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I. INTRODUCTION 

1. I am a Professor of Psychology and former Chair of the Department of 

Psychology at the University of California at Santa Cruz. I have been teaching graduate and 

undergraduate courses in social psychology, research methodology, psychology and law, 

forensic psychology, and institutional analysis at the University of California for 30 years, and 

previously served as the Director of the Graduate Program in Psychology, Chair of the Legal 

Studies Program, and Chair of the Department of Sociology. I received a Ph.D. in Social 

Psychology from Stanford University and a J.D. degree from the Stanford Law School. I have 

been the recipient of a number of scholarship, fellowship, and other academic awards and have 

published approximately one hundred scholarly articles and book chapters on topics in law and 

psychology, including encyclopedia and handbook chapters on conditions of confinement and 

the psychological effects of incarceration. My book on the psychological consequences of 

imprisonment, Reforming Punishment: Psychological Limits to the Pains of Imprisonment,1 

was published by the American Psychological Association in 2006. (My curriculum vitae is 

attached to this Report as “Appendix A.”) 

2. For approximately 35 years, I have been studying the psychological effects of 

living and working in institutional environments. In the course of that work, I have conducted 

what is perhaps the only laboratory experiment ever done on the acute psychological effects of 

prison-like environments.2 This research, which has come to be known as the “Stanford Prison 

                                              
1  Craig Haney, Reforming Punishment: Psychological Limits to the Pains of 
Imprisonment. Washington, DC: APA Books (2006). 

2  This study was originally published as Haney, C., Banks, C., and Zimbardo, P., 
Interpersonal Dynamics in a Simulated Prison, 1 International Journal of Criminology and 
Penology 69 (1973), and has been reprinted in numerous books in psychology and law and 
translated into several languages. For example:  Steffensmeier, D., and Terry R. (Eds.) 
Examining Deviance Experimentally.  New York:  Alfred Publishing, 1975;  Golden, P. (Ed.) 
The Research Experience.  Itasca, Ill.:  Peacock, 1976; Leger, R. (Ed.) The Sociology of 
Corrections.  New York:  John Wiley, 1977;  A kiserleti tarsadalom-lelektan foarma.  
Budapest, Hungary:  Gondolat Konyvkiado, 1977;  Johnston, N., and Savitz, L. Justice and 
Corrections.  New York:  John Wiley, 1978;  Research Methods in Education and Social 

(continued . . .) 
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Experiment,” is regarded as a classic social psychological study of the effects of institutional 

environments.3 For the 35 years since that study was completed, I have continued to study and 

publish scholarly articles on the psychology of imprisonment. That research has included 

conducting numerous interviews with correctional officials, officers, and prisoners to assess 

the nature and consequences of living and working in correctional settings. In addition, I have 

statistically analyzed aggregate correctional data to examine the effects of overcrowding, 

punitive segregation, and other conditions of confinement on the quality of prison life and the 

ability of prisoners to adjust to them.  

3. In addition, I have toured and inspected and analyzed conditions of confinement 

at numerous state prisons (including in Alabama, Arkansas, Arizona, California, Florida, 

Georgia, Idaho, Louisiana, Massachusetts, Montana, New Jersey, New Mexico, Ohio, 

Oklahoma, Oregon, Tennessee, Texas, Utah, Washington, and Wyoming), maximum security 

federal prisons (at McNeil Island, Washington, Marion, Illinois, and the Administrative 

Maximum or “ADX” facility in Florence, Colorado), as well as prisons in Canada, Cuba, 

England, Hungary, and Russia.  In 1989, I received a UC-Mexus grant to conduct a 

comparative study of prisons and prison policy in the United States and Mexico. As a result of 

that research grant, I toured a number of Mexican prisons, interviewed correctional officials 

and, in conjunction with United States Department of State officials, interviewed many United 

States citizens who were incarcerated in Mexico.   

                                                 
Sciences.  The Open University, 1979;  Goldstein, J. (Ed.), Modern Sociology.  British 
Columbia:  Open Learning Institute, 1980;  Ross, R. (Ed.) Prison Guard/Correctional Officer:  
The Use and Abuse of Human Resources of Prison.  Toronto:  Butterworth's 1981;  Monahan, 
J., and Walker, L. (Eds.), Social Science in Law:  Cases, Materials, and Problems.  Foundation 
Press, 1985; Siuta, Jerzy (Ed.), The Context of Human Behavior. Jagiellonian University Press, 
2001; and Ferguson, Susan (Ed.), Mapping the Social Landscape: Readings in Sociology. St. 
Enumclaw, WA: Mayfield Publishing, 2001; Pethes, Nicolas (Ed.), Menschenversuche 
(Experiments with Humans). Frankfurt, Germany: Suhrkamp Verlag, 2006. 

3 The American Psychological Association sponsored a “retrospective” commemorating the 
25th anniversary of this study at its Annual Convention a decade ago. See, also, Haney, C., and 
Zimbardo, P.,  The Past of Future of U.S. Prison Policy: Twenty-Five Years After the Stanford 
Prison Experiment, 53 American Psychologist 709-727 (1998).  

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 14 of 267



 

-3- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

4. I have lectured and given invited addresses throughout the country on the 

psychological effects of living and working in institutional settings (especially maximum 

security prisons) at various law schools, bar associations, university campuses, and numerous 

professional psychology organizations such as the American Psychological Association. I have 

also served as a consultant to numerous governmental, law enforcement, and legal agencies 

and organizations, including the Palo Alto Police Department, the California Judicial Council, 

various California Legislative Select Committees, the National Science Foundation, the 

American Association for the Advancement of Science, the NAACP Legal Defense Fund, and 

the United States Department of Justice. 

5. For example, in the summer of 2000, I was invited to attend and participated in a 

White House Forum on the uses of science and technology to improve crime and prison policy, 

and in 2001, I participated in a conference jointly sponsored by the United States Department 

of Health and Human Services (DHHS) and the Urban Institute concerning government 

policies and programs that could better address the needs of formerly incarcerated persons to 

facilitate their reintegration into their home communities. I continued to work with DHHS and 

other organizations on the issue of how best to maximize the success of recently released 

prisoners. And, in 2005, I was the Scholar-in-Residence at the Center for Social Justice, at the 

Boalt Hall School of Law, a role that included delivering an invited lecture at the school on the 

psychological effects of conditions of confinement and consulting with law students and 

faculty members on a variety of prison-related issues. 

6. In addition to the research I have conducted into the psychological effects of 

confinement and patterns of adjustment in institutional settings, I also have extensive 

experience evaluating the life histories and psychological reactions of individual clients in the 

criminal justice system. Beginning as a Law and Psychology Fellow at the Stanford Law 

School in the mid-1970s, I participated for several years in an intensive clinically-oriented 

course co-taught by law professor Anthony Amsterdam and psychiatrist Donald Lunde that 

sensitized me to the special problems and vulnerabilities of psychiatrically-impaired criminal 

defendants and prisoners with special needs. Since that time I have been extensively involved 
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in teaching and conducting research on a variety of forensic issues that have placed me in 

continuing contact with diverse prisoner populations, many of whose members suffer from 

adverse effects of institutionalization, as well as pre-existing psychiatric disorders and 

developmental disabilities.4  

7.  For example, over the last 25 years I also have been studying the backgrounds 

and social histories of persons accused and convicted of violent crime. In the course of this 

research, I have evaluated the background and social histories of defendants and convicted 

persons, carefully assessed the effects of prior periods of institutionalization, and analyzed the 

ways in which these factors have influenced the development and psychological functioning of 

the persons in question. Much of that work has entailed an assessment of the potentially 

adverse effects of their institutional histories as well as evaluations of their potential for future 

prison adjustment. 

8. My interests in these broad issues within the general area of psychology and law 

is both academic and professional. Thus, in the course of my work on conditions of 

confinement, adjustment to incarceration, and effects of institutionalization on persons accused 

or convicted of violent crime, I have been qualified and have testified as an expert in various 

state and federal courts, including the Superior Courts of Lake, Los Angeles, Marin, Monterey, 

Orange, Sacramento, San Diego, San Francisco, and Ventura counties in California, state 

courts in New Jersey, New Mexico, Oregon, Wyoming, and Utah, as well as Federal District 

Courts in the Western and Eastern Districts of Washington, the Northern, Southern, and 

Eastern Districts of California, the District Court of New Mexico, and the Southern District of 

Illinois. 

