mental Health Services Delivery System 
Program Guide, Rev, 2009, Chapter 5, "Mental Health Crisis Bed." 
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Questions 

Department Operations Manual, Section 62080.17. Emergency Medical Transfers. 

Department Operations Manual, Section 51020.12. Controlled Use of Force General 
Requirements. 

September 8, 2009, Procedures for Transfer of Inmate-Patients After Discharge from 
Mental Health Crisis Bed and Department of Mental Health Treatment. 

June 17, 2008, Primary and Alternate Hub Designations for Placement of Inmates who 
Require Administrative Segregation Placement and Mental Health Services. 

December 20, 2002, Retaining Beds for Mental Health Crisis Bed and Outpatient 
Housing Unit Cases, 

October 9, 2013 MH Policy 12.05.301 Housing of Inmate-Patients Pending Mental Health 
Crisis Bed Transfer. 

Inmate Medical Services Policies and Procedures (IMSP&P), Volume 4, Chapters 29, 
Medical Classification System Policy, and 29.1, Medical Classification System Procedure 

If you have any questions or need any additional information related to this policy, you 
may contact the policy unit via e-mail at: CDCR MHPolicyUnit@CDCR. 
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VOLUME 12: 
MENTAL HEAL TH SERVICES 

Effective Date: October 15, 2018 

CHAPTER 06: Revision 
INPATIENT SERVICES Date(s): 

Supersedes: 
PROCEDURE 12.05.200.P1 : 

Attachments: 
MENTAL HEAL TH CRISIS BED: REFERRAL PROCEDURE Yes• No[81 

12.05.200.P1 Mental Health Crisis Bed: Referral Procedure 

Discussion This document describes the· steps required for submitting a Mental Health Crisis 
Bed (MHCB) referral. 

1 

2 

3 

Throughout the referral process, the referring clinician, receiving cnnical Director, 
and referring and receiving Classification and Parole Representatives 
(C&PR)/Watch Commanders communicate with each other to ensure all health 
care, classification1 and transportation issues are addressed. 

A referring clinician or interdisciplinary treatment tearn determines a patient requires MHCB 
level of care (LOC). 

- Referring clinician: Completes the consult appointment, according to the healthcare 
record workflow, the orders, and documentation required for admission to Mental 
Health Crisis Bed (Policy 12.05.601 , Documentation Required for Refeffal to Mental 
Health Crisis Bed). 

- For physician on call evaluations, the orders and referral documentation may be 
completed the following morning; however, the Health Care Placement Oversight 
Program notification noted in step three (3) must be completed at the time of 
evaluation. 

Patients with fil! medical hold shall transport without medical clearance, with the following 
exception: · 

- Concerns are raised by any clinician during the referral period regarding a patient's 
ability to transfer safely. 

This exception will require an evaluation by a Primary Care Provider as part of the referral 
documentation. If it is detennined a patient is unsafe to transfer, a medical hold will be 
ordered consistent with IMSP&P 12.3.1, Health Care Transfer Policy. 

- In such oases where a medical clearance is required, the Chief Executive Officer shall 
ensure that the clearances are prioritized and completed within an hour of bed 
assignment 

The referring clinician: 

- Contacts HCPOP within one hour of clinical determination that a patient requires 
placement in an MHCB and prior to placement in alternative housing. 
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4 

- In· conjunction with custodial staff, consults policy 12.05.301 , Housing of Patients 
Pending Mental Health Crisis Bed Transfer, when the patient requires alternative 
housing pending transfer to an MHCB. 

- Completes the Referring Admin Phase of the MHCB PowerPlan within the electronic 
healthcare record. 

- Ensures all referral documentation in accordance with MH Policy 12.05.601, 
Documentation Required for Referral to Mental Health Crisis Bed is completed. 

HCPOP: 

- Places the patient on the MHCB pending list upon notification of referral. 

- Locates and secures an MHCB for the patient in the following order: MHCB 
availability at referring institution, within region, or adjacent region. No patient is 
placed ahead of another (without Mental Health Regional Administrator [MHRA] 
approval) with the caveat that HCPOP is expected to take time and distance into 
consideration. HCPOP uses discretion to balance placements in order to use 
MHCBs as efficiently as possible based on the overall needs of the Department. 

- Directs the receiving MHCB Clinical Director or designee to hold the available 
MHCB. 

- Upon chronological review of the MHCB pending list, immediately contacts the 
referring clinician or designee with the MHCB bed location and provides the receiving 
MHCB clinical staff contact information once a vacant MHCB is located. 

MHCB Referral With Subsequent Order To Appear 

1. If in close proximity to the court, MHRA approval to retain at current institution 
and/or approval to place at the "top" of the list shall be obtained by the institution's 
Mental Health (MH) leadership. HCPOP shall be informed of the approval by the 
MHRA. If an MHCB becomes available, HCPOP shall assign immediately or 
place the patient in a vacant bed once the patient reaches the top of the list. 

2. If not in close proximity to the court, the referring institution's MH leadership shall 
request approval from their MHRA and the MHRA for the receiving institution in 
closer proximity to the court to facilitate the court appearance. HCPOP shall be 
informed upon Regional approvals and assign an MHCB accordingly. 

MHCB Referral And Subsequent Order to Appear After Being Placed in an MHCB 

1. If in close proximity to the court, the patient shall be retained at the local 
institution. The MHCB pending list will be back filled to further c!lleviate waitlist. 

2. If not in close proximity to the court, the institution's MH leadership shall request 
approval from their MHRA and the MHRA for the receiving institution in closer 
proximity to the court to facilitate the court appearance. 

MHCB Referred Patient Return From OTC 

- HCPOP shall be informed of all retuning MHCB patients by the receiving institution 
via the referral process. HCPOP shall assign the patient to the next available bed. 

Clinician to Clinician Contact 

Shall be initiated between the referring and receiving institutions. Each institution shall 
institute a local operating procedure in which the institution's Chief of Mental Health, and 
then the Chief Executive Officer, is engaged when clinician to clinician contact is delayed 
more than 30 minutes. In all cases, clinician to clinician contact shall occur within one hour 
of bed assignment notification. Once clinician to clinician contact has been completed, the 
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5 

6 

receiving clinician should mark the MH Clinician to Clinician order as complete in the 
healthcare record within the Acceptance Phase of the MHCB PowerPlan. 

- Referring Clinician: Upon notifi~tion by HCPOP of bed availability, the referring 
clinician immediately calls the receiving Clinical Director or designee. The call must 
be completed immediately and never to exceed one hour of bed assignment. 

- Receiving Clinical Director or deslgnee: Immediately upon notice of bed 
assignment and not to exceed one hour after referral receipt, the receiving clinician 
reviews the referral information in the health care record, conducts the pre-admission 
screening to determine if the patient is appropriate for MHCB placement, and 
completes the Acceptance Phase of the MHCB PowerPlan in the electronic health 
care record. 

The following table describes the steps required based on the pre-admission review by the 
receiving Clinical Director or designee. 

If the patient Is ... 

Accepted* 

then ... 

Chief of Mental Health or Designee at the Receiving 
Institution: 

1. Completes the Acceptance Phase of the MHCB 
PowerPlan in the electronic health care record. 

Chief of Mental Health or Designee at the Sending 
Institution: 

1 . Ensures the sending C&PR/Watch Commander 
received the acceptance. 

2. If the Acceptance Phase of the MHCB PowerPlan 
has not been initiated within one hour of HCPOP 
notice of bed assignment, the Chief Executive 
Officer at the referring institution will contact the 
Chief Executive Officer at the receiving facility to 
secure -admission approval. 

Denied; however, the The case shall be referred to the MHRA for resolution. If 
referring clinician believes an agreement cannot be reached, the patient shall be 
the clinical need for transfer admitted and evaluated. 
remains 

Denied and clinician does not Patient is not transferred. Referral is rescinded; HCPOP 
believe the need for transfer is notified of rescinded referral (refer to Chapter 05: 
remains Inpatient Services, Procedure 12.05.200-P2, Rescinding 

a Referraf) immediately, but not to exceed one hour after 
the decision to rescind. 

*Note: Before the patient can be admitted, the receiving inpatient clinician orders 
acceptance (California Code of Regulations (CCR) Title 22, Section 79743) by completing 
the Acceptance Phase of the MHCB PowerPlan or provides just cause for the denial. 

The patient is transferred to an MHCB within 24 hours of referral. Please note: transfer 
timelines start at the time of MHCB referral (Mental Health Identifier change to MHCB) and 
ends when the patient has arrived at the receiving MHCB and the bed is assigned in the 
Strategic Offender Management _System. 
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process are identified. 

- Receiving clinical staff: Completes the required evaluations according to the Mental 
Health Services Delivery System Program Guide. 

- Referring clinical staff: If applicable, notifies HCPOP and the MHRA as soon as 
possible, but no later than the next business day, of the specific reason(s) which delayed 
the transfer of a patient to the MHCB institution within 24 hours of referral. 

- If transfer is delayed due to patient refusal, the clinician responding to the patient's cell 
to discuss the refusal shall enter the MHCB Refusal to Transfer order in the healthcare 
record immediately. When the patient vacates the cell for transport, the order shall be 
immediately discontinued. 
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VOLUME 12: 
MENTAL HEALTH SERVICES 

Effective Date: October 15, 2018 

CHAPTER 05: Revision Date(s): 
INPATIENT SERVICES Supersedes Policy: August2014 
POLICY 12.05.601 
DOCUMENTATION REQUIRED 
HEAL TH CRISIS BED 

FOR REFERRAL TO MENTAL Attachments: Yes D Not81 

Polley 

Purpose 

Discussion 

Compliance 
Indicators 

Director 
Approval: 

For all Mental Health Crisis Bed (MHCB) referrals, the referring/sending institution 
shall complete the required documentation and orders as described in this policy. 

To standardize MHCB referral documentation; clarify the expectations between the 
sending and receiving institutions; improve the efficiency in generating the 
documentation to provide timely access to care; and ensure that the receiving 
MHCB staff has the necessary information to admit the patient. 

Prior to acceptance into an MHCB, the referring/sending institution's mental health 
staff shall complete the required documentation and orders. While the receiVing 
MHCB staff may request additional documentation beyond what Is required, the only 
documentation and orders required for the referral and acceptance into the MHCB 
are listed in this policy. Each document st,all be dated within the specified period of 
time indicated for the purpose of the MHCB referral documentation. 

