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[Mr.  face into the hot asphalt giving him a severe road rash on the side of his 
face.”  Id.  Officers  and  joined this third officer in “grinding 
[Mr.  face into the asphalt.”  Id.  

Notably, Mr.  also alleges that Officer  “has an extensive history 
of assaults on Inmates who are in restraints,” and has “openly admitted to [Mr.  
and other Inmates that he is a proud member of the ‘Green Wall’ Gang.”  Id. at 7. 

(f) Consolidated Appeal to the SBP 

In November 2025, the parties agreed to a stipulation that resolved Officer 
 appeals of the first four incidents described above.3  In effect, the stipulation 

reduced a penalty that, in the aggregate, amounted to a 5% reduction in pay for 21 
qualifying periods, to a 5% reduction in pay for just 6 months, and three letters of 
reprimand.  See Stipulation at 2-4. 

(g) Conclusion 

These incidents evince a pattern: Officer  resorts to unjustified, immediate, 
and dangerous force against class members with disabilities who present no imminent 
threat.  We recognize that CDCR can no longer discipline him for these incidents,  but 
we ask that you reassign Officer  to a post in which he cannot interact with 
and harm class members. 

The manner in which these incidents were ultimately resolved also illustrates 
problems with CDCR’s accountability system—problems we have raised repeatedly over 
the last several years.  For example, as we have pointed out before, CDCR undermines its 
own progressive discipline system by stipulating to lesser penalties when clear evidence 
establishes that misconduct occurred.  These cases also demonstrate how the failure to 
recognize a problematic pattern of behavior and the slow pace of investigations can 
combine to allow a single officer to repeatedly harm class members without receiving 
any interventions such as interim training or guidance that might prevent future, 
continued misconduct. 

Plaintiffs’ counsel would like to know: 

1. What, if any, information in Defendants’ accountability system should have 
led  the Hiring Authority or other CDCR management to detect a pattern of 
allegations of serious use of force incidents involving Officer ? 

 
3 The first two incidents were consolidated together in SBP case number .  The third 
incident’s SBP case number is .  And the fourth incident’s SBP case number 

.  
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2. What, if any, action could have been taken by the Hiring Authority had 
Defendants’ accountability system led to the Hiring Authority or other 
CDCR management detecting a pattern of allegations of serious use of 
force incidents involving the same officer? 

3. What, if any, information in Defendants’ accountability system should have 
led investigators to connect these allegations for the benefit of Hiring 
Authority decision-making?  

4. What, if any, action could have been taken by investigators in these cases to 
connect these allegations for the benefit of Hiring Authority decision-
making? 

5. How many complaints alleging unnecessary or excessive force have been 
filed against Officer  since March 2024?  

6. Are there any other pending use of force allegations against Officer 
 currently under investigation by CDCR?  If so, how many?  What 

steps will be taken to ensure that investigators and the Hiring Authority are 
aware of the problematic pattern of sustained and non-sustained cases 
involving this single officer?  

7. How are staff trained to respond to incarcerated people who ask to speak 
with a Sergeant?  Under what circumstances are those requests honored?  
Under what circumstances are they denied?  

8. Plaintiffs’ counsel request that, given conduct revealed on footage where 
this officer has acted in complete disregard of people’s disabilities and has 
rushed to use dangerous force when there is no imminent risk of harm, this 
officer be immediately re-assigned to a position in which he does not come 
into direct contact with incarcerated people with disabilities or serious 
mental health issues.  

Please report on what action is taken in response to this request. 

II. CARU IMPROPERLY IMPOSES CORRECTIVE ACTION FOR 
SUSTAINED ALLEGATIONS OF IMPROPER FORCE  

In multiple cases produced this quarter, the Centralized Allegation Resolution Unit 
(“CARU”) properly identified and sustained use-of-force violations but imposed only 
corrective action, which is inconsistent with CDCR’s disciplinary matrix.  Unnecessary 
Force Without Injury (L1) has a baseline penalty of Level 2 (123), but the CARU did not 
impose adverse action in any of the cases below.  See 15 C.C.R. § 3392.5.  In one case, 
the CARU explained that it imposed a lower-than-baseline penalty because the employee 
does not have a history of discipline, but that justification is inconsistent with regulations.  
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Accountability System at PDF p. 25 (COR-  sustained an allegation of 
unnecessary force but imposed only corrective action); Pls.’ Feb. 2026 Review of 
CDCR’s Accountability System February 2026 at PDF pp. 29 to 33 (RJD-  

 sustained an allegation of failing to intervene to stop misconduct and 
endangerment, a baseline Level 5 penalty, but imposed only Level 1).  The CARU’s 
reasoning for departing from the baseline penalty is either unclear from the 
documentation or inconsistent with regulations.  The CARU’s failure to impose correct 
discipline is often compounded before the State Personnel Board (“SPB”), where CDCR 
often inexplicably stipulates to even lower penalty.  See, e.g., Pls.’ May 2026 Review of 
CDCR’s Accountability System (linked above) at 2 to 3 (SATF-  & SATF-

