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I. DEFENDANTS CONDUCTED BIASED AND INCOMPLETE 
INVESTIGATIONS AND IMPOSED INAPPROPRIATE AND 
INCONSISTENT DISCIPLINE 

The Remedial Plans and Court’s orders require that Defendants’ investigators 
conduct “comprehensive and unbiased investigations and ensure all relevant evidence is 
gathered and reviewed” and that Hiring Authorities impose appropriate and consistent 
discipline.  RJD Remedial Plan, § II.B; Five Prisons Remedial Plan, § II.B; see also Dkt. 
3060, ¶ 5.c; Dkt. 3218, ¶ 5.c. 

To evaluate Defendants’ compliance, Plaintiffs reviewed all of the cases produced 
by Defendants.  Plaintiffs then selected a subset of those cases for closer review.1  
Plaintiffs have written up in depth the most noteworthy of the cases. 

A. Incomplete Investigations and Inappropriate Disciplinary Decisions 
Remain a Significant Barrier to Accountability 

1. Defendants Continue to Fail to Hold Staff Accountable for 
Disability-Related Staff Misconduct 

The ongoing failure of CDCR to identify ADA violations and to take action in 
response—either through correcting staff by notifying them of the failure or through 
disciplinary action if it is an ongoing problem—is alarming after multiple court orders, 
since 2007, to get CDCR to respect the rights of people with disabilities in prison.  See 
Dkt. 1045 at 7; Armstrong v. Brown, 768 F.3d 975, 979 (9th Cir. 2014); see also Order 
Modifying Permanent Injunction of August 2, 2012, Dkt. 2180; Order Modifying 2007 
Injunction of December 29, 2014, Dkt. 2479; Dkt. 3059; Dkt. 3060; Dkt. 3217; Dkt 3218. 

Under Defendants’ proposed modifications to their accountability system, most of 
the cases below would be routed for “supervisory” review rather than review by a locally 
designated investigator (“LDI”).  Plaintiffs’ counsel have expressed concerns about the 
change given significant evidence included in Plaintiffs’ counsel’s prior reports, as well 
as reports produced by the Office of the Inspector General, that confirm serious problems 
with local investigations.  In a recently published November 2024 report, the OIG found 

 
1 Plaintiffs selected the cases using a variety of criteria, including, but not limited to, 
whether:  CDCR referred the case to the OIA; the case involved an allegation related to 
use of force or disability; the Hiring Authority sustained an allegation; and the case 
included video evidence.  These criteria are intended to identify cases with the most 
serious and credible allegations of misconduct. Defendants have mischaracterized this 
approach as “cherry-picking” however it is necessary to focus on cases with serious and 
credible allegations of misconduct to evaluate whether the accountability system is 
working. 















 

PRIVILEGED AND CONFIDENTIAL – SUBJECT TO PROTECTIVE ORDERS 

[4612625.2]   

response.  In RJD-  and RJD- , LDIs confirmed that RJD did not 
provide sign language interpretation for two different class members during Protestant 
services over a three-week period of time.  Both cases involve the exact same nucleus of 
facts (same worship services, same staff actors, and same failure to provide an SLI) and 
both were initiated after the same review of September 2023 SLI logs.  See RJD-

 IR at 1; RJD-  IR at 2.  Yet, inexplicably, they were investigated 
separately by two different LDIs who both confirmed that a violation occurred but gave 
different reasons for excusing the conduct.  See RJD-  Closure Memo at 1; RJD-

 Closure Memo at 1. 

In RJD- , no accountability action was taken because, although no SLI 
was ultimately provided, the investigator apparently determined that staff requested an 
SLI.  See RJD-  Closure Memo at 2-3.  However, casefile exhibits include an 
email exchange between the SLI service provider and RJD, which makes clear that before 
this incident, RJD was on notice that the SLI contractor was having trouble securing 
interpreters for the service.  See ASL emails at 13-19.  Further, the contractor made clear 
to RJD staff, prior to the second and third services, that they could not cover the 
Protestant services and that the prison should “reach out to the secondary” SLI service 
provider.  Id at 14.  There is no evidence in this case that responsible staff (the 
Community Resource Manager) reached out to the secondary SLI provider or took any 
additional action to try to secure SLI services from other contract providers.  The 
investigator should have determined whether staff took those actions or not.  If not, the 
Hiring Authority should have ensured that staff received training and guidance on what is 
supposed to happen when one of multiple SLI service providers is unable to provide an 
SLI.   