To be in compliance with this policy, the following orders and documentation are 
required: 

1. Referral to MHCB: initiated by the "MH Place In" order (using the default 
order sentence) in the Referring Admin phase of the MHCB PowerPlan. 

2. "MH Notify HCPOP Send" order: initiated and signed upon initiation of the 
Referring Admin phase of the MHCB PowerPlan. 

3. "128C-3" order (Medical Classification order): per the medical classification 
policy (Inmate Medical Services Policies and Procedures {IMSP&P) 1 Volume 
4, Chapters 29, Medical Classification System Policy, and 29.1, Medical 
Classification System Procedure). 

4 . "Consult to Primary Care Provider" order. requests the "MH Medically Stable 
for Transport" review by medical personnel for patients on medical hold only. 

5 . "MH Medically Stable for Transport" order: only patients with a medical hold 
will require an evaluation by a psychiatrist, who has competence in 
performing medical assessments, or primary care physician, must check 
either "Yes or No" and select the appropriate transport needs (required fields) 
with a corresponding progress note dated within 48 hours of the documented 
date of referral. 

6. Dynamic Documentation Notes - Interdisciplinary Notes (Including but not 
limited to PC 2602 history) associated with healthcare appointments dated 

12.05.601 ' Documentation Required for Referral to Mental Health Crisis Bed Page 1 of2 
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References 

Questions 

within seven (7) days of the documented date of referral. 

7. "Mental Health Primary Clinician (MHPC) Initial Assessment": 

• If an "MHPC Initial Assessment• was completed more than seven (7) 
days prior to referral, no update of the "MHPC Initial Assessmenr is 
required. 

• If an "MHPC Initial Assessment" is not available or the most recent 
document is available but is not complete or accurate, a full "MHPC 
Initial Assessment· must be completed by the referring clinician or the 
Primary Clinician at the time of referral. 

8. "Suicide Risk Assessment and Self-harm Evaluation" (SRASHE): dated 
within seven (7) days of the documented date of referral. 

• The referring clinician is to complete the SRASHE if the patient is 
referred for suicidal ideation, a suicide attempt, or any type of self-harm. 

• The receiving team may, upon clinical discretion, complete the SRASHE 
if the patient is referred for any other reason. 

9. "Acceptance" phase of the MHCB PowerPlan initiated and signed which 
includes the "MH Admit to", "MH Clinician to Clinician Contact", and the "MH 
Notify C&PR" Orders. 

Inmate Medical Services Policies and Procedures (IMSP&P), Volume 4, Chapters 
29, Medical Classification System Policy, and 29.1 , Medical Classification System 
Procedure 

Division of Health Care Services (DHCS), Mental Health Services Delivery System 
(MHSDS) Program Guide, 2009 Revision, Chapter 5, Mental Health Crisis Bed, 
p. 12-5-11. 

If you have any questions or need any additional information related to this policy, 
you may contact the policy unit via e-mail at: CDCR MHPolicyUnit@CDCR · 
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Psychiatry QM 

Timely Psychiatry Contacts- measured in weeks, only checked once a week on Sunday, clock resets 

when patient transfers, physician orders for follow-ups prior to maximum time per program guide are 

often ignored (especially if the patient transfers institutions). 

Routine 

Initial 

After transfer 

After leaving MHCB/PIP 

Medicat ion non-compliance - these appointments are only measured if the physician puts in a 

scheduling order for a medication non-compliance appointment. The appointments that are 

ordered are for more likely to be completed. To accurately capture the percentage of 

medication non-compliance appointments that are occurring when they should, the 

denominator needs to be the number of pat ients who are flagged as medicat ion non-compliant, 

and the numerator needs to be the number of medication non-compliant patients w ho are seen 

within the speci fied program guide timeframe. 

Timely MH Referrals: Denominator= Number of Routine, Urgent, Emergent, Med Refusal, and RVR MHA 

referrals that either came due or were completed during the reporting period. Due dates determined 

using the timeframes delineated in the Compliance Rules grid .. This has the same problem as the 

appointments for medication non-compliance - the denominator is only capturing the referrals that 

were ordered, not all of the referrals that occurred. Unlike medication non-compliance appointments, 

there is not an easy way to make the denominator more accurate. Per the CLAC workflows for MH 
Consults, the staff member who wants the referral is supposed to put in an order (or submit an MH·5 if 

they do not have EHRS access), and then call the provider if it is an urgent or emergent consult. The 

scheduler is then supposed to schedule the cons uh in a timely fashion. If this always occurred, the 

denominator would be accurate, and the issue would then become the numerator (since it would be 

measuring the completed consults, which means the psychiatrist would have to have EHRS access, 

which is not possible outside of business hours), but there are clearly many consults occurring without 

an order. 

Emergent consult 

Urgent consult 

Routine consult 

Psychiatrist continuity of care: "Percentage of psych iatrist contacts seen by the most frequent provider." 

Denominator= All psychiatry contacts seen in person during the 5 months before the start of the 

reporting period through the end of the reporting period (6 months total) for any patient who has been 

EOP in the 5ame housing program at the same institution, without interruption, for the past six months. 

Confidential vs. Non-confidential - this is not an indicator, but it is important to note that the check out 

sere.en defaults to confidential, so unless a psychiatrist ~nows how to change it to Non-confidential, and 

they take the time to change it , all appointments will be recorded as confidential. 



Case 2:90-cv-00520-KJM-DB   Document 5988-6   Filed 10/31/18   Page 35 of 36

/ 

Appointments seen as scheduled -The denominator Is "All scheduled appointments", and the 

numerator is "All appointments from the denominator that were completed as seen", but this may not 

be the case. The percentage for Appointments seen as scheduled Is surprisingly high, and the drill down 

for this indicator only shows appointments that we-re Seen, Cancelled due to ProvlderUnavallable, 

Cancelled due to Modified Program, or Cancelled due to TechnicalDlfflculties. It is unclear why IP 

Refusals, No Shows, and other cancelled appointments do not appear here. 

Encounters Per Psychiatrist (on the Dashboard) - "Average number of patient encounters completed per 

psychiatrist per workday. Excludes encounters completed by Chief Psychiatrist." This number Is 

extremely low, and doesn't match what we see in the f ield. Kevin said he has had meetings with Mike 

Selby and others to fix this indicator, because it Is obviously inaccurate, but no changes have been 
implemented yet. 

Non-Formulary by Psychiatrist 

Diagnostic Monitoring: "Percentage of patients prescribed select high risk medications who received 

appropriate diagnostic monitoring consistent with clinical guidelines. This measure is a composite of 29 

measures that assess whether patients on medications that meet specified high risk criteria are 

receiving appropriate monitoring. Data sources: Electronic Unit Health Record, Guardian Pharmacy 

Database, Quest Diagnostics Laboratory Database, Strategic Offender Management System. The number 

displayed at each institution each month is the number of measurements (usually 4 or 5). *N~ed to 

investigate further to see how many patients are included.• 

Under Oata Entry Indicators: 

Continuity of Meds 1) Upon Arrival at RCs; 2) Upon Inter-Institutional Transfer at R&R; 3) with Intra­

Institutional Transfers to ASU/SHU/PSU; 4) Discharge/Transfer from a Community Hospital and/or DSH; 

5) Mental Health Crisis Bed (MHCB) Transfers; 6) Continuity of NA/DOT Meds with Intra-Institutional 
Transfers (E>Ccluding ASU/SHU/PSU) 

Diagnostic Monitoring 

Diagnostic Monitoring Antidepressants 

Diagnostic Monitoring Antipsychotics 

Diagnostic Monitoring Clozapine 

Diagnostic Monitoring Mood Stabilizers 

Diagnostic Monitoring QT Prolongation EKG 12 Months 

IDTTs in which psychiatry intake evals were completed prior to initial 

MAPIP M12: Non-Adherence PC2602 Meds 

MAPIP Medication Administration 

MAPIP Medication Continuity-Transfer 

Medication Adm In: Chronic Care Medications Historical Administration (Psychiatrist) 
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Medication Admin: Outpatient Provider New Medication Orders (Psychiatrist) 

Medication Compliance with PC 2602, Involuntary Meds: Court drder· 

Medication Compliance with PC 2602, Involuntary Meds: Med Order 

Polypharmacy Medication Review 

There is an indicator for nGroup treatment in a confidential setting", but not for psychiatry appointment 
in a confidential setting. 
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Fh:lt1\~ 
Set\h 
Tot 
Cc: 

subject: 
Attach"'enl~? 

I tetei'ved ij ~?"~ aftij\y~t\ Qhfl Re:~ dim~ <:m pallent by Dr. - the t 
CIW, the f}~ll~l:lt ef\\.1~1~0\~f:I h~f left ~ye a.tier 4-hours of documented "screaming» and "yelling" in a psychotic state, 
while ll; a ~ll It\ \h@ e1w ff A., Oro~rs haft b.~en written {or a licensed MHCB admission, but the beds were full and so the 
Patient could 11~t b~ l\t;)U~~d th~f~, 

Obviously vou e~!\ f~~l f~iz H> r~ad th~ en,lre attached document or not. My very brief and therefore very incomplete 
summ.\ty ()f the prut>l12n,~ ~hg mem11oM Is as follows, 

1, lhe 1)-Sythoh>tlsl did nt,t c.ontac\ the psychiatrist on admission~ A psychologist was admitting a patient who was 
e!<1e.u1W~l\ttd to h~ 1wye.hotic and scream In~ for hours ancl the psychologist did not feel it necessary to call the 
p,yehlaUlit omtn~ the acimlss.lon process. 

a, Psyeholdgl~t tl\011ght the pa11ent would not take meds: According to the 
\h~ ~dtnlltlnit psychologist s.atcl to her that the reason he did not call the psychiatrist is that he did not 
thlt'lk th~ J)Mlt'l\l would take meds, If true, that suggests that the psychologist made a determination 
~bout WhQth~f a 2602 (forced med order from the court which can allow immediate forced mediation 
;1dmll\lSttatlo") ~hould be utilized, Determinations about whether medications or forced medications 
w~r~ ne.tdc1I 1hQ11ld have been made by the psychiatrist. 

b. Psychologlst Culture at CIW Is biased against calllng psychiatrists for sick patients: According to Dr. 
- tht CTC psychiatrist Dr.- tated that he has not been contacted by the psychologists 
who ar~ ~drnlttlnR p~tlents (even once In the last two years.) If true, ClW culture does not encourage 
psycholOBISt to CQntn<:t psychlatrlsts who may need medications when admitting psychiatric patients in 
n~~d of ho.sprtall1allon, Including s.creaming psychotic patients who can then enucleate their eye. It 
should b~ st~led th«t nurses will call the psychiatrist to review medications once the patient is already 
housed ond ndmltted1 but that process occurs too late to be useful when there is acuity. 