, CDCR stipulated to corrective action after sustaining allegations of excessive 
force in one case and unnecessary force in another case); Pls.’ Aug. 2025 Review of 
CDCR’s Accountability System at PDF pp. 21 to 22 (SATF- , CDCR stipulated 
to no penalty after a hiring authority imposed a Level 5 penalty for an officer punching a 
class member in the face).  If CDCR is serious about reducing improper uses of force in 
its prisons, it must start imposing appropriate adverse action for use-of-force policy 
violations.   

III. FAILURE TO ACCOMMODATE DISABILITIES RESULTING IN THE 
USE OF FORCE 

Plaintiffs’ counsel continue to identify multiple cases each quarter in which 
CDCR’s accountability system fails to hold staff accountable for the failure to 
accommodate class members with disabilities, including serious mental illness, resulting 
in the inappropriate, unnecessary, dehumanizing, and sometimes excessive use of force 
against people with disabilities.  The first two cases illustrate how, despite the clear need, 
staff fail to provide basic Armstrong disability accommodations to class members, 
ultimately resulting in uses of force that – with disability accommodations – could have 
likely been avoided.  In both cases, the investigator and all subsequent reviewers failed to 
identify the connection between the need for a disability accommodation and the 
inappropriate use of force, and failed to reference any disability-related, policies and 
policy failures on the part of staff in the investigation report.  The third case illustrates an 
egregious failure to accommodate a class member in mental health crisis during escort to 
a crisis bed.  And the fourth case illustrates how the use of force can unnecessarily result 
in the expansion of the Armstrong and Coleman class.      

Ultimately, these cases represent ongoing examples of how the accountability 
system continues to fail to hold staff accountable for clear, disability-related staff 
misconduct in violation of years of court orders.  

1. KVSP-  Not Sustained 

In this case, officers failed to accommodate  
), when they refused to provide accessible 
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restraints.  The amount of force that officer  uses appears to be 
unnecessary and excessive. 

See Exhibits at 4. 

The investigator in this case did not thoroughly identify the discrepancies between 
the officers’ incident reports and the video footage, other than noting the inconsistency 
about whether Mr.  stated “don’t touch me.”  The investigator, who was not 
assigned until eight months after the incident was initially flagged by the AW, was 
unable to interview Officer  because he was out on a medical leave and “not 
responding to [the investigator’s] attempts to contact him.”  See IR at 10, Exhibits at 4.  
Ultimately, the investigator concluded the investigation without interviewing the main 
subject because of “the impending statute of limitations for this investigation.”  Id.  The 
CARU did not sustain allegations of dishonesty against any of involved officers for their 
inaccurate incident reports.  See 402/403. 

As A.W. Chappell pointed out in the memo to the warden, the use-of-force in this 
case violates policy.  At the time Officer  used immediate force, Mr.  is 
not presenting an imminent threat; he is secured in handcuffs and ankle restraints, 
shuffling around an otherwise empty track, and being escorted by three officers.  
Moreover, the amount of force was extremely disproportionate to the threat presented in 
that shoving a person who is handcuffed and restrained around the ankles with full force 
onto the ground is excessive and very dangerous.  The CARU had sufficient video 
footage to sustain allegations of unnecessary and excessive use of force against Officer 

  Its reasoning for failing to do so is both unclear and contrary to CDCR policy.  

We request that CDCR void the RVR issued to Mr.  that resulted 
from this incident. 

4. SATF- , Not Sustained 

In this incident, an officer used immediate and unnecessary force against a person 
who was calmly and passively standing against her cell door in an empty dayroom.  The 
officer’s use of immediate force escalated the situation, triggering additional force by ten 
more officers.  This case came to the AIU after being referred for investigation during the 
First Level Review as part of the Institutional Executive Review Committee (“IERC”) 
process.  See Exhibits at 3-4.  Despite clear evidence that officers used unnecessary and 
excessive force, the CARU failed to sustain the allegation of staff misconduct.    

AVSS and BWC footage from the incident shows officers responding to a Code 1 
(disruptive incarcerated person) in building .  The fixed-camera footage shows 

 leaned back against her cell door, with every other cell 
door closed and no other incarcerated person in view.  See AVSS at 19:33:15; BWC at 
19:33:00 to 19:33:15.  According to Ms.  medical records, one of her close 
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family members died around the time of the incident.  A mental health clinician noted 
that Ms.  has been “feeling unsupported by custody staff that would ask her for 
help with the housing unit but would not give her time on the phone with her family to 
process the loss.”  See Inpatient Progress Note.  The video footage of the incident shows 
nearly a dozen officers arrive as Ms.  remains standing by her cell door with her 
arms crossed in front of her in an empty dayroom.  She does not present an immediate 
threat to staff.  Officer  approaches Ms.  and immediately escalates the 
situation by grabbing her right arm to cuff her.  See AVSS (linked above) at 19:33:39.  
When she resists handcuffs, multiple officers grab her and throw to the ground for 
passively resisting cuffing.  In all, it appears eleven officers used force to grab, throw, 
and restrain Ms.  without any attempt to use de-escalation techniques or controlled 
force, as she did not pose an imminent threat.   