9.  In the course of this academic and professional work, I have also evaluated and 

testified concerning the psychological effects of conditions of confinement in the mainline 

                                              
4 For example, see Haney, C., and Specter, D., Legal Considerations in the Treatment of 
“Special Needs” Offenders, in Ashford, J., Sales, B., and Reid, W., (Eds.), Treating Adult and 
Juvenile Offenders with Special Needs (pp. 51-79). Washington, D.C.: American Psychological 

(continued . . .) 
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housing units of various maximum and medium security prisons in a number of states 

(including California, New Jersey, New Mexico, Oregon, Utah, and Washington). For 

example, I have evaluated and provided testimony about the psychological effects of 

overcrowded conditions of confinement in the mainline housing units at the California Men’s 

Colony, Folsom, San Quentin, and Soledad prisons. In the mid-1980s I toured, inspected and 

conducted extensive interviews in more than a half dozen Texas prisons, and examined and 

analyzed numerous documents as the basis for an opinion about the psychological effects of 

overcrowding in the Texas Department of Corrections.  

10. I have often focused in this work on the effects of conditions of confinement on 

so-called “special needs” prisoners (primarily the mentally ill and developmentally disabled). 

For example, under the auspices of the United States Department of Justice, I evaluated 

conditions of confinement and the quality of care provided at Atascadero State Hospital, a 

forensic facility designed to house mentally-ill and developmentally-disabled offenders for the 

State of California.  Also, as noted above, I testified as an expert witness concerning conditions 

of confinement and their effects on prisoners at the California Men’s Colony, which was a 

treatment-oriented facility in which many mentally-ill prisoners were housed at the time I 

evaluated it. In addition, I evaluated the effects of conditions of confinement on prisoners at 

the California Medical Facility at Vacaville (including prisoners housed in the Department of 

Mental Health units),5 and also testified about the prevalence of seriously mentally-ill prisoners 

in the California Department of Corrections, as well as the special psychological problems that 

living in isolated housing units created for them.6  I have also evaluated the psychological 

effects of conditions of confinement at juvenile justice facilities, on the condemned or “death 

                                                 
Association (2000). 

5 Gates v. Deukmejian, Civ-S-87-1636 LKK-JFM (E.D. Cal.)(1990). 

6 Coleman v. Wilson, 912 F. Supp. 1282 (E.D. Cal. 1995). 
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row” units in several states (including Arkansas, California, New Mexico, and Texas), and in 

various special treatment facilities for sex offenders (in Florida and Washington). 

11. In much of my research, writing, and testimony about prison conditions, 

especially in recent years, I also have focused on the assessment of the psychological effects of 

confinement in so-called “lockup,” punitive segregation, or so-called “supermax” confinement 

(in what are variously known as management control, security housing, high security, or close 

management units).7  This has included tours and inspections and interviews in a number of 

what were once called “management control units” as well as “security housing units” in 

institutions in California, in several separate prisons or specialized units in each of the states of 

Louisiana, Massachusetts, New Mexico, Oregon, Texas, and Washington, as well as at the 

Federal Penitentiary at Marion, Illinois. For example, I have testified about the effects of 

isolation and social deprivation in the Security Housing Unit at Pelican Bay State Prison,8 and 

in several of the High Security Units in the Texas Department of Corrections.9 

II. FOUNDATION FOR EXPERT OPINIONS IN THIS ACTION 

12.  I was retained by attorneys for Plaintiffs in Coleman v. Schwarzenegger and 

Plata v. Schwarzenegger to complete several inter-related tasks. Those tasks included 

reviewing and summarizing the existing psychological and social science literature on the 

effects of overcrowding in prison settings. They also included reviewing an extensive number 

of documents provided by Plaintiffs’ counsel that pertain to the current nature and quality of 

medical and mental health care in the California Department of Corrections and Rehabilitation 

(CDCR), the conditions of confinement that prevail throughout the state’s prison system and, 

                                              
7 See, generally, Haney. C., and Lynch, M., Regulating Prisons of the Future: The 
Psychological Consequences of Supermax and Solitary Confinement, 23 New York University 
Review of Law and Social Change 477-570 (1997); and Haney, C., Mental Health Issues in 
Long-Term Solitary and “Supermax” Confinement, Crime & Delinquency (special issue on 
mental health and the criminal justice system), 49, 124-156 (2003). 

8 See, Madrid v. Gomez, 889 F. Supp. 1146, 1280 (N.D. Cal. 1995). 

9 See, Ruiz v. Johnson, 37 F. Supp. 855 (S.D. Texas 1999). 
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especially, the ways in which these things may be affected by the chronic and severe 

overcrowding that continues to plague CDCR facilities.  An updated list of the documents I 

was provided by Plaintiffs’ counsel and reviewed in advance of preparing this report is 

appended as Appendix B.  A list of prior cases in which I have testified at trial or deposition in 

the past four years and a statement of compensation is attached as Appendix C.  I submit the 

present report to update and replace my report dated November 9, 2007. 

13.  In addition to the documents reviewed, as listed in Appendix B, I also conducted 

tours and interviews in numerous housing units located in eight prisons where Coleman class 

members reside.10 The prisons were: California Institution for Men (CIM), in Chino, 

California; Valley State Prison for Women (VSPW), in Chowchilla, California; Salinas Valley 

State Prison (SVSP), in Soledad, California; Mule Creek State Prison (MCSP), in Ione, 

California; California Substance Abuse and Treatment Facility (SATF), in Corcoran, 

California; California Correctional Institution (CCI), in Tehachapi, California; North Kern 

State Prison (NKSP), in Delano, California; and Wasco State Prison (Wasco), in Wasco, 

California.  In the course of these tours, I made a point of visiting a representative sample of 

mainline housing units, including those that had been impacted by the severe overcrowding in 

CDCR (e.g., housing units that had been converted into makeshift dayroom and gymnasium 

dormitories).  I also toured areas that contained specialized mental health and crisis beds. 

Because of the special sensitivity and vulnerability of mentally ill prisoners to the harsh 

regimes that exist in Administrative Segregation Units (ASUs),11 I also made a point of touring 

and speaking to a number of the mentally ill prisoners housed in the ASUs at each of the 

prisons. In the cases of VSPW and CCI, I also toured and spoke to men and women housed in 

                                              
10  Coleman class members are CDCR prisoners with serious mental illness. 

11 Administrative Segregation Units are locked-down units within the prison where prisoners 
are housed for a wide variety of “administrative” reasons. Special security procedures are used 
in the transport of Ad Seg prisoners and their out-of-cell time and other program participation 
is drastically reduced. They spend the overwhelming majority of their time locked in their 
cells. 
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the Security Housing Units (SHU),12 where prisoners also are housed under severe locked 

down conditions. In addition, in the course of touring the last four CDCR facilities that I 

visited, we photographed a number of different areas inside the prisons themselves. I have 

reviewed and relied on those photographs, as well as photographs and videos materials 

obtained from the CDCR’s own publicly accessible website depicting conditions inside CDCR 

institutions. 

14. In addition to the tours themselves, and my conversations with correctional 

administrators, clinical staff, and line correctional officers, I was able to converse with 

numerous prisoners who were participants in the CDCR’s mental health delivery system, 

including many who were in the Correctional Clinical Case Management System (CCCMS)13 

as well as those in the Enhanced Outpatient Program (EOP).14  I also conducted private, one-

on-one interviews with individual prisoners who were selected by Plaintiffs’ counsel from the 

various lists of CCCMS and EOP prisoners at each facility and from correspondence. 

                                              
12 Security or Secured Housing Units are also locked-down units within the prison where 
prisoners are housed as a result of disciplinary infractions (specific offenses committed in 
prison, or gang status), or sometimes for safety-related concerns. As with AD SEG prisoners, 
special security procedures are used in the transport of SHU prisoners and their out-of-cell time 
and other program participation is drastically reduced. They, too, spend the overwhelming 
majority of their time locked in their cells. 