In contrast, in the second case where a different class member also did not receive 
an SLI for the same services, RJD-  the closure memo simply states that “no 
specific staff member was identified.”  This is an inappropriate basis for not taking any 
action to correct a violation, especially in light of the information uncovered in the 
parallel investigation showing the Community Resource Manager was responsible and 
ultimately was unable to secure an SLI for the services.  That further shows how this 
second investigation was inadequate.  See RJD-  Closure Memo at 3; RJD-

 Closure Memo at 2. 

Similarly, in RJD-   ( ) 
whose primary method of communication is hearing aids, alleged that he was placed in 
the Restricted Housing Unit (RHU) without his hearing aids or disability vest.  He also 
alleged that, as a result of not having his DME, he attended his Institutional Classification 
Committee (ICC) hearing without his hearing aids.  See RJD-  IR at 1; Non-
Compliance Inquiry Memo at 7.  The investigator confirmed the claims in this case that 
Mr.  was placed in RHU without his DME and that his primary means of 
communication was not provided during ICC.  However, it does not appear the Hiring 
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control of her left arm at that point.  But without warning, Officer  
immediately places his right hand on the back of Ms.  neck, sweeps his leg in 
front of Ms.  then throws her over his leg face-first into the ground.  See BWC 3 
(linked above) at 7:33:06.  When Ms.  hits the ground, she asks several times, 
“Why are you slamming me?”  See BWC 3 (linked above) at 7:33:08 

When reviewing the force in this case, the IERC determined that the level of force 
in this case was appropriate and did not violate policy.  See IERC at 11.  It did, however, 
recommend that Officer  receive training on “de-escalation and 
[c]ommunication” so that he could use “verbal persuasion to gain voluntary compliance.”  
Id.  During the subsequent AIU investigation, the investigator concluded in the report 
that, after reviewing the body-worn camera footage, he “did not observe 

 [sic] utilize excessive and or unnecessary force during this incident.”  
See Investigation Report at 6-7.  The Hiring Authority, therefore, did not sustain the 
allegations of excessive or unnecessary use of force, even though Officer  
received training about the appropriate use of de-escalation.  See 402/403 at 1. 

Officer  use of force in this case violated CDCR policy. Policy 
requires that custody staff “shall attempt to use verbal commands and verbal de-
escalation, followed by a reasonable amount of time for compliance before resorting to 
use of force.”  See DOM § 51020.5 (“Whenever possible, verbal persuasion should be 
attempted in an effort to mitigate the need for force.”).  The fact that Officer  
received training on his failure to use de-escalation techniques is evidence that the IERC 
believes he did not follow that policy, and a use of force violation should have been 
sustained. 

In addition to the lack of verbal de-escalation and the improper immediate use of 
force, the amount of force used was likely excessive.  When using force, custody staff 
must apply reasonable force.  “Reasonable force is the force that an objective, trained, 
and competent correctional employee faced with similar facts and circumstances, would 
consider necessary and reasonable to subdue an attacker, overcome resistance, effect 
custody, or gain compliance with a lawful order.”  See DOM 51020.4.  The amount of 
force that Officer  used here—throwing a relatively small person over his leg 
face-first into the ground—was much more force than was necessary to effect custody 
and overcome her resistance.  At the time he decided to take Ms.  to the ground, 
Officer  appeared to have control over her arm, he was much larger than her, 
and numerous custody staff were in the area to support him in effecting custody.  He 
should have called for more officers to support his attempt to cuff her before throwing 
her to the ground.  Instead, he brought her to the ground in a dangerous manner using 
much more force than he needed to use. 