2. Root Causo An,lysls E)ccludcd Psyc:hlatrlst Opinions: There were no psychiatrists other than Or. - involved 
with cr~atlng th~ key "flshbone" part of the RCA document. But Dr. - and virtually all psychiatrists who 
have subsequently reviewed the case at HQ) suggested that there was dear indication for emergency psychiatric 
medications. Dr, - wanted to Include ln the RCA the medical Indication for psychiatric medications in a 
patient In thnt state and therefore the need for the psychiatrist to have been contacted to make sure the patient 
got the medications. 

a. Any psychiatrist's opinion nbout need for emergenc:y psychiatric medications was not utmzed: Or. 
- Includes nn email from the local Senior Psychologist who lead the RCA committee stating that an 
~Q psycholosist helped edlt the RCA. Or.- medlcal opinion that patients like this should be given 
forced medlcatlons was overruled by non-medical personnel with no apparent knowledge about how to 
make these determinations. 

b. Statewide Chief Psychiatrist Could Not Intervene: When Dr. -=ontacted me, I tr led to Intervene 
with non-medlcat HQ representatives to add that I agreed that there was a clear Indication for 
emergency psychiatric medications and therefore forced medications. I therefore suggested that the 
psychologist should have called the psychiatrist In that emergency situation to help the patient. My 
suggestion was not utilized, either. 

l. 
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c. Pof,cyindioates the P>-Ythi.11,Jst sh!.7!.lld b!! rnnfad~!I; Y".IJ i:3 [Jl3f)!~r § §l!ll~§, ''Aqmirtln~ f§ychologists 

must roma~ i3 P~ythlatrist for wrnpl!.>B!:1t1 of a~trll~~km tJf!Ji.t:§§ ." /\ . I ) ) n 1 
3. A sampling oi other _u1.n!.ern: :7' Dr.- . -- . ,,..J (3 CI_ \1 . (,n I/ j../ 

a. lac~ oi ~dmrttmg prmleg~ of th~ p;ythologlstih~ p3ytJ1~lt1giH 091/l~ th~ e!1mJ§§19n g1c.J nqt have 
a1mtttin-g prMiege5. 

b. Fa.il'ure to Train on Poiq: Psr:fr:ibglsts at!! t>rJt tr;;lh!:1 fm it: ~~9V~ 
c.. Corrfuskm in ,oJes: lhere js C.0'1f!Jsl-:Jtl b~tW!!Nl p;y•Jt!:Jl~_gi§!§ ilfl!l ,>§y€t1i~~riH§ {pwi;h9J9gj9t§ were 

orde-rjr,g urine t~ S(.!eens in c.fals b!!tfa II !hfn~ ag.3Hl~l HI!! J~wli Hi~ ~~y~h9l~gi§~ whg gid the admit ;s 
fisted on the CTC cen;u; fmm as th!! .:ttlrnlHJr1g pHyslddH,) 

d. The evem was not report~!f to MHCB lk!!nslng: th!! µ3!i~~1! W:J§ fJf9/ilf§Y (m;-4ii;i?I 9rcj~r fly a 
P-S"tmobgist) to h.ne a litefli!!d a1rrHs;li:.ir,. 5in~!:' H11;;r1;; w,g atJ itHl~ili!y l tJ f9H9w H1:3t 9rg~, becaU!ie of 
no ricen~ be!3s, it ~ra; th!Jught th3t th:< a1v"!r~e eY~ttt H13t lh~n ~t ~!Hr'=1J (in th~ le~~ safe, unlicer,~ed 
co-ndition) d;d not oee-d to be r.ep-:Jrt"!!J tr, li-:<;:r1;111g. rk :;1:1:1:1h W:J':J ~•1i1~-<:t0i;1I 11,at I hi; ah~ence Qf an 
abiTrty to pro-vitle the m,md3terJ h-:en;e1 (5af<:t) wt11l!l!'.Jr1~ ;•,u•Jl!i tlrJI h~v1:: r1tfeO protei;tiQn against 
ha-,mg to repart an un>afe e-Yent. lh<: p_;yrhi:.ilr,glst rum,ittg Ht'!! l(~/l. !:-9ftm1iH~~ w~§ c;qni:;ern~d that 
report;rrg the e-,ent 10 Jlv.m;lng ·wtild .;,tlv<:t;!!IY arf:'tt a!Jf r~l3!i!1tl~llit, wHh li~n~ill€ C)f cqnflir;t with 
some pof,cy or direct1Ye from 1-lO.'" Dr.- :'•m11:1 H> be aW:Jfl:1 Hlil~ wh~!h~r th'# ~Y~nt ;hquld tie 
reported to r,.-..en;in_g or not via;, 21 legal detlslon, 

I a:n not sure what can be di::me at this point I happ!!tl fo agfe!:' arid !'Jlh!:'f 140 t)§ysJ1liitri§t~ :J!!r1;~ (a§ w1;II) tti~t gjy1;n tt)e 
cb::u:nent:afun a-:railaMe, that psydlimic m!!dkatbns. wet<:! lndk;lt~d attd HitH ~h~r<itfof<it Hl~ p~yt;hQlqgi~t $hgyld havi; 
ca:"dthe psychiatrist. The fact that the p;ydlologist who did ths admh;i,jtl ~t,d th9;{! wriHn~ t tH~ ~<;A did 119t think it 
necessar-1 to irYJ!Jrle the absence of atute medi~U~m; a; a rorJt c.au;i;, vf H,"' t)ttJblctttl 91$0 ~Ygij~~t~ th,H th1; 
ps-,--J-,clogists d;d oot think m~~!AltDns in that V-ena,;o were ,~J-?YatJt. Th'! fa~t th~( !hcz t)~yt,h9l9gf ~t$1 d9inij h9~pital 
admiss.~ns at CJW, ha-,e oat calJerl the CTC p;,yt.hlatrl;t for two Y!:!Elr~ dvrit1~ atl ~drt1i~~f!m (Of ~t l~i3~t do nij\ ~all 
ps-,chiatrist's mu!:h during adm~bns}, suggests that they rfo ,wt b!:!fi!:!Y~ m'!!dl~itl wmult1Jtion i~ n~i;d~d whtin idmlttfng 
mentafrf LI patients w,ho are awtely ilL 

Even in retrospect.~ oprni!>n of the only medltal prof~ilOt1al on th!! RCA fOll'ltllltW! who und~rstgnd$ indications for 
ps-r.J-.atric medations (the lnstitutkmal Chle-f Psyd'llitrht) wa; lgr,tJr~d. Al~o lnt~rn~tlngly, the opinion or an outsidt:: 
re-kn~ (the Sta1e-M!fe Chief Psychiatrist (this. c.omme.l'lfiUorl) w,u lgl'IOrnd 3boul th~ nt:~d for p~ythlatrlc m~dl,ation~. 
These issues s.ug:g2St substantial cultural problem$ at ClW with !:!nabllng p3Utmh to btJ trnlpfd to utlllzi; 
metrx:af/ps-,chiatric inter-1entions. 

l bio-.«1 that Dr. - is le3'nng that institution for many rea§ons, but al;o bfcau;o ihe Is concerned about the ability of 
JlS'fdliamst to be a llo'11ed to he.Ip determine OJ(e for m~ntally HI patltnu In hi?r Institution. Pjychologlst5 who will not 
21:ow a ps-r..hiatfat to state and record in an RCA th.it a medication wa~ needed acutely (after a devastating event) and 
wr.o d"id not can the ps-[Chiatrist for help before the event iuggeJt tnat at lust some of her Objervatlons ere accurate. 

2 
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~ 
Golding, Michael@COCR 

Subject: FW: 29 Patient follow- ups and possible MHCB referrals 

From: CDCR 
Sent: Thursday, July 26, 2018 9:48 AM 
To: @cdcr.ca.gov> 
Cc: ~ CDCR<~ 
Subject: Re: Z9 Patient follow- ups and possible MHCB referrals 

I forwarded your email to Dr. -

To: 
Cc: 
SubJect: RE: Z9 Patient follow- ups and possible MHCB referrals 

Again, my advice is for him to go immediately to crisis bed for safety and stabiliiation. It is possible he might be a 
candidate for emergent PC2602 and this can only be done in crisis bed. I will make a note in the chart to this effect. 

---- -~-- - ----------
From:- COCR 
Sent: Wednesday, July 25, 2018 4:38 PM 
To: cdcr.ca. ov> 
Cc: @cdcr.ca.goV> 
Subject: Re: Z9 Patient follow- ups and possible MHCB referrals 

Yes, I agree but they said no. Instead, they said he wants a change in housing and should remain in ASU. He 
has been off all week. J have been encouraging him to take his medications. 

From: 
Sent: Wednesda July 25, 2018 4:34:17 PM 
To: CDCR 
Cc: CDCR 

at1ent follow- ups and possible MHCB referrals 

If he is increasingly symptomatic, non-compliant, and suicidal, it is highly advisable that he be stabili2-ed ln crisis bed. 

From: ~ CDCR 
Sent: ~y 2.5, 2018 3;59 PM 
To: 
SubJe : e: 

You are welcome, but per the PT, he has not been taking the medication and instead throws t hem down the 
sink. He also admitted that he has not been takihg the medication. For the past few days he has been off­
increasingly irritable.and verbalizing SI. He was referred to MHCB and was not admitted or seen by 
psychiatry. 

l 
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07/25/2018 Psychiatry Note:-.,as on my schedule today as an emergent consult from 
psychol.ogy. The consult stat~;•currently medication non-compliant with increasing mood 
symptoms - irritability,JJ!~~ve, depressive symptoms." There was no_ mention of s~icidal ideatio_n. I 
checked the chart and siwd'Fat I had seen the pt on 7/ 12/2018 and rned1catio[) compliance was an issue, 
we discussed it, and he agreed to take his medication. I then checked the MAR, which showed that he had 
been taking his medication.1 informed the psychologist (Dr. - of this, but she then stated that the 
pt had been throwing his medication down the sink and was verbalizing suicidal ideation and had been 
referred to Crisis Bed but was not admitted. I informed her that this pt needed to be sent immediately to 
Crisis Bed for safety, stabilization and consideration for an emergent PC2602, which cannot be 
accomplished on ASU. 