13 CCCMS prisoners constitute the largest CDCR mental health category. It comprises some 
28,000 prisoners with mental illness who live in general population housing, and are supposed 
to receive medication management and meet with their case manager every 90 days. When 
CCCMS prisoners are housed in Ad Seg, they are supposed to receive enhanced mental health 
services that include weekly case manager contact and daily rounding from psychiatric 
technicians. 

14 EOP includes seriously mentally ill prisoners who require a higher and more intensive level 
of mental health care. These prisoners are unable to function in a general population prison 
setting and, as a result, are supposed to be in sheltered treatment programs and live in 
segregated housing units. They are supposed to receive 10 hours each week of therapy or 
“structured therapeutic activities.”  When they are housed in Ad Seg, they are supposed to be 
provided with weekly case manager contact and receive daily rounding from psychiatric 
technicians. There are approximately 4,900 EOP prisoners in the CDCR. 
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15.  Finally, I was asked to formulate expert opinions concerning: a) the impact of 

overcrowding on prisons, prison systems in general, and the California prison system in 

particular; b) whether and how overcrowding is the primary cause of the continuing 

constitutional violations that have been identified in the California prison system;  c) whether 

and why a prisoner relief order is the only appropriate remedy to the overcrowding-related 

constitutional violations that continue to plague the California prison system; and d) assuming 

that the Court will issue a prisoner release order, what population level or percentage of design 

capacity is an appropriate target that is likely to remedy the overcrowding-related 

constitutional violations.      

III. EXPERT OPINIONS 

A. Summary of Expert Opinion 

16. The relevant psychological and social scientific literature on prison 

overcrowding underscores its negative impact on virtually every aspect of prison life, from the 

pains of imprisonment suffered by prisoners, to the performance and well-being of correctional 

officers and other prison employees, to the way in which individual institutions and prison 

systems discharge their constitutionally mandated duties and functions. In my experience as a 

scholar and researcher who has studied prisons in the United States for more than 35 years, no 

other single aspect or condition of confinement has had a more significant impact on the 

prisons of this country or prisons in the State of California. 

17. Because of the tremendous importance of overcrowding and its impact on 

virtually every aspect of prison life, it is my opinion that it is the primary cause of the 

continuing constitutional violations that plague the California prison system, including the 

CDCR’s inability to provide medical and mental health care for state prisoners that meets the 

relevant constitutional minimum standards.  

18. It is my opinion that a prisoner release order that results in a significant and 

expeditious reduction in the number of prisoners housed in the CDCR is the only appropriate 

remedy to the continuing overcrowding-related constitutional violations. I base this opinion on 

my knowledge of and experience with court-ordered institutional change in this state and 
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others, as well as my knowledge of the depth and magnitude of the overcrowding problem in 

the CDCR—a problem that reached crisis-level proportions many years ago and has been 

allowed to continue to worsen. I also base this opinion on my knowledge of the history of 

prison overcrowding in California and the CDCR’s decades-long record of failing to anticipate 

the magnitude of this problem, failing to recognize the urgency of the continuing overcrowding 

crisis it faced, and failing to fully appreciate the harm inflicted on prisoners, staff members, 

and California communities by levels of prison overcrowding it came to regard as “acceptable” 

or “tolerable.” The gap between the urgency of the problem and the insufficiency of CDCR’s 

response is evident in their projected “best case scenario” date for a solution—the year 2014—

which underscores why a prisoner release order is necessary. Even the active involvement of 

the Plata Receiver in addressing the shortfall of mental health beds in the system will not 

appreciably advance this date. Thus, although it is my understanding Receiver does not intend 

to build all of the outstanding mental health beds that will be required by the CDCR, the 

construction of the new mental health/medical facilities that the Receiver does plan to build are 

projected to be completed in July 2013.15 However, even the Receiver has acknowledged that 

there is uncertainty of this completion date. Thus, he has said “[t]he key to hitting our 2013 

target date for completing this objective is the commencement of construction at the first site 

no later than February 2009, with construction completed at that site no later than February 

2011.”16     

1. Nature of the Continuing Constitutional Violations 

19. In its July 23, 2007 Order referring consideration of a prisoner release order to 

the three-judge panel, the Coleman Court concluded that CDCR’s mental health care delivery 

system has not come into compliance with the Eighth Amendment, despite twelve years of 

                                              
15 Joint Pls.’ Trial Ex. 56 at Exhibit 1 at 28; Coleman Pls.’ Trial Ex. 55 at 7 showing the 
following mental health bed projects to be constructed by CDCR: 50 bed MHCB at CMC, 32-
bed MHCB at SQ, and 67 EOP bed at CMF. 
16 Id. 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 22 of 267



 

-11- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

remedial work in this case.17  The Court cited significant delays in access to care at the highest 

levels of need, alarming rates of staffing vacancies, and a severe lack of programming space, 

among other problems, as evidence that the current level of unmet mental health need in the 

CDCR—estimated by the Coleman Special Master to be one-third of the Coleman class—“is 

unconscionable.”18  The Court noted that although it has issued at least seventy-seven orders 

over more than eleven years directed at bringing California’s prison mental health care system 

into constitutional compliance, “the system still falls woefully short of meeting the 

requirements of the Eighth Amendment.”19   

20.  The Coleman Special Master, in a Report filed with the Court on May 31, 2007 

regarding the effects of overcrowding on mental health treatment, concluded that a lack of 

treatment and programming space, beds, and staff was still pervasive throughout the CDCR 

system. He provided a number of examples, including a consistent decline over the past two 

years “in the number of hours of therapeutic activities offered in most institutions to Enhanced 

Outpatient Program prisoner/patients in administrative segregation units, repeatedly attributed 

to the acute absence of adequate space.”20  The Special Master also reported a functional 

vacancy rate among clinicians of 19.86 percent, and concluded that there was sufficient staff to 

provide full mental health services to roughly two-thirds of the mental health caseload.21  He 

noted that this analysis “does not even address the endemic shortages of escort correctional 

officers, nursing staff, clerical and records keeping personnel, pharmacy staff and lab 

technicians.”22   

                                              
17 Coleman Pls.’ Trial Ex. 46 at 6:6-8.   
18 Coleman Pls.’ Trial Ex. 46 at 6-7.   
19 Coleman Pls.’ Trial Ex. 46 at 8:4-10. 
20 Joint Pls.’ Trial Ex. 35 at 6.   
21 Id. at 11-12. 
22 Joint Pls.’ Trial Ex. 35 at 12.   

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 23 of 267



 

-12- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

21. Some of the standards for measuring whether constitutional requirements are 

being met are set forth in the Revised Program Guide approved by the Coleman Court 

(“Program Guide”).  On March 2, 2006, the Coleman Court ordered defendants to immediately 

implement the Program Guide, which provides the protocol for the provision of mental health 

care in the CDCR.23  I have reviewed the standards in the Program Guide relevant to this 

declaration.   

22. One of the key elements of the Program Guide is the transfer timeline chart that 

sets forth the required timeframes for transferring prisoners to appropriate levels of care.24  For 

obvious reasons, the ability of a mental health delivery system to meet these timeframes is 

indispensable to the provision of adequate mental health care. They are, in essence, the limits 

placed on the amount of time a prisoner/patient must wait before receiving the care that 

clinicians have determined he or she needs. In relevant part, these timeframes are: 

Reception Centers:  EOP transfers should occur within 60 days, or 30 days if 

clinically indicated.  CCCMS transfers should occur within 90 days, or 60 days if 

clinically indicated. 

 MHCB:  MHCB transfers should occur within 24 hours of referral. 

 DMH:  Transfers to DMH acute placements should occur within 10 days of 

referral, if accepted to DMH.  Referral must be completed within 2 working days 

of identification.  Transfers to DMH intermediate care placements should occur 

within 30 days of referral, if accepted to DMH.  Referral must be completed 

within 5-10 working days. 

                                              
23 Coleman Pls.’ Trial Ex. 47. 
24 Joint Pls.’ Trial Ex. 9 at 12-1-13.   
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 EOP:  Transfers to general population (“GP”) EOP programs should occur within 

60 days, or 30 days if clinically indicated.   

 EOP Administrative Segregation Unit (“ASU”) Hub:  EOP prisoners housed in 

the regular ASU should transfer to an EOP ASU Hub within 30 days of 

placement in the regular ASU or within 30 days of referral to EOP level of care. 