This case highlights the lack of clarity in the Department’s position on use-of-
force policy violations.  When a staff member uses force in a manner that violates policy, 
as Officer  did here, that staff member should receive corrective or adverse 
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One level of the IERC review, the first-level manager’s review conducted by 
Captain , flagged this case for administrative review “for possible unnecessary 
force.”  See IERC at 5.  Then, the IERC process appears to have paused pending this AIU 
investigation.  After the Hiring Authority did not sustain the allegation of improper force 
in the AIU investigation, the IERC process continued and the second-level manager’s 
review noted only that “[n]o UOF issued [were] identified.”21 

This case, like the many other uses of force at Corcoran, underscore the problems 
with Defendants’ use of force policies and practices.  This class member raised a 
relatively small concern with the officer—that the officer was twisting his arm.  Instead 
of acknowledging the complaint and responding, the officer disputes that he is causing 
pain, doubles down, and continues to escalate the situation over the next several minutes.  
Ultimately, out of apparent frustration with the class member who has mental illness, the 
officer throws him to the ground while handcuffed in disregard for his safety, despite him 
being seated in an empty dayroom and presenting no imminent threat.  The force was not 
compliant with CDCR policy, but the IERC process and the Hiring Authority failed to 
hold the staff member accountable for his dangerous actions.  

3. Defendants Continue to Fail to Hold Staff Accountable for 
Other Very Serious Misconduct 

As in each quarterly report, Plaintiffs’ counsel report on accountability system 
failures in cases where there is evidence that serious staff misconduct occurred.  
Defendants often object, claiming these cases are not disability-related and are not 
relevant to the Armstrong case.  The failure to hold staff accountable for any incident of 
serious misconduct—as in the cases below, including in one where staff failed to conduct 
count pursuant to policy and therefore failed to identify (and potentially prevent) a death 
in custody—impact all incarcerated people.  But Armstrong class members are uniquely 
impacted because, after witnessing or directly experiencing the serious harm, they still 
must rely on the very same staff members engaged in the misconduct to obtain needed 
disability accommodations.  Thus, Defendants’ accountability failures directly impact the 
ability of Armstrong class members to get help from staff. 

(a) RJD –  – AIU, Not Sustained 

In this case, incarcerated witness  alleged that 
custody staff failed to follow count and security check policies resulting in the failure to 

 
21 The first-level manager’s review in the IERC process was completed on May 18, 2023, 
then the allegations were routed to the AIU for an investigation.  See IERC at 5.  The 
AIU investigation concluded on April 16, 2024.  See Closure Memo.  It appears that the 
final level of the IERC process, the second-level manager’s review, was then completed 
on May 8, 2024, after the AIU investigation had concluded.  See IERC at 7. 
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(Sergeants and Lieutenants), who conduct nearly all AIU investigations,22 and 180 days 
for investigations conducted by Special Agents.  The chart below shows that, for 
investigations the AIU received in September 2023 to June 2024,23 the AIU closed 37.1% 
of the investigations late.  For the most recent three months of available data (April 2023 
to June 2024), the AIU closed 49.9% of investigations late.  The data shows that the 
problems with delayed investigations are getting much worse. 

 
Month 
Rec'd 

Closed-
On Time 

Closed-
Past Due Open 

Open-
Past Due Total 

% 
Late 

2023 September 142 56 0 1 199 28.6% 
 October 184 50 0 1 235 21.7% 
 November 141 31 0 3 175 19.4% 
 December 196 54 1 6 257 23.3% 

2024 January 225 71 0 41 337 33.2% 
 February 159 55 0 11 225 29.3% 
 March 133 69 2 5 209 35.4% 
 April 148 62 0 28 238 37.8% 
 May 283 140 2 120 545 47.7% 
 June 163 50 1 195 409 59.9% 
  1774 638 6 411 2829 37.1% 

 
II. 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. 

 
22 In the last fourteen months for which Plaintiffs have data (September 2023 to October 
2024), the AIU assigned 98.7% of cases to be investigated by custody supervisors.  The 
CST only assigned 59 cases (1.3%) to be investigated by Special Agents. 
23 Plaintiffs only present the data for September 2023 to June 2024 because the vast 
majority of investigations from more recent months (1) are not yet complete and (2) 
could not possibly be late because they have not yet run up against the deadlines in the 
Remedial Plans. 