Result ty{te: 
Result date: 
Result status: 
Result title: 
Performed by: 
Verified by: 
Encounter info: 

MHMD Progress Note 
July 25, 20 I 8 17:23 Pl>T 
Auth (Verified) 
Free Text Note 

Psychiatrist on July 25, 2018 17:37 PDT 
Psychiatrist on July 25, 2018 17:37 PDT 

l0000001512l65983BC1958, SVSP1 Jnstitutional Encounter, 06/12/18- 08/0;2/18 
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From: 
Si!nt: Wednesday, July 25, 2018 3:49:22 PM 

CDCR 

Hi - Thank you for this inful I also want to let you know that I did not see~ n urgent consult 
you requested because of medication non-compliance.and increased mood sy~ n 7/12; med 
compliance was an issue at that time, but we· discussed this issue, he agreed to be compliant. and in looking at his MAR, 
he has been compliant for at least the last several days. - . 

From: ~ COCR 
Sent: Tuesda Jul 24 2 
To: cdcr.ca. ov> 
Subject: Fw: 29 Patient follow- ups and possible MHCB referrals 

FYI 

CDCR 
24, 2018 9:09 AM 
CDCR;~ CDCR 
CDCR; CDCR;~ CDCR;~ CDCR; 

~ as been unclear about his motivation for the hunger strike. We recently put him in CCCMS because we thought 
~ s part of it. Would the assigned clinician please carefully try to figure out what's motivating this behavior? Not 

just his speech, but what his behavior is telling us? 

From:~ CDCR 
Sent: Tuesday, July 24, 2018 8:52 AM 
To: CDCR 

CDCR 

c er.ca. oV>; 

@cdcr.ca.gov> 
Subject: Re: Z9 Patient follow- ups and possible MHCB referrals 

Hope you feel better Or -

Sent from my iPhone 

On Jul 24, 2018, at 8:26 AM, cclcr.ca. ov> wrote: 

Unfortunately, i am not feeling-well today and will not be coming in to work. I will be 
monitoring my email periodically. There are two patients that require follow-up and possible 
Intervention today. One of ttiem is- according to Captain- he has missed 44 

2 
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meals. Custody staff told us yesterday that it was just a couple of days, appa,ently this ~ot 
accurate. He is refusing to cooperate with medical and has not been evaluated. A referral to 
MHCB needs to be considered. He is reportedly doing this in an attempt to commit suicide and 

is not demanding anything. 

The other patient i~ One of the PTs is reporting that he is dehydrated and appears to' be 
gravely disabled. T~ o different than what was reported during morning hudple 
yesterday. Custody had reported that he was refusing medical care'at CTC with the intent of 
going to an outside hospital. There was no mention of behavior that would suggest grave 
disability. His clinician needs to follow-up with this today. If, it does appear that he is gravely 
disabled, a referred to MHCB would be necessary. 

3 
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Golding, Michael@CDCR 

From: Golding, Michael@CDCR 
Sent: 
To: 
Subject: 

-

' 2017 5:18 PM 
CDCR 

o o up on sychiatry SQL Tracking Request 
CHCF PIP Psychiatry Audit Attachments: 

Hi- EtrtiS 
~ ests access to the below highlighted information from Dr.- n order to address issues that Dr. - raised with me today about the productivity of well-paid registry psychiatrists. 

This is his "Short-Term" request, the details of whlch are listed in the highlighted information below. In a Ill different situation, - also asked to receive this type of information in June and ....ilihad said that 

-

allowed to acces~ata then. Unfortunately it has not been made ava~ a third situation, made a request of- to audit the CHCF PIP (information not made available again).The information was not provided .. 

llllreally should be able to directly query the data base itself to monitor psychiatric trends, which is his long­term request. 

Would you be able to ask Dr nd those o control this database to honor our short term and long tenn request so we can answer the questions you and~ ave repeated[y asked us? 

Best, 
Michael 

IIIL& 
• Short Term 

o To address the concerns at a certain institution, I need to know the scheduling information for certain psychiatrists, PLUS the above hlghli,ghted data 
• Long Term 

o Free, unfettered, direct access to query the data base myself to determine Psychiatry trends to improve both the patient and enct user experience. 

The ask at that time was to have data access to know what work-product Psychiatrists are producing, and not relying o- y said they did through scheduling responses. Specifically, I needed to know and need to know for current request: 

• Orders fi red 
• Reconciliations done 
• Documents signed 
• Powerplans ordered 
• Medications ordered 
• Messages responded to in Message Center 

l 
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Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Support Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: mithael.golding@cdcr.ca.gov 

Save Our~ 
water~ 
Learn easy ways. to save water 
during California's drought at 

SaveOurWater .com 

From: ~ COCR 
Sent: Tuesday, October 24, 2.017 4:53 PM 
To: Golding, Michael@CDCR 
Subject: FW: Follow up o n Psychiatry SQL Tracking Request 

Hi Michael, 

Back in June. - as kind enough to be in a meeting with nd myself. The . 
- ... ... . _ _ . . purpose of the meeting was to get task-based Psychiatry p , g ata. I wanted to make sure we were not duplicating our former paper system where someone indicated they "saw a patient", yet there is no documentation or orders to prove that occurred. As you know, unfortunately, we simply made that inaccurate and uninformative paper tracking system electronic with the EHRS. 

The ask at that time was to have data access to know what work-product Psychiatrists are producing, and not to rely just on what the psychiatrists said they did (i.e. their scheduling response.) Specifically, I needed to know then and I need to know now the below items These items are relevant even today to answer a question thatlllllltsked concernin_g the productivity of well-paid registry psychiatrists at Corcoran. 

• Orders fired 
• Reconciliations done 
• Documents signed 
• Powerplans ordered 
• Medications ordered 
• Messages responded to in Message Center 

(All of the above broken down by provider, date and time, so that afterhours work could be assessed as well.) 

I requested information a second time afte~ equested 
audit. That information unfortunately was nftlivered eit 
attempt to get this information. 

I have a short term and long term request: 

nd I go to CHCF PIP for an 
hed). Your request Michael is our third 

• Short Term 
. . . 0 To address the concerns at a certain institution, I need to know the scheduling information for certain psychiatrists, PLUS the above highlighted data 

2 
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• Long Term 
o Free, unfettered, direct access to query the data base myself to determine Psychiatry trends to 

improve both the patient and end user experience 

Thanks Michael. We w\11 get to the bottom of things and find accurate and true information. 

- M.D. 
Senior Psychiatrist. Specialist 
Elk Gr,ove • Headquarters 
California Correctional Health Care Services 
California De artment of Corrections and Rehabilitation 

C=l CALlf-OR:\!JA CORRECTIONJ\l 

HEALTH CARE SERVICES 

SaveOur~ 
water~ 
Learn easy ways to save water 
during California's drought a1 

SaveOurWater.com 

IMPORTANT WARNING: This message is intended for the use of the person or entity to which it is addressed 
and may contain information that is privileged and confidential, the disclosure of which is governed by 
applicable law. If the reader of this message is not the intended recipient, or the employee or agent responsible 
to deliver it to the intended recipient, you are hereby notified that any dissemination, distribution or copying of this information is STRICTLY PROHIBITED. If you have received this message by error, please notif y us 
Immediately and destroy the related message. You, the recipient are obligated to maintain it i n a safe, secure and 
confidential manner. Re-disclosure without appropriate patient consent or as permitted by law is 
prohibited. Unauthorized disclosure or failure to maintain confidentiality could subiect you to penalties 
described in Federal and State Law . 

F rom:lllllllllllllll~DCR- · · 
Sen- : ~ 31 2017 ll:54AM 
To: @CDCR 
Sub • : o ow up on Psychiatry SQL Tracking Request 

Sure thing. Done! 

Thanks for getting back With me. 

- 3 



Case 2:90-cv-00520-KJM-DB   Document 5988-7   Filed 10/31/18   Page 11 of 34

Hi .. 

I have not had much bandwidth to focus on this since we last spoke. It should be feasible, but my priorities continue to 
be evaluated. Might I suggest adding this to the newly developed QM data request site 7 Then you will receive automatic 
status updates. 

let me know if we need to meet, 

I know you have a million things happening right now. Just wondering if you need any addition-al inf ormation 
from me for this data dive. 

I will be here this week and next, then I begin my 1raveling ways again. 

Thanks, 

• From:~ CDCR 
Sent: Wednesday, June 21, 201710:24 AM 
To: @CDCR 

Cc: CDCR;~ CDCR 
Subject: Follow up on Psychiatry SQL Tracking Request 

Hi -

Just wanted to circle back around on the EHRS tracking request for psychiatry. Psychiatry needs to have a 
way to measure discrete tasks. Our current scheduling-based tracking system is useful, but not detailed 
enough. Although Lighthouse is similarly useful for an overall picture, it does not provide clear data for making 
critical s taffing decisions. 

Psychiatrists do many tasks, including: 

• Completing documents 
• Attending meetings 
• Writing orders (labs, meds, scheduling orders) 
• Performing Order Reconciriafon 

4 
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• Responding to Message Center requests/tasks 
• Reviewing charts 
• Responding to urgent business hours and afterhours requests 

We need to have some way to understand what tasks a psychiatrist has completed for any patient. Ideally, we 
could query the database looking for the above noted tasks performed per patient, and then aggregate that per 
day. 

It is a difficult trans1tion from a paper tracking sheet entered into the system without regard to task completion, 
and moving to a task completion based model. We have many strong data analysis options now that EHRS is 
available. l am happy to work with you to refine this further. 

Thanks for your expertise! 