 PSU:  EOP prisoners housed in the ASU who are endorsed for the PSU must be 

transferred within 60 days of endorsement. 

23. In the Court’s July 23, 2007 Order referring this matter to the three-judge panel, 

the Court found, based upon information documented by the Special Master, that these transfer 

timelines are not being met.25  The Special Master reported that “[d]elays in transfers, 

especially to the most intensive treatment programs for prisoners at the highest custody levels 

[have become] “endemic.”26   

24. Housing at the appropriate level of care, the ability to transfer prisoner-patients 

to appropriate levels of care, and the resources to provide treatment at each level of care are 

key elements in the provision of mental health care.  The State does not have enough beds 

at nearly every level of care right now (Fiscal Year 2007/2008).27   

25. Additionally, the Coleman Special Master recently reported in his Report and 

Recommendations on Defendants’ August 2007 Supplemental Bed Plan that “[f]inding 

available beds in either of these programs [MHCB and inpatient DMH] remains a daily 

challenge that still exceeds CDCR’s capability...”28  In June 2007, the Court found that 

                                              
25  Coleman Pls.’ Trial Ex. 46 at 6.   
26 Id. 
27 See, generally, Coleman Pls.’ Trial Ex. 12.  
28 Coleman Pls.’ Trial Ex. 12 at 3.   
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“Defendants are providing to class members only twenty-six percent of the beds at ASH [DMH 

inpatient psychiatric program] called for by their plan.  That is unacceptable.”29  The Special 

Master also concluded that recent events, including the population crisis, implementation of the 

Plata Receivership, and defendants’ newest bed plan, “have caused widespread confusion and 

uncertainty, which now threaten to stall the allocation of construction and operational funding 

critically needed to meet the increasingly desperate need for acute and intermediate inpatient 

and mental health crisis beds in CDCR.”30  In May 2006, the Court described the effect of the 

shortage of intermediate care facility beds and mental health crisis beds in the CDCR:  “It is 

undisputed that the shortage is leaving critically mentally ill prisoners languishing in horrific 

conditions without access to immediately necessary mental health care.”31  Even in his 15th 

Report, the Special Master warned that the long waiting lists for the special MHCB, PSU, and 

DMH beds meant that “suicidal and other seriously mentally ill and violent inmates lack access 

to clinically necessary levels of monitoring and treatment.”32 In a Report issued in the summer 

of 2008, the Coleman Special Master found that the shortage of MHCBs remained a barrier to 

clinically adequate care. Specifically: “[t]imely access to appropriate levels of care, essential to 

the efficacy of a mental health delivery service continued to elude CDCR.”33  In addition, the 

Special Master documented the continued use of alternative sites for prisoners who required 

MHCB level of care, a practice that was a direct result of the MHCB shortages. Moreover, he 

described these sites as “uniformly inappropriate for acute care.”34  In fact, as the Special 

Master noted, “[f]ourteen institutions that did not have adequate access to licensed crisis beds 

                                              
29 Coleman Pls.’ Trial Ex. 8 at 3:4-5.   
30 Coleman Pls.’ Trial Ex. 5 at 9-10. 
31 Coleman Pls.’ Trial Ex. 3 at 2:16-18. 

32 Joint Pls.’ Trial Ex. 40 at 421. 
33 Joint Pls.’ Trial Ex. 57 at 349. 
34 Id. at 352.   
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resorted to using a variety of temporary monitoring arrangements, most of which were grossly 

inappropriate alternatives to acute care.” 35  

26. In the Special Master’s most recent draft report on suicides within the CDCR, he 

found that “[c]ontinuing use of ZZ cells and other holding cells for inmates awaiting transfers 

to bonafide CTCs with MHCBs, and placements in OHUs that exceeded the 72-hour time 

limitations, were ongoing obstacles to the care of inmates in need of constant or close 

monitoring or timely transfer to higher levels of care.36 

27. The documents that I reviewed clearly indicate that, as I noted earlier, defendants 

do not anticipate being able to meet the need for mental health beds at every level of care until 

2014, at best.  For example, the Coleman Special Master concluded in his Report filed 

September 24, 2007 that full implementation of defendants’ latest proposed bed plan “will 

stretch out” to January 2014.37 He also noted that “objections to defendants’ present and 

preceding bed plans on the part of plaintiffs, experts, special master and the Court all reflect a 

decade of accumulated experience and frustration that justifies fully concerns about CDCR’s 

ability to generate and implement this latest plan effectively.”38  The Special Master further 

suggested that the actual implementation of the defendants’ bed plan may be unlikely to occur 

within a decade.39  

28. Similarly, the Receiver has acknowledged the many serious obstacles he has 

faced in his efforts to construct adequate health care facilities, which will include mental health 

beds.40  In his most recent quarterly report to the Plata Court, the Receiver stated:  “before 

                                              
35 Id.   
36 Joint Pls.’ Trial Ex. 58 at 11.    
37 Coleman Pls.’ Trial Ex. 12 at 11.   
38 Id. at 12.   
39  Id. at 13.   
40 Joint Pls.’ Trial Ex. 56 at 46-47.   

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 27 of 267



 

-16- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

constitutionally adequate health care can be delivered in California’s prisons, there needs to be 

constitutionally adequate treatment facilities to provide such care.  Unless and until these 

facilities are constructed, the major health care class action cases will continue indefinitely.  

Likewise, prisoners will continue to die unnecessarily.”41  Nevertheless, despite “avoidable 

prisoner deaths” that “illustrate the human cost of the State’s failure to provide adequate 

funding for needed health care treatment facilities,” the Receiver concluded that the “State’s 

failure to make this necessary financial commitment puts the Receiver’s entire remedial 

program at risk.”42  A significant part of the Coleman mental health bed plan may be folded 

into the Receiver’s plan to construct medical and mental health treatment facilities for 10,000 

prisoner-patients.43   

29. Meanwhile, some of the beds that CDCR is routinely operating at higher levels 

of care are, in fact, overflow “jury-rigged” or makeshift units that do not meet appropriate 

standards for mental health treatment, according to CDCR and DMH guidelines. One example 

of this is occurring in the Reception Center EOP Program.  This program appears to be a 

“stopgap” response to the overwhelming population pressures in CDCR.  EOP patients are not 

being transferred out of Reception Centers in a timely manner, and some serve their entire 

terms there.  However, the guideline for the Reception Center EOP Program approved as an 

emergency stopgap by the Court is not equal to the care mandated by the Program Guide for 

EOP patients.  For example, the Reception Center EOP program provides for only five hours 

of treatment per week, while EOPs housed in mainline EOP or EOP administrative segregation 

programs must be provided with a minimum of ten hours of treatment per week.44  

Furthermore, due to overcrowding within CDCR, Reception Center EOPs were not 

                                              
41 Id.   
42 Id. at 56.   
43 Coleman Pls.’ Trial Ex. 55. 
44 Coleman Pls.’ Trial Ex. 9. 
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congregated in designated housing units despite the fact that EOP program is “characterized by 

a separate housing unit … for mentally ill inmate-patients who, because of their illness, 

experience adjustment difficulties in a General Population (GP) setting.”45  Yet, in July 2007, 

the Coleman Special Master reported to the Court that this is the level care that is and will be 

provided to a significant number of prisoners who require an EOP level of care:  “Apart from 

EOP prisoners in administrative segregation, mental health crisis beds, or alternative housing 

pending admission to mental health crisis beds, on May 25, 2007, there were 463 EOP inmates 

in the seven reception centers surveyed in this report, representing over ten percent of all EOP 

inmates in CDCR institutions.”46  The number of such prisoners continues to grow. Thus, by 

June 2008, the number of EOP patients housed in the same seven reception centers had reached 

707—all patients waiting transfer to a mainline EOP program.47  An additional 79 EOP 

patients were housed in other reception centers around the CDCR.48 In addition, however, as I 

learned in my most recent tours and will detail below, even these “reduced” level of care 

Reception Center EOP programs are makeshift programs operated out of makeshift spaces 

under circumstances and staffing levels that compromise the quality of care provided.  