Ms.  was not in the Mental Health Delivery System at the time of the 
incident.  The day after this incident, Ms.  was admitted to a mental health crisis 
bed (“MHCB”) after endorsing suicidal ideation with a plan and intent to hang herself.  
See Inpatient Progress Note (linked above).  After her eight-day stay in the MHCB, 
Ms.  was discharged to the EOP level of care, where she remains today.  See 8-14-
24 IDTT.  

The body-worn camera footage makes clear that no staff member attempts to de-
escalate the situation, in violation of CDCR policy.  See 15 C.C.R § 3268(b)(1) (officers 
must attempt to use verbal persuasion to prevent the need for force); DOM § 51020.5(a) 
(same).  As Officer  approaches Ms.  he says, “Turn around.”  He takes a 
few more steps and says again, “turn around,” while twirling his finger.  He then 
immediately grabs Ms.  resulting in a violent and likely avoidable use-of-force.  
See BWC at 19:33:35.  Neither Officer  nor any of the other ten officers on the 
scene stop to ask Ms.  why she is refusing to return to her cell, what would make 
her go back to her cell peacefully, or even explain to her that she needs to submit to 
handcuffs.  After entering the building, assessing the situation, and determining that only 
one incarcerated person was passively noncompliant, the officer had ample time to de-
escalate the situation to avoid force.  Instead, Officer  created the necessity to use 
force and violated CDCR’s de-escalation requirements.  See 15 C.C.R. § 3268(b)(2) 
(officers should only use force if “verbal commands and de-escalation techniques do not 
work, or are not feasible in light of the situation”). 

According to the Request for Administrative Review, a captain at SATF wrote: 
“The force used by Officer  appears to be unnecessary and/or excessive and 
controlled use of force should have been initiated.”  See Exhibits at 4.  Yet, the CARU 
found no violation of policy without any explanation and clear video evidence to the 
contrary.  See 402/403. 
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that the cries for help went silent and then, sometime later, they heard keys rustling and 
staff attempting to resuscitate someone.  Id. at 8.  The investigation report mentions that 
the floor officer had been in his office watching YouTube videos in the hours before 
Mr.  was discovered unresponsive in his cell.  See IR at 4.  This evidence is 
not addressed further beyond stating that it was referred to OIA for a separate 
investigation into whether he was violating policy by watching videos on a state 
computer.  Id.  Despite the discovery that floor staff may have been less than alert on the 
night of Mr.  death, the investigator fails to gather additional relevant 
evidence necessary to determine whether staff failed to perform within the scope of their 
duties in order to prevent a death in custody in a mental health housing unit.  Instead the 
investigator concludes the report by stating that, “no subject(s) were identified for this 
investigation” and, based on a “lack of evidence to support the allegations, all 
investigative efforts were exhausted.”  Id. at 9.   

The three incarcerated witnesses each reported the same general allegation that 
they heard someone crying for help and saying they were suicidal before Mr.  
was discovered unresponsive in his cell at 3 am on January 6th.  See IR at 3-6.  
According to the investigation report, the witnesses could not provide many details and 
could not say the exact time they heard the cries, but they believed it was third watch.  Id. 
at 4-6.  When asked how long it took in between the calls for help and when the alarm 
sounded one stated, “it seemed to be a longer time than he would have expected for 
someone who is calling for help from their cell.”  Id. at 6.  Another stated he heard the 
yelling and approximately two hours later, staff entered the  in building  
and took  out of the cell”.  Id. at 5-6.  Taken together, the allegations place the 
alleged failure to respond to suicidality and cries for help somewhere between third 
watch on January 5th and first watch on January 6th, when he was discovered. 

First, the investigator fails to retain and review all relevant footage during this 
time period.  The investigator pulls only three videos.  The is fixed camera AVSS footage 
for the dayroom but only video during third watch on January 5th, and not first watch on 
January 6th was retained.  Also, it is unclear whether fixed cameras in this unit have 
audio, some units at RJD do have audio.  This camera does not and is therefore not 
helpful in this case.  The other two videos were BWC video for only one of multiple staff 
members who were in the unit at the time, the floor officer.  See IR at 9. 