-
- M.D. 
Senior Psychiatrist, Specialist 
Elk Grove • Headquarters 
California Correctional Health Care Services 
California Department of Corrections and Rehabilitation 

C:,!..lFOf:NlA C OR R~CTIO NAL 

HEALTH CARE SERVICES 

SaveOur~ 
Water~ 
learn easy ways to save water 
during California's drought at 

SaveOtJrWater.com 

IMPORTANT WARNING: This message is intended for the use of the person or entity to which it is addressed 
and may contain infonnation that is privileged and confidential, the disclosure of which is governed by 
applicable law. If the reader of this message is not the intended recipient, or the employee or agent responsible 
to deliver it to the intended recipient, you are hereby notified that any dissemination, distribution or copying of 
this information is STRICTLY PROHIBITED. If you have received this message by error, please notify us 
immediately and destroy the related message. You, the recipient are obligated to maintain it in a safe, secure and 
confidential manner. Re-disclosure w ithout appropriate patient consent or as permitted by law is 
prohibited. Unauthorized disclosure or failure to maintain confidentiality could subject you to penalties 
described in Federal and State Law. 

5 
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--Golding, Michael@CDCR 

From: 
Sent 
To: 
Cc: 

CDCR 
Thursday, October 11, 2018 8:53 PM 
Gotd·n M. hael@CDCR 

CDCR 
Subject: q ick rule clarification 

I'll look into this once I'm back on Monday, but 1 don't remembe- · any rules on ihe dashboard or On 
Demand about EOP overflow beds. I agree with what you said t if they're patients who require EOP 
LOC, just because we don't have an EOP bed to place them in does not mean they shoold get less care. Her 
reasoning for providing them less care ("we're not staffed for it") is completely inappropriate. 

Sent from my iPhone 

On Oct 11, 2018, at 6:27PM, Golding, Michael@CDCR <Michael.Golding@cdcr.ca.gov> wrote: 

Hi, 

Here .. is arguing that patients in EOP overflow beds have not been seen once per month. 

She says, 
"It has been that way for years" 

Then despite my arguing with her, she says, 
"We can leave it like it is" 

Definitely check out whether we have any E'OP overflow beds and where they are and whether they 
continue to allow the patients to be seen less than once every 30-days. 

Michael 

There is no PG rule for it and there never has been. We should do what ts clinically appropriate, 

<image00l.jpg> 

CONf(f)J:'NTIA /.ITY NO'J'ICJ;': This communicarion and contenu muy hove sensitiv.c, C01l{,lii:11 ci11/ onll/or lcgolly wwile_qe,/ 
1nfor111alinn. II'!)' unnu-lhurfaed db:losure, distribution, ur acrton i11 rl'ii'ancf! on 1he con rents oftlli.~ comtn1111icotirrt1 rs :.Lnctly 

1 
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probibicod arrd may be unlcmful. {fyo v arc not c.~e intended rcripit:nt, µleusi: con tart t/Je srmdcr and destmy nil c\/tlJ/;S o(t/J i.~ communicatfon_ For JT is;ues con tr.ct ovr Solutions Ccn rcr!ll 1-IJ8ll•73S-.1,~70. 

From: Golding, Michael@COCR 
Sent: Monda December OS, 2016 5:43 PM 
To: COCR 
Cc: CDCR; CDCR 
Suo1ect: RE: Need a quick rule darification 

Well! //Do you really think Coleman would be OK with keeping it as it is .. , 
Michael 

Michael Golding, M.D. 
Statewide Chief ·Psychiatrist 
Mental Health Support Program 
Callfornia Department of Corrections and Rehabilitation 

Phone: 916.662.6541 
Email: michael.gotding@cdcr.ca.gov 

<itnage002.jpg> 

From: CDCR 
Sent: Monday, December OS. 2016 3:33 PM 
To:~hael@Cliilii­
Cc: ~ CDCR;~ CDCR 
Subject: RE: Need a quick rule clarification 

We can keep it as clinically indicated if that is the right thing to do. We can leave it as is. It has been this 
way for years so we can keep if you think that is best. 

L~ - I • • - - I • ogram 

<image001.jpg> 

CONF/Df:NTI/IUTY NOTICE: 1'his conrmunlc:arion and contents muy /,c, ve simrit,w. cn11fidi!nttal ancl/ar Jcoolly privileged foformacian. llny unauthoriied dw:/osurc. distribution, ,,,. qction ,n f'elinncl! on the concencs nf rlus c:ommunicarion is strictly prohibited and may be un/c,wju/, If yuu ore not the in tcmded rc:,·f{lfetir.. /Jleosc concacc LIie sender and dcscroy all events aftl11s commun,cation. Fa r IT irnJcsconwci our Solutwr,s Cl!nrer ttt J·flfl/J·735•3·170. 

From: Golding, Michael@CDCR 
Sent: Monda December OS, 2016 3:27 PM 
To: OCR 

OCR; @CDCR 
eed a qulc rule clarification 



Case 2:90-cv-00520-KJM-DB   Document 5988-7   Filed 10/31/18   Page 15 of 34

~-
/ 

I would very much like to say that each decision should be made given the needs of the patient, but that 

is not our prerogative. 

If the rtile is that psychiatrists must see £OP patients every month, the fact that we also do not have 

enough EOP beds for patients requiring EOP levels of care, cannot reasonably be the reason why such 
patents require less frequent treatment by psychiatrists. 

Unfortunately, 1 think we need to require monthly visits, to be consistent with what is required in our 
system for EOP patients. 

Yes we a re not staffed for that. 

But, we make the rules and institutions (hopefully) allocate scarce resources to prevent death and 
morbidi ty, while often having to break our rules ln order to do so. 

Of course the situation is very much imperfect. 

Best, 
Michael 

Michael Golding, M.D. 
Statewide Chief Psychiatrist 
Mental Health Suppcrt Program 
California Department of Corrections and Rehabilitation 

Phone: 916.662..6541 
Email: michael.gofding@cdcr.ca.gov 

<image002.jpg> 

From:~ CDCR 
Sent: Monday, December 05, 2016 2:12 PM 
To: Golding, Michael@CDCR 

Cc:~ CDCR 
Subject: fW: Need a qufck ru le clarification 

Hi Michael, 

.iland I just spoke about this. How often do you think a person who is EOP level o f care and 
prescribed psych meds be seen by a psychiatrtst? There are no PG rules for people in EOP overflow 
waiting for t ransfer to an EOP program and these programs are not staffed to provide full complement 
of EOP care so for these I want to create a policy based upon clinical appropriateness - what do you 
think? Should we create a policy (and then a reporting rule) for frequency of psychiatry visits for EOP 
overflow patients on meds? ff so what makes sense? 

Thank You. 

·J 
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oHCS Mental Health Program 

<irnage00l.jpg> 

CONPIDE!vTJALJTY NOT/C~: Th is_communicati~n a~rl conten~s m~y ha_ve se.nsitive, conjidenciaf and/or legally privileged 
mformat1on. A11y unavthorized d1I-cla:;11re1 distribrwon, or action ,n rclwnce on r/Je con ten cs of this communication is strict/. 
prohibited and may be unlawful. If y ou ure not the Intended recipient, please concoct the ~ender und descroy all events of th~s 
r:ommunicatian. For fT issues contact our Solutions Center at 1-888-735·3470. 

l'rn in the process of streamlining our psychiatry contact rules for EOPs in all housing situations (due to-a 
bug in one of them that needs to be fixed for PVSP's Coleman data) and I'm seeing that currently, ML 
EOP/EOPMods on pychiatrist-prescribed meds are only required to be seen by a psychiatrist at institutions 
with an EOP program. The other institutions have no ML EOP/EOPMod psychiatry requirement, even if 
the patient is on psychiatrist-prescribed meds. I'm thinking I should change the rule such that ML 
EOP/EOPMod patients on psychiatrlst-presaibed meds at ALL lnstftutions should be required to be seen 
regularly by a psychiatrist, regardless of whether or not the fnstftution has an EOP program. Am 1 right 
on this, or do I leave the rule as is? 

-
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~ -

From: 
To: 
Subject: 
Oilb!: 