30. Similarly, some of the units currently operating as intermediate care facilities at 

SVPP and CMF do not meet the criteria for DMH intermediate care facilities.  The D-5 and D-

6 units at SVPP and the P-2 and P-3 units at CMF are operating as “interim” intermediate care 

programs, and the Court waived the state licensing requirements for inpatient facilities so that 

defendants could meet this overflow need in the short term, given the current emergency the 

                                              
45 Joint Pls’ Trial Ex. 9 at 12-4-1. 
46 Coleman Pls.’ Trial Ex. 9 at 28. 
47 Coleman Pls.’ Trial Ex. 57:  CIM, 196, DVI 70, NKSP 69, RJD 96, LAC 113, SQ 45, WSP 
118. 
48 Id.   
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CDCR faces.49  However, these units do not have the appropriate treatment space for mental 

health patients at this level of acuity, nor do they have the resources to provide yard and out-of-

cell time in the appropriate manner.  For example, in the SVPP D-5 and D-6 units, all mental 

health treatment occurs on the dayroom floor.  On October 18, 2007, the Court ordered 

defendants to develop and submit proposals for developing “adequate mental health treatment 

and counseling space” at these SVSP and CMF units.50  Defendants have created construction  

proposals for SVSP and CMF in response to the October 2007 Coleman order,51 but these are 

long-term projects that, under the best case scenario, will take years to complete.  Thus, the 

SVSP proposal includes treatment space for both the EOP and the DMH units, but has a 

projected completion date of January 2011 that is contingent on being funded by the 

Legislature.52  The CMF treatment space proposal covers only the EOP program, but it projects 

a completion date of 2012, and only if funding is approved.53 In the meantime—a period of 

several years at best—the existing mental health treatment programs will be forced to “make 

do” with the existing inadequate treatment space.     

31. The tours that I have completed, discussions I have had with numerous mental 

health and custody staff, and the extensive documents I have reviewed all confirm that 

institutions throughout the California prison system are using a variety of different types of 

“overflow” housing to scramble to meet their pressing need for MHCB beds. These include 

housing such as OHU beds, “Mental Health” OHU (“MOHU”) beds, and “ZZ” cells. In his 

May 31, 2007 Report to the Court, the Coleman Special Master found that: “Over the past 

three years, however, the number of inmate/patients referred to a MHCB level of care has 

                                              
49 Coleman Pls.’ Trial Ex. 3 at 4-5. 
50 Coleman Pls.’ Trial Ex. 48 at 6. 
51 Coleman Pls.’ Trial Exs. 58-59. 
52 Id. 
53 Id. 
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regularly and significantly exceeded the number of MHCBs available in CDCR, resulting in 

the placement of inmate/patients in need of a MHCB level of care in a variety of temporary 

housing alternatives, which often lack the heightened monitoring and treatment essential to the 

MHCB level of care….  Most of these alternative placements lack suitable staffing and/or the 

physical configuration needed for the continuous monitoring or intensive treatment provided in 

a MHCB unit.  While strict time limits on their use are prescribed in both department and local 

policies, they are not consistently observed.”54  The problem persists. Thus, the continued use 

of alternative sites to house prisoner requiring MHCB placement was documented overall by 

the Special Master in his draft 20th Report and by individual institutions during the 21st round 

monitoring tours.55   

32. The situation at the California Men’s Colony (CMC) provides just one 

illustrative example of the chronic nature of this problem. In 2006, the Coleman Court ordered 

that a locked observation unit (LOU) at CMC be re-opened despite its failure to meet state law 

licensing requirements.  The Court found that although “State licensing requirements serve an 

important function…It is essential to provide immediately mental health crisis beds to critically 

ill inmates in the CDCR…Under present circumstances, state licensing requirements must 

temporarily give way to measures necessary to remedy the Eighth Amendment violations that 

remain unresolved in this action.”56  The unlicensed facility at CMC provides crisis bed care at 

a prison that has a large mental health population, including more than 500 EOP patients.57  On 

March 27, 2007, the Coleman court ordered defendants to complete and occupy a 50 bed 

                                              
54 Joint Pls.’ Trial Ex. 35 at 3-4.   
55 Joint Pls.’ Trial Ex. 57 at 352; and see, e.g. Coleman Pls.’ Trial Exs. 60-61:  CIM Memo 
May 7, 2008 re activation of TBH in March and April 2008; DVI SPR-FIT, 4/9/08, L-Wing 
overflow Unit population was 89; DVI SPR-FIT, 5/14/08, L-Wing overflow unit population 
was 84. 
56 Coleman Pls.’ Trial Ex. 3 at 3-4. 
57 Coleman Pls.’ Trial Ex. 57.   
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MHCB at CMC “as soon as possible.” However, this project remains stalled.  On February 26, 

2008, the Coleman court, in an order regarding the construction agreement in Plata, Perez, 

Armstrong, and Coleman, addressed plaintiffs’ concerns about the 50-bed MHCB at CMC,  

stated that “[a]pproval of the construction agreement does not relieve defendants of their 

obligation to comply with this court’s March 27, 2007 order.”58 The start of this critically 

needed MHCB project has nonetheless been delayed by at least a year.  No patients will benefit 

from this yet unfunded project for many years. 

33. I have been informed that two years after construction began in May 2006, 

CDCR opened the new CMF 50-bed MHCB facility to its first patients.59  It is unclear how 

much this overdue resource will affect the massive backlog of patients waiting for higher levels 

of care.  In my opinion, due to the effects of overcrowding on the delivery of mental health 

care, any reduction in the waitlists for higher levels of care will be temporary due to the pent-

up demands in the system.  During my site inspection at Wasco Reception center on August 1, 

2008, the clinical staff in the CTC reported that they experienced difficulty referring their 

overflow crisis bed patients to the new CMF unit because their reception center prisoners do 

not have the medical work-up that CMF is requiring prior to transfer.   

34. As problematic as the widespread use of these overflow beds is, CDCR is so 

overcrowded that it has not been able to create enough of them. Thus, there continue to be 

waiting lists to get prisoner/patients into these beds.  For example, the State reported that as of 

November 1, 2007, there was a 108 person waiting list for beds at SVPP, even with the 

overflow D-5 and D-6 units operating.60  The waitlist for the SVPP intermediate care DMH 

beds has continued to expand since November 1, 2007 with the most recent waiting list data 

                                              
58 Coleman Pls.’ Trial Ex. 63. 
59 Coleman Pls.’ Trial Ex. 64. 
60 Coleman Pls.’ Trial Ex. 70. 
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for July 31, 2008, listing 173 patients currently accepted and waiting for transfer to SVPP.61  

Recent documents from CSP-Sacramento show that ZZ beds, which are “contraband watch 

cells” were used as alternate sites for crisis beds patients after CTC beds, OHU beds, and 

MOHU beds were already full.  These documents show that these cells are used regularly, with 

62 admissions to ZZ cells and approximately 900 admissions to the MOHU in seven months.62   

35. Similarly, at CIM during the 19th round of monitoring, the Special Master found 

that “there were 106 admissions to the Del Norte overflow MHCBs.”63  By the 20th round of 

monitoring, the number of admissions to the overflow MHCBs had increased to 384 and the 

Special Master noted: “[t]here were no physical plant modifications, and cells in Del Norte 

were inadequate for potentially suicidal or agitated inmates.  Large grate vents, unsafe bunk 

beds, and blind spots were not addressed.” 64   

36.  It also appears that some prisons are operating EOP units that are explicitly 

intended to be “temporary” because they are not appropriate for provision of this level of care.  