The investigator fails to accurately report on the relevance of critical evidence 
discovered during his review of BWC footage.  Specifically, during his review of first 
watch BWC footage, the investigation report states, “I reviewed BWC footage, dated 
January 6, 2025, titled  131800 23:00:00-03:31:00 (Exhibit 8).” 
See IR at 4.  The following is a synopsis of what is depicted within the BWC footage: 

Correctional Officer  is observed conducting his 
institutional counts.  During the course of his shift, leading up to the 
incident of Incarcerated Person  suicide, no verbal call for 
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 did not utilize force available to him to stop the violent, potentially life-
threatening, attack on a disabled incarcerated person for more than 20 seconds. 

Officer  the primary subject of the investigation, was not even identified 
until the first responding officer was interviewed on February 6, 2026, 11 months after 
the 602 was received.  See IR at 3.  No interview of the class member, Mr.  was 
conducted.  Although he did not identify COs by name in his 602, an interview may have 
revealed the subject officer more quickly.  Instead, the investigator wrote no interview 
was conducted because AVSS captured the entire incident.  Id. at 4.    

The investigation also fails to address the additional allegation that staff further 
compromised his safety by making him sign a compatibility chrono under “duress” that 
resulted in him being placed back in the same housing unit as the assailants who just 
attacked him.  See 602.  Immediately following the incident, Mr.  was documented 
in extreme pain, as evidenced by bruised ribs.  See TTA RN Summary, March 4, 2025.  
Mr.  alleged that he refused subsequent medical attention, including an x-ray of his 
ribs, because he feared the assailants were waiting to attack him again if he sought 
medical treatment.  Id.  On March 14, 2025, Mr.  was seen by nursing staff, where 
he presented with similar pain levels.  See 7362, Nursing Face-to-Face.  The investigator 
should have gathered additional evidence about whether staff violated policy by returning 
everyone to the same housing section following the attack and whether Mr.  did 
sign the compatibility chrono under “duress.” 

Class members with serious disabilities in prison are especially vulnerable and 
must rely on staff to take action to protect them, if attacked.  The investigation failures 
prevent us from having a clear picture of exactly what unfolded on the yard that day and 
following the incident when everyone was returned to the same housing unit.  But, the 
limited video that was produced suggests that something more should have been done in 
response to the complaint filed in this case, even if simply to provide additional training 
to the subject officer. 

VII. FAILURE TO HOLD STAFF ACCOUNTABLE DUE TO THE FAILURE 
TO COMPLY WITH THE STATUTE OF LIMITATIONS  

Plaintiffs’ counsel continue to encounter cases each quarter where discipline 
cannot be imposed because the statute of limitations has expired.  As Defendants have 
acknowledged, the significant backlog of open, pending investigations means that many 
cases are reaching or are past the statute of limitations to impose discipline.  The OIG 
confirmed this issue in their recent report.  See May 2026 OIG Report at 33.  According 
to the OIG, the AIU closed 5,379 cases in 2025 and finished the year with 13,393 open 
investigations.  Id.  “Of the 5,379 investigations the [AIU] closed in 2025, the deadline to 
impose discipline had expired before the investigations concluded in 265 investigations, 
or 5 percent.”  Id.  However, “[o]f 13,393 investigations that were open at the end of the 
year, the deadline to impose discipline had already expired in 1,774 investigations, or 15 
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percent.”  Id.  As Defendants have warned, the issue of cases being lost to the statute of 
limitations is worsening. 

In the May report, Plaintiffs reported on multiple cases in which CDCR elevated a 
case for AIU review based on potential misconduct requiring adverse action, but then 
failed to complete those investigations within the statute of limitations.  See May 2026 
Report at 30 to 36.  As the Court Expert noted in his most recent report on Defendants’ 
accountability system, “it is especially unfortunate if adverse action is precluded in a case 
where CDCR staff has already found evidence of misconduct.”  Dkt. 3785 at 2.  The 
problem continues.  For example, in LAC- , a class member’s allegation that 
officers deprived him access to a restroom while he was locked in a holding cage was 
initially routed for an institution-level review.  See IR at 1.  After that review and report 
was completed, the case was elevated for AIU investigation in January 2025, with 10 
months to go before the statute of limitations expired.  Id. However, the AIU 
investigation was not completed for another year, in January 2026, even though the local 
inquiry had already ascertained many of the relevant facts.  Id. at 8.   As a result, despite 
a sustained finding of misconduct, the CARU was only able to issue corrective action in 
the form of training to both officers.  See  402;  402.   CDCR must prioritize 
cases with likely adverse action for completion within the statute of limitations.  Plaintiffs 
will follow up with Defendants to seek any documents or guidance that CDCR issues 
about AIU’s prioritization of cases for completion within the statute of limitations 

VIII. CONCLUSION 

Plaintiffs will continue to work with Defendants and the Court Expert to attempt 
to bring Defendants into compliance with the Court’s Orders and the Remedial Plans. 