Hi Michael, 

~ 
Go)ding Mjc))ae)@CPCR 
SAC fnforma\ian 
Thursday, November J6, 2017 1:03:00 PM 

~~~ ~~ flycWJ­
~/'d_ lNkt--~~ 

Beftt;~/ 

Here's a synopsis of what l'11e found: ~--

CTC: Rare custody barriers; there are a couple COs who push back whe/asked to bring patients they 
feel will be a lot of work, but overall custody is very helpful. Office space is limited. and the times 
available for seeing patients are short (due to breakfast, pill line, lunch, change of shift- usually they 
can see patients from 7:30-10:30, and 11 - 1:30), but the psychiatrists denied any significant 
problems with office availability thanks to CDs bringing patients promptly and the psychiatrists and 
psychologists w orking well together. There are lots of PC 2602s to do, which somewhat decreases 
ability to see many patients. Biggest complaint from two of the psychiatrists was how many trainings 
(SRE, Columbia scale, etc) they have to do. Overall the CTC psychiatrists feel things run smoothly. 

MHCBU: -An 3 or 4 custody officers will put on their sunglasses and sleep. If you ask them for 
patients to be pulled they'll say 'oh. he won't come out"' without even attempting to get the patient. 
He stated the psychologfst has an office, but the psychiat rist does not have an office and has to sit in 
the hallway to see patients or do any work. He reported it's really noisy in the hallway, there is no 
privacy, and other prisoners can listen to the appointments and even see his computer/notes if they 
are in a nearby cell. There are lots of PC 2602s. 

PSU Al: Approximately 70% of patients do not show up for their scheduled appointment - 50-60% 
of those say that they did not attend their appointment because custody never came to pick them 
up. Custody fs mostly helpful when directly asked to do something, although a few are resistant to 
helping out the psychiatrist. Dr. has forbidden patients from being taken out of groups to 
see the psychiatrist. The psychiatrist ends up se~ing most patients cel l-front, which can be time­
consuming due to the psychiatrist needing to find them {the patient may be on the yard, in the law 
library, out to court, in group. or at a medical appointment). There are lots of PC 2602s. MAs come 
and go frequently - he has had 5 M_As since February - so he has to spend time to train them on 
expectations each tfme he gets a new one. Medical had priori ty over Psychiatry for M As, so two of 
the five left because they were re-assigned to Medical. 

PSU A2: Custody will pull patients when requested, unless the patient is in a group. He said Dr, 
informed custody that groups take precedence over psychiatry appointments, and 

that patients are never to be taken out of a group for a psychiatry appointment. 0\/erall custody Is 
helpful. Patients frequently (~SO%+) refuse to attend appointments, and must be seen cell-front, 
which can result in time spent tracking them down. 

PSU B: They were 50% staffed in PSU 8 until October. No custody issues. The psychology supervisor, 
Dr. - d1d not allow psychiatrists to pull patients from groups, but she was transferred to 
PSU A recently, so psychiatrists are now able to pull patients from groups. 90+% of the psychiatrist's 
patients refuse their 1:1 appointments, largely Hbecause they don't want to be stuck in there for an 
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hour or two" (custody transports patients In groups, so al though the appointment with the 
psychiatrist may only be 10-15 minutes, they have to sit in the treatment center for 1-2 hours before 
or after the appointment waiting until custody transports the group back). The psychiatrist sees 
about 50% of her patients cell-side, due to them refusing both their 1:1 with her and their group. 
Sne no tonger schedules appointments in advance, due to 90+% of them not coming, so all 
scheduling orders are placed in arre-ars by the MA, who places the order, schedules the 
appointment, and checks them in and out. 

A3 EOP: Over 50% of patients do not show up for their scheduled appointments, which the 
psychiatrist believes is mostly due to them refusing, but could also be due to custody failing to bring 
them. He said custody is pleasant and helpful overall. He is able to pull patients out of groups 
without any push-back. He goes cell-front to see the patients that are not in group and that refuse 
their appointment, and has some difficulty tracking these patients down. There are a fair number of 
PC 2.602s to do, w hich tal-:.es away from direct patient care time. 

AS Ad Seg EOP: One psychiatrist said "Custody won't bring any patients". He clarified that he has 
patients scheduled, they are ducated, but custody refuses to bring patients for any psychiatry 
appointments. He state<i custody will bring patients for psycnology 1:1 appointments, and for 
groups. He reported he tries to see his patients with the psychologist during the psyct,ology 
appointment whenever possible, or pull them from group, but frequently ends up having to see 
patients cell-side. Often the patients aren't in their cell, and Hcustody says they don't know where 
{the inmate] isH, so he has to go all over the yard trying to find his patients, which takes a significant 
amount of time. He noted that although he does pull patients from groups, it fs "frowned on" to do 

-

has heard other psychiatrists have been told they are not allowed to do that by Dr. 
Another psychiatr ist stated "t cannot see the patients In a confidential setting on the 

b lock", and explained that custody will not pull patients out of their cell for a psychiatry 
appointment, only for groups and psychology appointments. He noted he can only see patients in a 
confidential setting if he pulls them out of group to see him, and said that custody is cooperative 
with pulling patients out of groups for him. He sees most of his patients cell-front, and denied 
significant problems with tracking them down, as they are usually either In their c.ell or on the yard. 

A6 EOP; ·custody is very rude and there are lots of problems. When t try to see my patients they tell 
me they cannot bring the patient because it's yard time, shower time, they're not in their cells yet, 
or 'we have a short age of staff and can't'. If you schedule 6 patients, 1 or 2 will be brought, but the 
others won't because custody refuses.ft HTwo psychiatrists have left SAC because of worlc.ing in A6.H 
He reported he ends up having to see most of his patients cell-side, but this takes a lot of t ime 
because there are 3 blocks, and "custody will often refuse to even open the block for youH. If he is 
eventually let in to the block, often the patient isn't in his cell, so he then has to try to find out where 
the patient is. 

A7 EOP: 75+% of patients refuse their appointment, especially if they are scneduled for yard at the 
same time. He tries to see the patients who refuse cell-side, but often can't find them, and spends a 
lot of time checking their cells, work., yard, groups, etc, which decreases the amount of time he has 
available for patient care. He reported there are lots of PC 2602.s to do, and in order to complete the 
paperwork and hearings he often has to devote one full day per week to PC 2602s. 
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Scheduling: 
Most of the psychiatrists had more notes than schedullng orders, meaning they are 

forgetting to place the scheduling order in arrears or not communfcating to the MA to place the 
scheduling order in arrears. On average, the psychiatrists had 5.7 more notes than scheduled 
appointments in September. I am assuming that scheduled appointments all had a note, 2nd that all 
notes signified a face-to-face contact - both of which could be false assumptions - s 
looking into this for me, but i don't have the resurts back yet). 

Dr. ppears to have only seen 2 patients in September {based on scheduling 
orders). because her MA checks all cell-front appointments in and out for her. Because of this, the 
MA got credit for all of those appointments (n = 36), not Dr. ... 

Overall thoughts: 
1. Psychiatrists' ability to see patient.s is significantly impeded by the priority hierarchy of 

Medical appointments> Groups> Psychiatry appointments. 
2, The patient refusal rate is very high on most yards, and the psychiatrists appear to not have 

much (if any) help locating the patient, so the psychiatrists spend a lot of time just trying to 
find tt\eir patients. 

3. Custody t ransporting many patients at once and making them wait for 1-2 hours while the 
psychiatrist quickly tries to see each of them, and then t ransporting them all back at the 
same time. likely leads to a much higher appointment refusal rate. 

4. SAC has a lot of PC 2602s (currently 216). which significant ly impacts SAC psychiatrists' time. 
This is not accounted for when looking at productivity data. 

S. Custody is a very significant barrier to patient care on several yards. 
6. Psychiatrists are unable to pull patients from groups on several yards. Many of the 

psychiatrists expressed that psychiatry appointments are ohen brief (10-15 minutes), and 
groups are often long (90-120 minutes). so the patient would still be able to part icipate in 
most of the group and receive credit for attending the group, even if t hey were pulled 
partway through for a psychiatry appointment. Not allowing psychiatrists to pull patients 
from groups often results In the psychiatry appointment not happening, due to barriers with 
custody, high patient refusal rates, and difficulty tracking patients down. 

Recommendations: 
1. Speak with the warden regarding the above custody issues. 
2. Speak With relevant parties at HQ regarding the appointment priority hierarchy, and the 

need for psychiatry appointments to take precedence over groups Uust like medical 
appointments do). 

3. Educate psychiatiists and MAs on the importance of rnaklng sure there is a scheduling order 
placed for every appointment. This could be directed just at the psychiatrists who had the 
biggest difference between number of notes and number of appointments (Dr. at 
21, Dr. - at 13, Or .•• l at 15, and Dr - at 12), or at all psychiatrists. Likewise 
the MAs could be spoken to as a group, or the MA supervisor could oe spoken witn and 
asked to make sure the MAs all place scheduling orders appropriately. 
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4. Educate Dr. and MAlllllllllllllllthat the psychiat rist must be the one t o 
check patients ih and out on the ambulatory organizer, or the MA will get credit for the 

appointment. 
s. From the September data (which could potentially paint a misleading picture, given that it's 

just one month), lt appears these psychiatrists should be instructed to see more patients: 

a. Or.- (2.4 patients per day). Of note, he works on AS Ad Seg where custody 
apparently wil l not pull anyone from their cel l for psychiatry appointments. 

b. Dr.- 3.1 pat ients per day). Of note, he also works on AS Ad Segwhere 

cus~ arently wtll not pull anyone from their cell for psychiatry appointments. 
c. Dr.- (3.S patients per day). Of note, she works ln PSU B, where custody 

t ransports many patients to her at once, and they have to wait 1-2 hours before 
custody wil l t ransport them back,1 so 90+% refuse. She also is acting 
one day per week. 

d. Dr .... (3.S patients per day). Works on A7. 

I hope this helps. Let me know if you need any more details. -- ist 
Elk Grove - Headquarters 
California De artment of Corrections and Rehabilitation 
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What LOC are you asstgned to? Was in EOP, just moved to PSU 

If anything except MHCB, which yard? A6. Lots of problems in A&. Now PSU A2. 

What barriers affect your ability to see patients? 

Custody issues? A6 custody very rude, often refuses to pull patients for appointments (it's yard 

time, they're all taking show; rs, they're not in their-cells yet, we have a shortage of staff and cant). If 

you schedule 6 patients, 1·2 will be· broughc but others won't. When you try t o see them ceil-front; it 

takes lots of time because there ar;3 blocks~ and custody will often refuse to ev~n open theblock. Two 