However, it seems inevitable that these units will continue to operate for years to come because 

of the current, overcrowding-driven bed shortage.  This, in turn, has led to more interim 

measures being implemented to attempt to make these supposedly-temporary beds workable 

over the long term.  For example, there is a “temporary” EOP mental health program operating 

at MCSP, and in March 2007, the Court approved defendants’ ex parte request that they be 

permitted “to install adequate temporary treatment and office space to accommodate the 

existing and newly-opened Enhanced Outpatient Program mental health programs until 

replacement programs have been completed and occupied elsewhere in CDCR.”65  However, 

                                              
61 Coleman Pls.’ Trial Ex. 78. 
62 Coleman Pls.’ Trial Ex. 17. 
63 Joint Pls.’ Trial Ex. 69 at 95. 
64 Joint Pls.’ Trial Ex. 57 at 263. 
65 Coleman Pls.’ Trial Ex. 4 at 1-2. 
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even here, there have been delays in trying to make “temporary” space more adequate. Thus, to 

date, the temporary treatment space at Mule Creek State Prison has not yet been completed.66 

37. In summary, as the Coleman Court noted throughout its July 23, 2007 Order, 

although some progress had been made over the years in the provision of mental health care in 

California prisons, this trend has been dramatically reversed by the overcrowding crisis.67  

Prisoners throughout the CDCR are living in harsh and extreme conditions of confinement.  As 

detailed throughout this declaration, and based on my observations and review of documents, I 

have concluded that overcrowding is now interfering with the ability of the CDCR to meet 

timelines for transfers to treatment programs at every level of care in its mental health system; 

it has resulted in an insurmountable shortage of clinical and custody staff; it has overrun all 

available treatment, office, and programming space; and combined with the environmental 

effects of overcrowding itself, these delays, shortages, and inadequacies in mental health care 

are exacerbating existing mental illness, and creating negative psychological consequences for 

prisoners who, but for overcrowding, would likely not exhibit these problems and symptoms.  

B. The Effects of Overcrowding on Prisoners and Prison Systems 

38. Overcrowding impacts every aspect of prison life. In addition to its direct, 

adverse effects on prisoners and correctional officers, chronic and severe overcrowding can 

precipitate reactions and adaptations that actually exacerbate its harm, leading to even more 

dramatic, even tragic consequences. That is, extreme and persistent levels of prison 

overcrowding force individuals and institutions to adapt in ways that are often 

counterproductive, and produce even more serious harm. Exposure to chronic and severe 

overcrowding has especially harmful effects on mentally ill and other vulnerable prisoners.  

                                              
66 Coleman Pls.’ Trial Ex. 55. 
67 Coleman Pls.’ Trial Ex. 46. 
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1. The Nature of Overcrowding 

39. It is important to note that “overcrowding” is measured or understood as a 

function of more than just the ratio of prisoners to the rated capacity of a particular facility; it 

also includes the extent to which a prison, or prison system, houses more prisoners than it has 

adequate resources and infrastructure to humanely accommodate. Indeed, when prison systems 

increase their rated capacity without commensurate increases in programming, medical, and 

mental health resources, they are still “overcrowded” even though, technically, they do not 

house greater numbers of prisoners than they are designed to hold. Thus, a correctional facility 

“could be operating at fewer prisoners than its rated capacity, yet be overcrowded.”68 California 

prisons are chronically and severely overcrowded both in the sense that they house far more 

people than they were designed to hold, and because they do not have remotely enough 

programming, medical, and mental health resources—staff, space, and other infrastructure—to 

humanely house the unprecedented numbers of prisoners who are confined in them. 

40. It is also important to note that the negative consequences of overcrowding go 

beyond the failure to provide essential services to prisoners. Overcrowded prisons are 

dangerous for staff and prisoners alike because they create a variety of security-related 

problems and risks. Of course, these security-related problems and risks, in turn, create 

enormous and often insurmountable obstacles to effective treatment and constitutionally 

mandated care for mentally ill prisoners. 

41. The risks and dangers of overcrowding have been well understood and 

acknowledged by corrections officials and experts for decades. Indeed, when I first began to 

study the psychology of imprisonment in the 1970s, it was widely understood among 

corrections officials that whenever their prisons were nearing 90-95% of their capacity, they 

were becoming dangerously overcrowded. This was because of the recognition that in order to 

safely maintain a closed environment like prison, where people are involuntarily housed, staff 

                                              
68 R. Ruddell & G. Mays, Rural Jails: Problematic Prisoners, Overcrowded Cells, and Case-
Strapped Counties, 35 Journal of Criminal Justice 251-260 (2007), at 255. 
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and administrators must have sufficient options to readily move and separate prisoners, both 

for security and treatment-related classification reasons. As prisons become full, tensions 

mount and deprivations begin to multiply; administrators must have sufficient degrees of 

freedom to respond to the special needs and conflicts that inevitably result. As a prison closes 

in on having every one of its cells filled, those degrees of freedom are correspondingly reduced 

and serious problems begin to go unaddressed and eventually worsen.  

2. Devolving Standards of “Overcrowding” Inside the CDCR 

42. Of course, we have traveled a very, very long distance in California from that 

original concept of what constitutes an “overcrowded” prison. Prison officials have come to 

expect, make do, and manage in the face of levels of overcrowding that are unprecedented and 

have lasted for an astounding length of time. The quality of life inside CDCR facilities has 

profoundly deteriorated and the physical safety and the mental health of the people who live 

and work there have been jeopardized as a result. 

43. To provide a sense of exactly how far standards of acceptable overcrowding have 

deteriorated in California, consider that as recently as the late 1970s there was a widespread 

consensus among the state’s correctional officials about the evils of “double-celling”—the 

practice of housing two prisoners in a single cell usually designed to hold one person. High 

level prison administrators in California (and virtually everywhere else in the country) 

understood that double-celling was problematic, dysfunctional, and potentially damaging, even 

if they were forced to resort to it from time to time. Thus, here is how 1979 correctional task 

force that included a number of high-ranking California prison officials explained the state’s 

official policy: 

According to legislative and departmental policy, the Department 
of Corrections does not sanction double-celling prisoners. This task 
force agrees with the basic premise that double-celling violates 
basic standards of decent housing, health, and institutional security; 
however, at present, there is no viable alternative to double-celling 
prisoners as population projections are realized. Thus, while 
concurring that double-celling is totally undesirable, the task force 
must recommend this, and has attempted to propose gradual 
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population increments and associated staffing to lessen the impact 
of overpopulation.69 

44. I know of no conceptual development or theoretical breakthrough —in 

psychology or penology or any other discipline—over the last several decades that alters or 

challenges the fundamental validity of these observations. Yet, in the intervening decades, we 

have come to accept double-celling and much, much worse as a matter of course. Instead of 

sound penological or psychological theory, this new-found acceptance of unprecedented levels 

of overcrowding appears to derive purely from necessity. To be sure, nothing more than 

necessity could account not only for the CDCR’s acceptance of double-celling (which is nearly 

universal, even in the state’s least overcrowded prisons), but also its “creative” definitions and 

redefinitions of “tolerable overcrowding.” Indeed, the “acceptable” percentage of prisoners 

housed at different kinds of facilities beyond those facilities’ design capacity has continued to 

inexplicably but inexorably rise. As a result, increasingly intolerable levels of overcrowding 

can be “accommodated” and made to appear less drastic than they are. 

45. The court-appointed Receiver in Plata v. Schwarzenegger clearly documented 

these shifting standards in his May 15, 2007, Overcrowding Report.70 As he noted, CDCR has 

repeatedly redefined “tolerable overcrowding” by continuing to increase the acceptable 

                                              
69 Housing Inventory & Population Impact Task Force, California Department of Corrections, 
Prison Overcrowding: A Plan for Housing Felons Through FY 1986/87 (1979), at iv (emphasis 
added). The practice of double-celling was still controversial enough in 1983 to prompt a trio 
of California state senators to attempt to introduce a Senate Constitutional Amendment that 
read in part:  

This measure, if adopted by the voters, would provide that the 
practice of double-celling shall not be deemed to be, or constitute, 
the infliction of cruel and unusual punishment. The measure would 
also provide that Department of Corrections regulations providing 
for double-celling are not invalid on the basis that they provide for 
double-celling of prisoners. 

Senate Constitutional Amendment No. 41, introduced by Senators Boatright, Davis, and 
Presley on August 30, 1983. 
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percentages above design capacity so that “crowding limits were steadily lowered.”71 To 

illustrate, below is a summary of some of the shifting limits from the relevant CDCR Master 

Plans, depicting changes in allowable prisoner populations above the design capacities of the 

different types of housing units: 

Master Plan Dormitory Celled Housing 

1995-1998 120% 130% 

1995-2000 [not available] 170% (for Level IV) 

1998-2003 190% (including gym 
housing) 

 

190% 

 

I can think of no possible reason—other than necessity and expediency—why a maximum 

allowable capacity of 120% or 130% over design capacity set for the years 1995-1998 would 

be increased to 190% by 1998-2003. 

46. In addition, as the Receiver also noted: “During these same years various CDCR 

housing definitions were repeatedly modified, and new terms were instituted such as ‘crisis’ 

and ‘nontraditional’ (the CDCR’s designation for prisoners housed in classrooms, hallways, 

etc.). Prison staff  refer to such beds as ‘ugly’ beds.”72 Unfortunately, overcrowding cannot 

simply be defined away, especially in a prison setting. Definitional gymnastics 

notwithstanding, the basic concept of overcrowding—housing more people than space, 

resources, or infrastructure can humanely accommodate—remains valid. Moreover, in a legal 

context, there is a constitutional line that cannot be crossed. 

                                                 
70 Joint Pls.’ Trial Ex. 26. 

71 Id. at 11. 

72 Id. 
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3. The Psychological Effects of Overcrowding on Prisoners 

47. There are a number of basic facts of life in overcrowded prison settings that 

generate a wide range of unpleasant, harmful, and potentially very dangerous and damaging 

effects, especially when the overcrowding is chronic and severe. Crowding intensifies or 

amplifies the basic pains of imprisonment. Prisoners in overcrowded correctional settings are 

forced to interact with more unfamiliar people, under extremely close quarters that afford little 

or no privacy or respite, where their basic needs are less likely to be addressed or met. The 

frequency of interactions, the sheer numbers of violations of personal space that occur, the 

forced closeness of the contact, and the reduction or elimination of respite from one another all 

expose prisoners to greater levels of psychological stress. Prisoners in overcrowded prisons are 

more idle and on edge.  

48. Indeed, overcrowding operates at an individual level to worsen the experience of 

imprisonment by literally changing the nature of the context or situation to which prisoners 

must adapt on a day-to-day basis. The longer someone is exposed to overcrowded conditions, 

the greater the length of time during which problematic coping mechanisms can evolve in 

response.73 Thus, all other things being equal, short-term overcrowding is less problematic than 

exposure to long-term or chronically crowded prison conditions. In addition to these direct, 

individual-level effects, which I will discuss in a subsequent section, overcrowding changes the 

way the prison itself functions.  

49. Not surprisingly, a large literature on overcrowding has documented a range of 

adverse effects that occur when prisons have been filled to capacity and beyond. In the 1980s, 

when prisons in different parts of the United States were beginning to receive unprecedented 

numbers of incoming prisoners, a group of prison researchers concluded that “crowding in 

prisons is a major source of administrative problems and adversely affects prisoner health, 

                                              
73 For example, see the discussion in J. Bonta, Prison Crowding: Searching for the Functional 
Correlates, 41 American Psychologist 99-101 (1986), and the references cited therein. 
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behavior, and morale.”74 Two other early commentators concluded their review of the literature 

in much the same way, namely, that “[w]ith few exceptions, the empirical studies indicate that 

prison overcrowding has a number of serious negative consequences.”75 Although other 

variables may mediate or reduce the negative effects of crowding,76 its psychological toll can 

be substantial. 

50. Thus, despite an occasional study that yields an inconclusive finding,77 there is 

little reason to doubt that crowding significantly worsens the quality of institutional life and 

increases the destructive potential of imprisonment. Among other things, we know that prison 

overcrowding increases negative affect among prisoners,78 elevates their blood pressure,79 and 

                                              
74 Vernon Cox, Paul Paulus, and Garvin McCain, Prison Crowding Research: The Relevance 
for Prison Housing Standards and a General Approach to Crowding Phenomena, 39 American 
Psychologist 1148 (1984); Gaes, G., The Effects of Overcrowding in Prison. In M. Tonry and 
N. Morris (eds.), Crime and Justice: Annual Review of Research (1985); Paul Paulus, Prison 
Crowding: A Psychological Perspective New York: Springer-Verlag (1988). 

75 Thornberry, T., and Call, J., Constitutional Challenges to Prison Overcrowding: The 
Scientific Evidence of Harmful Effect, 35 Hastings Law Journal 313, 351(1983). 
Overcrowding studies at women’s prisons showed similar effects. See Barry Ruback & 
Timothy Carr, Crowding in a Woman's Prison: Attitudinal and Behavioral Effects, 14 Journal 
of Applied Social Psychology 57-68 (1984). 

76 For example, Ekland-Olson, S., Crowding, Social Control, and Prison Violence: Evidence 
From the Post-Ruiz Years in Texas, 20 Law and Society Review 389 (1986). However, one of 
the reasons that quantitative measures of the adverse effects of prison crowding sometimes 
yield inconsistent results has to do with this basic fact of prison life:  The prison and the prison 
staff also react and adjust to the levels of overcrowding, setting in motion a chain of events that 
changes what is being measured and how. Thus, for example, the ability of staff to identify 
disciplinary infractions, and how they react to and punish those that are identified, may change 
in unpredictable ways as a prison becomes increasingly overcrowded. 

77 For example, see Jeff Bleich, The Politics of Prison Crowding, 77 California Law Review 
1125-1180 (1989). 

78 E.g., Paul Paulus, Vernon  Cox, Garvin McCain, & J. Chandler, Some Effects of Crowding 
in a Prison Environment, 5 Journal of Applied Social Psychology 86, 90 (1975): “The present 
study indicates that living under relatively crowded housing conditions in a prison produces 
both negative affect and a lower criterion of what constitutes overcrowding.” 

79 E.g., D'Atri, D., Psychophysiological Responses to Crowding, 7 Environment and Behavior 
(continued . . .) 
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leads to greater numbers of prisoner illness complaints.80 Not surprisingly, exposure to “long-

term, intense, inescapable crowding” of the sort that now characterizes California prisons 

results in high levels of stress that “can lead to physical and psychological impairment.”81 In 

addition, a number of studies have found that overcrowding is associated with higher rates of 

disciplinary infractions, especially among younger prisoners.82 For example, one study 

concluded that in prisons “where crowded conditions are chronic rather than temporary and 

where people prone to antisocial behavior are gathered together, there is a clear association 

                                                 
237, 247 (1975): “[T]he major hypothesis that there would be an association between degree of 
crowding and blood pressure, systolic and diastolic, was strongly supported.” 

80 E.g., McCain, G., Cox, V. and Paulus, P., The Relationship Between Illness Complaints and 
Degree of Crowding in a Prison Environment, 8 Environment and Behavior 283, 288 (1976). 

81 Paulus, P., McCain, G., & Cox, V., Death Rates, Psychiatric Commitments, Blood Pressure, 
and Perceived Crowding as a Function of Institutional Crowding, 3 Environmental Psychology 
and Nonverbal Behavior 107,115 (1978). See, also, Ostfeld, Adrian, Dasl, Stanislav, D'Atri, 
David, & Fitzgerald, Edward, Stress. Crowding. and Blood Pressure in Prison. Hillsdale, NJ: 
Lawrence Erlbaum (1987). 

82 There are a number of studies that have documented the fact that overcrowding contributes 
significantly to various forms of prison aggression and infractions. For example, see: G. Gaes, 
& W. McGuire, Prison Violence: The Contribution of Crowding Versus Other Determinants of 
Prison Assault Rates, 22 Journal of Research in Crime and Delinquency 41-65 (1985); J. 
Wooldredge, T. Griffin, & T. Pratt, Considering Hierarchical Models for Research on Prisoner 
Behavior: Predicting Misconduct With Multilevel Data, 18 Justice Quarterly 203-231 (2001) 
(overcrowding predicted prisoner misconduct in the New York, Washington, and Vermont 
prison systems). This appears to especially true in prisons that house “younger” prisoners (e.g., 
where their median age is 27 years or less). For example, see: S. Ekland-Olson, D. Barrick, & 
L. Cohen, Prison Overcrowding and Disciplinary Problems: An Analysis of the Texas Prison 
System, 19 Journal of Applied Behavioral Sciences 163-176 (1983); and Nacci, J. Prather, & 
H. Teitelbaum, The Effect of Prison Crowding on Prisoner Behavior. Washington, DC: U.S. 
Bureau of Prisons (1977). Thus, a “meta analysis” (a statistical procedure that combines the 
results of a number of different studies) concluded that although overcrowding did not appear 
to have a significant effect on misconduct within the prison population as a whole, it did have 
“substantially larger effects among younger prisoners, consequently leading to higher levels of 
violent and nonviolent misconduct among younger prisoner populations.” T. Franklin, C. 
Franklin, & T. Pratt, Examining the Empirical Relationship Between Prison Crowding and 
Prisoner Misconduct: A Meta-Analysis of Conflicting Research Results, 34 Journal of 
Criminal Justice 401-412 (2006).  
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between restrictions on personal space and the occurrence of disciplinary violations.”83 And 

there is also evidence to suggest that psychiatric patients are more likely to become aggressive 

in housing units that lack adequate bed space and are overcrowded. 84 

51. Among other things, crowded prisons generally experience increased noise levels 

and temperatures that can be elevated to intolerable levels during summer months, which in 

turn increase irritability. In addition, effective surveillance becomes more difficult because of 

the sheer number of people who must be monitored. Overcrowded housing units are more 

difficult to keep clean, more likely to fall into disrepair and suffer breakdowns in plumbing and 

other basic services more frequently. Unintentional violations of personal space are not only 

more likely in overcrowded prisons but also, in turn, are more often perceived as provocations 