psychiatrists have act~ally left working at SAC because of working in AG. · 

In MHCBU, all ~-4 COs ~ ill put_on their sunglasses and sleep. lf you ask for patients to be pulled they'll 
say "oh, he won't come out"_ 

A2 custody is better. They w ill pull patients out when requested. 

Are you allowed to pull patients from groups in order to see them? A2 - custody will not 

becau~e Dr. said they cannot pull people from groups, iven if patient is~his 
schedule at that time. 

Is office space an issue? Not in A2 

In MHCBU, there's an office for the psychologist, but none for the psychiatrist. They have to sit in the 

hallway, prisoners c an listen to their conversations, anyone can see his notes, it's really noisy.° 

About what percentage of your patients refuse to come? A6 66%. PSU most come-. A8 (OHU ) 

patients have disabilities so Y~'! have to go to them. MHCBU almost everyone refuses/ won't be pulled. 
Do you see them cell-front? Yes. 

How do you schedule appointments?_ 

Ahead of time? Yes. Do you place the scheduling order or does your MA? Psychiatrist. Do you 
check the patlents in and out or does your MA? Psychiatrist. Do you or your MA check the 

Current Due Dates report to ensure people are scheduled before they are due? Dr.­
does. MAs c-ome and go too much. 

After the appointment? If so, do you place the scheduling order or uoes your MA? 

Do you have any other duties that cut into patient care time? E.g. administrative duties, lots of PC 2602$, 

etc. Lots of PC 2602 hearings and paperwork. Lots of IDTTs. Suggestion: get psychologist to help with PC 
2602 paperwork. There is one, but she ta kes 4 days to do one 2602 paperwork packet. 
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What LOC are you assigned to? Ad Seg EOP 

lf anything except MHCB, which yard? AS 

What barriers affect your ability to see patients? 

Custody issues? Custody won't bring any patients for psychiatr~ on AS. T_he pati':_nts are on his 

ambulatory ~rganizer, have scheduled ~ppolntments, but custody won't bring them. They only b~ng 

patients for psych~logist 1:1 appointments, so he tries to see his patients !'ith the PC when possible, 

find them in a group, or go cell-front, Sometimes custody doesn't know where a patient is, ~o he has to 
run around trying to find his patients. 

Are you allowed to pull patients from groups in order to see them? It's frowned on, he has beer; 

able to, but other psychiatrists have been told. they can't by Dr. -

Is office space an issue? No 

About what percentage of your patients refuse to come? Do you see them ceH-front? 

How do you schedule appointments? 

MA. 

Ahead of time? Yes. Do you place the scheduling order or does your MA? MA proposes order, 

and he co-signs. Do you check the patients ln and out or does your MA7 Psyehiatrist. Do you or 
your MA check the Current Due Dates report to ensure people are scheduled before they are 
due? 

After the appointment? Emails MA. If so, do you place the scheduling order or does your MA? 

Do you have any other duties that cut into patient care time? E.g. administrative duties, lots of PC 2602s. 
etc, No. 
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What LOC are you assigned to? EOP PSU 

If anything except MHCB, which yard? PSU B 

What barriers affect your ability to see patients? 

Custody issues? No. 

Are you allowed to pull patients from groups in order to see them? Curre11tly yes, but the 

previous psychology supervisor wouldn't allow it (she was moved to PSU A). 

Is office space an issue? No 

About what percentage of your patients refuse to come? .90+%, because they don't ~ant to be 

stuck in the treatment center for 2 hours (custody transports them in gr~ups). So she stoppe_d 

scheduling them and just pulls them out of groups. Do you see thern celf-front? About 50% of the time 

has to do cell-front, because patient also refuses group. 

1-iow do you schedule appointments? 

Ahead of time? Do you place the scheduling order or does your MA? Do you check the patients 

in and out or does your MA? Do you or your MA check the Current Due Dates report to ensure 
people are scheduled before they are due? 

After the appointment? Yes. If so, do you place the scheduling order or does your MA? MA puts 

in scheduling order, and places appointment on ambulatory organizer and checks in/out. Psychiatrist 

doesn't even have to co-sign. The MA checks the Current_Due Dates report for the PSU psychiatrists and 

makes sure everyone stays in compliance. Dr. as only psyc~iatrist on PSU B for 2 years (they 

were 50% staffed), but a new psychiatrist started in PSU B In October so they are now 100% sta.ffed and 
should meet their psychiatry compliance numbers for the first time. 

Do you have any other duties that cut into patient care time? E.g. administrative duties, lots of PC 2602s, 
etc. Administrative duties all day on Fridays (acting • . 
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~-

What LOC are you assigned to? CTC 

\f anything except MHCB, which yard? 

What barriers affect your ability to see patients? ''There aren't really any barriers in the CTC." 

Custody issues? No. Has a good relationship with custody and anytime he wants to see someone 
custody will pull them out fo r him. 

Are you allowed to pull patients from groups in order to see them? N/A (no groups) 

ls office space an issue? No 

About what percentage of your patients refuse to come? Do you see them cell-front? 

How do you schedule appol ntments? After the appoifltrnent. 

Ahead of time? Do you plac-e the scheduling order or does your MA? Do you check the patients 

in and out or does your MA? Do you or your MA check the Current Due Dates report to ensure 
people are scheduled before they are due? 

After the appointment? Yes. If so, do you place the scheduling order or does your MA? 

Psychiatrist places t he scheduling order, and then MA schedules them (places them on 
ambulatory organizer and checks them in and out}. 

Do you have any other duties that cut into patient care t ime? E.g. administrative duties, lots of PC 2602s, 
etc. 

Lots of PC 2602s. Lots of tra1nings - Columbia scale, SRE, e tc. Trainlngs definitely get in the way of seeing 
patients. 

In outpatient, custody has always been a problem. Lots of patients refuse, and custody doesn't make 

them go, so they just won't show up and the psychiatrist has to run all over the institution finding 
patients. Occasionally (he guesses it's a small minority) patients want to go, but custody won't bring 
them. 
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What LOC are you assigned to? CTC 

If anything except MHCB, which yard? 

What barriers affect your ability to see patients? 

Custody issues? No. Has good rapport w ith custody. Can see from 7:30 - 10:30, and 11 - 1:30. 

Are you allowed to pull patients from groups in order to see them? N/A 

Is office space an issue? There are only two offices to see patients on the unit, so can sometimes 

·get difficult. Sut he gets there early (5am}. 

About what percentage of your pat1ents refuse to come? 20%. Do you see them cen-front? Yes. 

How do you schedule appointments? 

Ahead of time? Do you place the scheduling order or does your MA? Do you check the patients 
in and out or does your MA? Do you or your MA check the Current Due Oates report to ensure 

people are scheduled before they are due? 

After the appointment? Yes. If so, do you place the scheduling order or does your MA? 

Psychiatrist places order in arrears and MA places them on ambulatory brganizer and checks them 

in/out. 

Do you have any other duties that cut into patient care time? E.g. administrative duties, lots of PC 2602s, 
etc_ !DTTs, PC 2602 hearings, lots of trainings. 

He feels things run smoothly in the ere. 
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Dr. 

What LOC are you assigned to? CTC-2 

If anything except MHCB, which ya rd? 

What barriers affect your ability to see patients? 

Custody issues? Occasionally, if seeing a difficult inmate is a lot of work for 2 of the COs they'll 

push back a lot. Others are fine. Overall things run well and she doesn't have issues. 

Are you allowed to pull patients from groups in order to see them? NIA 

Is office space an issue? No 

About what percentage of your patients refuse to come? Do you see them cell-front? 

How do you schedule appointments? 

Ahead of time? Oo you place the scheduling order or does your MA? Do you check the patients 

in and out or does your MA? Do you or your M_A c.heck the Current Due Dates report to ensure 
people are scheduled before they are due? 

After the appointment? Yes, If so, do you place the scheduling order or does your MA? 
Psychiatrist. 

Do you have any other duties that cut into patient care time? E.g. administrative duties, lots of PC 2502s, 

etc. No, but EC box pops up a lot, and all of the EC notes clutter up the chart and make it hard to review 

notes. Labs in results review sometimes d~n't show up (like creatine kinase or other specialty labs}, so 
she checks Quest. Smartphrase for labs doesn't pull in all relevant labs. 
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Dr.-

What LOC are you assigned to? EOP 

If anything except MHCB, which yard? A3 

What barriers affect your ability to see patients? 

Custody issues? 

Are you allowed to pull patients from groups in order to see them? Yes. No push-back. 

Is office space an issue? No, there afe lots of offices in the EOP building. 

About what percentage of your patients refuse to come? 50%+ don't come. l_!:~~-mclear whether 
the patients are refusing or custody doesn' t bring them. Do you see them cell-front? Yes 

How do you schedule appointments? 

Ahead of time? Yes. Do you place the scheduling order or does your MA? MA, with co-sign. Do 
you check the patients in and out or does your MA? Psychia~rist . Do you or your MA check the 
Current Due Dates report to ensure people are scheduled before they are due? Yes. 

After the appointment? If so, do you place the scheduling order or does your MA? 

Do you have any other dut ies that cut into patient care time? E.g. administrative duties, lots of PC 2602s, 
etc. Fair number of PC 2602s. 
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Dr.-
What LOC are you assigned to? EOP 

If anything except MHCB, which yard? A7 

What barriers affect your ability to see patients? 

Custody issues? No, the cos are helpful and nice. 

There are 2 yard shifts, so patients won't show up if he schedules them during t heir yard time. He'll go 

t o cell-side, but usually can't find them (in yard, working, group, etc), so has t o run around yard. M A 

could schedule around yard t ime. 

Are you allowed to pull patients from groups in order to see them? Yes, and custody are helpful 

with this. 

Is office space an issue? No 

About what percentage of your patients refuse to come? 75%+. Do you see t hem cell-front? Yes1 

see above. 

How do you schedule appointments? 

Ahead of time? Yes. Do you place the scheduling order or does your MA? MA, and psychiatry co­
signs. Do you check t he patients in and out or does your MA? Psychiat rist. Do you or your M A 

check the Current Due Dates report to ensure people are scheduled before they are due? MA 
does, they put in scheduling orders based on Current Due Dates. 

After the appointment? If so, do you place the scheduling o rder or does your MA? 

Do you have any other duties that cut into patient care t ime? E.g. administrative dut ies, lots of PC 2602s, 

etc. Lots of turnover on his yard. Lots of PC 2502s, has to devote one full day to PC 2602s/hearings most 
weeks. 

He feels t hings run well on A7, except ya rd t ime. 
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Dr.-
What LOC are you assigned to? MHCBU 

If anything except M HCB, which yard? I do fill in on other blocks at t imes. 

What barriers affect your ability to see patients? 

Custody issues? Not 1n MHCBU 81 but it was terrible in PSU 1 and 2 

Are you allowed to pull patients from groups in order to see them? ~ometimes, not always. 

Is office space an issue? Yes everywhere. The interview booths are hard t~ hear the IP in and 
usually have partially open wire mesh that the IP ca n gas you if he so chooses. The booths rarely have 
any air circulation. 

About what percentage of your patients refuse to come? Do you see them cell-front? In MHCBU 
Bl about 50%. In the PSU A 1&2 it was higher. 

How do you schedule appointments? 

Ahead of time? Do you place the scheduling order or does your MA? Do you check the patients 

in and out or does your MA? Do you or your MA check the Current Due Dates report to ensure 
people are scheduled before they are due? In the PSU the IPs were scheduled ahead of time. In 
the MHCBU the schedule is done by the clinicians. 

After the appointment? If so, do you place the scheduli!lg order or does your MA? After seeing 

the IP I wil l check them in and check them out in the MHCBU. In the PSU Tt was a check out procedu~e 

Do you have any other duties that cut into patient care time? E.g. administrative duties, lots o f PC 2602s, 
etc.There are a fair number of PC2.602.s to be done. 
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Dr. -

What LOC are you assigned to? Ad Seg EOP 

If anything except MHCB, which yard? AS 

What barriers affect your ability to see patients? "I cannot see the patient in a confidential setting on 
the block.v 

Custody issues? Was told in a meeting that custody won't pull patients out of their cell to see 
the psychiatrist, and tried a long time ago to get custody to pull them but was refused, but they are _very 
helpful in pulling patients from gro.up to ;;e him. 

Are you allowed to pull patients from groups in order to see them 7 Yes, Pulling them from 
groups is the only way he can see patients in a confidential setting. 

Is office space an issue? No 

About what percentage of your patients refuse to come? Most of them. Do you see them cell­
front? Yes. Patients are either in thelr cell or in a small yard, so they' re easy to find. 

How do you schedule appointments? 

Ahead of time? Yes. Do you place the scheduling order or does your MA? MA puts in scheduling 
order and places on ambulatory organizer. He cosigns orders. Do you check the patients in and 
out or does your MA? Psychiatrist. Do you or your MA check the Current Due Dates report t o 
ensure people are scheduled before they are due? MA. 

After the appointment? If so, do you place the scheduling order or doe5 your MA? 

Do you have any other duties that cut into patient care time? E.g. administrative dut ies, lots of PC 2602s, 
etc. A few months ago they had a much higher patient load (there were more Ad Seg EOP patients at 
SAC in general), so patients were housed on other blocks, and there were many more PC 2602s. 
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What LOC are you assigned to? PSU Al 

If anything except MHCB, which yard? 

What barriers affect your ability to see patients? Sees patients via ducats and on tier rounds 

Custody issues? Custody will not pull patients from groups. Most COs are fine, will pull patfents 

out when d1rectly reques~ed, but some are difficult. 

Are you allowed to pull patients from groups in order to see them? No. Dr. 

Is office space an issue? No 

forbids it. 

About what percentage of your patients refuse to come? 70% don't show up - a~_out 50% _of 

those inmates say custody didn't go pick them up, Do you see them cell-front? Yes. Som~times they're 

on the yard, or in the law library, or out to court, or at a medical appointment, so can be difficult t o t rack 

them down. 

How do you schedule appointments? 

Ahead of time? Yes. Do you place the scheduling order or does your MA? MA proposes order 

and psychiatrist co-signs. Do you check the patients in and out or does your MA? Psychiatrist. Do 

you or your MA check the Current Due Dates report to ensure people are scheduled before they 

are due? 

After the appointment? Only for add-ons. If so, do you place the scheduling order or does your 

MA? Psychiatrist. 

Do you have any other duties that cut into patient care time? E.g. administrative duties, lots of PC 2602s, 

etc. Lots of PC 2602s. There is a psychologist who helps out wlth PC 2602. Has about 2 hours of emails 

every day, mostly about patients and necessary (collaborating with PCs and PCPs). 

Has had S MAs since February; 2 were pulled for Medicine. 

Someone sends an email 2-3 times per week listing everyone who has to be seen this week. 
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What LOC are you assigned to? EOP 

If anything except MHCB, which yard? 85 

What barriers affect your ability to see patients? It seems to be getting better- for a while the OTs were 
insisting on scheduling, but now MAs do. 

Custody issues? No 

Are you allowed to pull patients from groups In order to see them? Yes 

ls office space an issue'? Not usually. Psychiatry has dedicated space, an_El only 1-2 

About what percentage of your patients refuse to come? SO% don't show up - unclear if patient 
refused, if patient couldn't hear their name called, or 'if custody didn't call their name or go pick them 
up. Thinks it's mostly the pa tient refusing. Do you see them cell-front? Yes. Usually not hard to find 
them - they' re usually in their cell, but if not are p~obably in group. 

How do you schedule appointments? 

Ahead of time? Yes. Do you place the scheduling order or does your MA? MA, with co-sign 

oroer. Do you check the patients in and out or does your MA? MA. Explained that psychiatrist 
has to. Do you or your MA check the Current Due Dates report to ensure people are scheduled 
before they are due? MA. 

MA puts together a file on each new patient, including previous psych notes from eUHR. 

After the appointment? If so, do you place the scheduling order or does your MA? 

Do you have any other duties that cut into patient care time? E.g. administrative duties, lots of PC 2602s, 
etc. No. She has assistance with PC 2602s from a team. 

lack of continuity (they're constantly moving people within the institution and to and from other 

institutions) significantly impacts care. It's hard to have effective t reatment when you only get to work 
with a patient for a little while. 
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SAC PSU 

1. Psychiatrist Locations: (Sac Al, A2) & (Sac B7, 88} 
2. Psychiatrist Assigned : 

a. PSU A: Ors. 

b. PSU S: Drs. only as needed for emergencies) & -
3. Scheduling is usually done in advance 

4. Schedules are made by the MA's assigned to each individual psychiatrist 
5. Custodial barr1ers: Groups and Prioritizing Psychiatry Appointments 

l just spoke with Dr- and was able to get more information about SAC PSUs. He said in 
PSU B they actually do pull patients out of groups for psychiatry appointments, due to the 

Senior Psychologist Supervisor being okay with this, and telling custody it is fine. On PSU A, 
however, the Senior Psychologist Supervisor (he believes her name ls Dr.- although I 
looked in the directory and couldn't find anyone with any variation of that name) has directed 

custody to never pull patients out of groups for psychiatry appointments, so custody refuses 

psychiatrists' requests to see patients during groups. Dr.- believes this is the case for all 

~ ncluding RT groups. He said he has discussed the issue with the CMH, Dr. ~ 

- • and Dr. - nformed him there is a policy that states groups take priority over 
psychiatry appointments, and you cannot take patients out of groups for any reason, except in a 
crisis. Do you know if there is such a policy? 

Interestingly, Dr. said the MAs handle all psychiatry scheduling in both PSUs. The MAs 

propose the scheduling order, and use the Scheduling program to actually schedule the 
appointment. The psychiatrists have no control over their schedule, unless they want to add a 

patient on. He said the MAs have been trained to use the Current Due Dates report to make 

sure the psychtatrists remain in compliance with their appointments, but no one double-checks 
to ensure that they are doing this. He said they have a supervisor, but the supervisor has been 
hands off regarding scheduling. 

It appears that 1) the MAs may not be closely following Current Due Dates, given the low levels 
of compliance, and 2) that the psychiatrists may not be properly communicating with the MAs 

regarding scheduling any add-ons or impromptu appointments they see so they get credit . If 

- is able to run that query and it shows the compliance% based on notes is much higher 
than the compliance based on scheduling orders, that would support#2, but if the compliance% 
based on notes is about the same as the compliance based on scheduling orders it would 
support #1 (or a staffing shortage, or that the psycniatrists see too few patients per day -

although per Dr.- their schedules are controlle.d by the MAs, so they shouldn't be able to 
see too few patients). 

Other info from Dr. ­

Dr~ orks W, Sa, Su in PSU 

Or.- works MWF in PSU 
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Or.- works T, W, Th in PSU. Covets other yard on M. 

or.~ or'ks T, W, Th in PSU. Does admin/supervisory on F. 

Tuesdays all PSU tDTTs are done, and psychiatrists are unable to see many/any 1:1 appointments 

Wednesdays PC 2602 hearings occur. 

PSU B8 has 65 beds, PSU 87 has 64 beds, PSU Al has 70 beds, PSU A2 has 70 beds 
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MAPIP DASHBOARD - Trended View 
StJtewide 
April 2018 

i~ 1 Trended View 

DIAGNOSTIC MONITORING 

Clozapine: Lipid Monitoring 

Clozapine: Med Consent 

Clozapine: Thyroid Monitoring 

Clozapine: Weight 

Depakote: CBC w ith Platelets 

Depakote: CMP 

Depakote: Depakote Level 

Depakote: M ed Consent 

Lamotrigine: Med Consent 

Lithium: Creatinine & llUN 

lithium: EKG 

Lithium : Lit hium Level 

Lithium: Med Consent 

Lithium: Thyroid Monitoring 
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Trrnded View i❖t·nlifidW1·d 
MEDICATION MANAGEMENT 

02A Medication Order Processing - Dental Stock 

028 ,'t.edic:atlon Order Processing - Routine Orders No Dental Stock KOP 

028 Med1catton Order Processinc - Routine Orders No Dental Stock NA/ DOT 

02C Medication Order Processing - Same Day Orders No Dental Stock KOP 

02C Medication Order Processing - Same Day Orders No Dental Stock NA/DOT 

04 Continuity of Meds Upon Arrival at RCs 

OS Continuit y of Meds Upon Inter-Institutional Transfer at R&R 

06 Continully of NA/DOT Meds with Intr a-Insti tutional Transfers (Excluding ASU/SHU/PSU) 

07 Continuity of Meds: Mental Health Crisis Bed (MHCB) Transfers 

08 Continuity of Meds with Intra-Institutional Transfers to ASU/SHU/PSU 

09 Continuity of Meds: Discharge/Transfer from a Community Hospi tal and/or DSH 

10 Continuity of Meds Upon Parole/Transfer to Community 

12 Medication Compliance with PC 2602, Involuntary Meds: Court Order 

12 Medication Compliance with PC 2602, Involuntary Meds: M ed Order 

18A Observation or Medication Preparation and Administration: HS 

188 Observation of Medication Preparation and Administration : AM PM 

20 Medication Admln: Chronic Care Medications Historical Administration (Psychiatrist) 

21 Medication Adrnin: Chronic Care Medications Historical Administration (Medical Provider) 

22 Medication Admin: Outpatient Provider New Medication Orders (Psychiatrist) 

23 Medication Admin: Outpatient Provider New Medication Orders (Medical Provider) 

24 Medication Administration: Prescribed TB Medications 

DIAGNOSTIC MONITORING 

Antidepressants: EKG (Tricyclics) 

A nt idepressants: Med Consent 

P/cost> direct qm•<tiom or /<'t•dbock ro 
Reporl tun 6/1 ?/1018 3 ~8 l I PM 
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MAP IP DASHBOARD - Trended View 
•· Jr,- \ 1-Jt-..) 

ll.ptil ZOlB 

,~'l"\dH~:f~l~ Trended View 

OIAGNOSTIC MONITORING 

Clozap1ne: Lipid M onitoring 

Clo zapine: M ed Consent 

Clozapine: Thyroid M onito ring 

Clozapine: Weight 

Ocpakotc: CBC with Platelets 

Depakote: CMP 

Depakote: Oepakote Level 

Oepakote: Med Consent 

Lamot rigine: Med Consent 

Lithium: Creatinine & BUN 

Lithium: EKG 

Lithium: Lit hium Level 

lithium: Med Consent 

Lithium: ·thyroid Morutoring 
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