(and responded to accordingly). In fact, perhaps in part because the subjective experience of 

prison crowding is so stressful, it actually leads prisoners to perceive others in their 

surrounding environment as more hostile and intentionally malevolent, increasing their 

readiness to react to those others as threatening.85 

52. Prison overcrowding also affects prisoners’ mental and physical health by 

increasing the level of uncertainty with which they regularly must cope. Thus, crowded 

conditions heighten the level of cognitive strain that persons experience by introducing social 

complexity, turnover, and interpersonal instability into already dangerous prison environments 

in which interpersonal mistakes or errors in social judgments can be fatal. Of course, 

overcrowding also raises collective frustration levels inside prisons by generally decreasing the 

                                              
83 Megargee, E. The Association of Population Density, Reduced Space, and Uncomfortable 
Temperature with Misconduct in a Prison Community, 5 American Journal of Community 
Psychology 289, 295 (1977). 

84 For example, see: B. Ng, S. Kumar, M. Ranclaud, & E. Robinson, Ward Crowding and 
Incidents of Violence on An Acute Psychiatric Inpatient Unit, 52 Psychiatric Services 521-525 
(2001); and Palmstierna, et al., The Relationship of Crowding and Aggressive Behavior on a 
Psychiatric Intensive Care Unit, 42 Hospital and Community Psychiatry 1237-1240 (1991). 

85 For example, see: C. Lawrence & K. Andrews, The Influence of Perceived Prison Crowding 
on Male Prisoners’ Perception of Aggressive Events, 30 Aggressive Behavior 273-283 (2004). 
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resources, programming, and other activities that are available to the prisoners confined in 

them. The sheer number of things prisoners can do or accomplish on a day-to-day basis is 

compromised by the increasingly scarce resources and the multiplicity of people in between 

them and their goals and destinations. 86 

53. One widely cited literature review concluded that although prisons in general 

were not necessarily harmful to prisoners, overcrowded prisons certainly were. It included the 

following empirically documented observations:  that “physiological and psychological stress 

responses … were very likely [to occur] under crowded prison conditions”87; that “a correlation 

[has been found] between population density and misconduct [when age is used as a moderator 

variable]”88; that there is “a significant relationship between crowding and post-release 

recidivism”89; and that “high prisoner turnover [in some prisons has been found to predict] 

prisoner disruptions.”90 These reviewers also acknowledged that “as sentence length or 

exposure to crowded situations increase so does the risk for misconduct”91; and that “[w]hen 

threats to health come from suicide and self-mutilation, then prisoners are clearly at risk.”92 

                                              
86 For example, Vernon Cox, Paul Paulus, & Garvin McCain, Prison Crowding Research, 39 
American Psychologist 1148,1159 (1984). See, also, Edward Sieh, Prison Overcrowding: The 
Case of New Jersey, 53 Federal Probation 41-51(1989) for a brief review. For a discussion of 
the health risks of prison and jail overcrowding, see Bailus Walker & Theodore Gordon, 
Health Risks and High Density Confinement in Jails and Prisons, 44 Federal Probation 53-58 
(1980). 

87 James Bonta and Paul Gendreau, P., Reexamining the Cruel and Unusual Punishment of 
Prison Life, 14 Law and Human Behavior 347-372 (1990), at 353. 

88 Ibid. 

89 At 354. 

90 Ibid. 

91 Ibid. 

92 At 356. 
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54. Prisoners confined to severely and chronically overcrowded prisons commonly 

live in more rapidly deteriorating and dilapidated housing units. Obviously, overcrowded 

prisons are dirtier and their infrastructure is in greater disrepair because of the overuse they 

receive. In extreme cases, prisoners may be herded into makeshift housing that clearly was 

intended for some other purpose and affords them even less privacy than the already minimal 

amounts they receive in standard prison environments. The degraded conditions under which 

prisoners live serve as constant reminders of their compromised and stigmatized social status 

and role. A diminished sense of self-worth and personal value may result from this. That is, 

like the rest of us, prisoners derive and internalize symbolic meaning from the way they are 

treated. When they are treated in harsh and humiliating ways, and are confined in abysmal 

housing units, many come to think of themselves as deserving no more than the degradation 

and stigma to which they are being subjected.93 This degraded identity may be difficult or 

impossible to relinquish when they are released from prison. 

55. Of course, there are many prisoners who enter overcrowded prison systems with 

pre-existing psychological problems and psychiatric disorders. For obvious reasons, 

chronically and severely overcrowded prison systems are challenged to obtain and retain 

adequate numbers of clinical staff and to implement treatment programs that address the needs 

of this special population. In addition to the lack of adequate numbers of treatment staff 

proportionate to the sheer numbers of mentally ill prisoners, these prisoners are themselves 

especially sensitive to the harsh realities of overcrowded prisons. Mentally ill prisoners are 

more likely to be adversely affected by the forced intimate contact that overcrowded housing 

units require because, depending on the nature of their illness, they may be far less adept at 

                                              
93 These issues have been explored extensively in the past by sociologists. See, for example: 
Homant, R., Employment of Ex-Offenders: The Role of Prisonization and Self-Esteem, 8 
Journal of Offender Counseling, Services, & Rehabilitation5-23 (1984); Irwin, J., The Felon. 
Englewood Cliffs, NJ: Prentice-Hall (1970); McCorkle, L., & Korn, R., Resocialization Within 
Walls, 293 The Annals 88-98 (1954); Thomas, C., & Peterson, D., supra note 58; Title, C., 
Institutional Living and Self-Esteem, 20 Social Problems 65-77 (1972); and Wulbert, R., 
Prisoner Pride in Total Institutions, 71 American Journal of Sociology 1-9 (1965). 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 44 of 267



 

-33- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

reading social cues, controlling their impulses, or regulating their emotional states than the 

prisoners with whom they must so closely and constantly interact. The decreased opportunities 

for normal, non-pressured social interaction may undermine already impaired reality testing.  

And the sheer stress of severely overcrowded confinement may overwhelm their already 

fragile coping mechanisms, creating fear and anxiety in what these prisoners experience as an 

increasingly unpredictable world. Thus, mentally ill prisoners are more likely to decompensate 

from exposure to such pressurized, overcrowded environments, and they are vulnerable to 

victimization from the overcrowding-related conflicts that occur with increased frequency. 

56. Whether or not they enter prison with pre-existing psychiatric disorders, some 

prisoners find the severe conditions of confinement in badly overcrowded systems to be 

traumatic. Others are exposed to violence and other emotionally wrenching events that will 

have long-lasting psychological consequences. As a result, some develop “post-traumatic stress 

disorder” (PTSD)—a range of long-term trauma-related symptoms, including depression, 

emotional numbing, anxiety, isolation, hypervigilance, and related reactions—in response to 

prison trauma.94 In this regard, psychiatrist Judith Herman and others have proposed that the 

diagnostic category of post-traumatic stress disorder be restructured to include what she has 

termed “complex PTSD,” a disorder created by “prolonged, repeated trauma or the profound 

deformations of personality that occur in captivity.”95 Complex PTSD can result in protracted 

                                              
94 American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders. 
4th Edition. Washington, DC: American Psychiatric Association (1994), at 111. For more 
detailed discussions of the disorder, see C. Peter  Erlinder, Paying the Price for Vietnam: Post-
Traumatic Stress Disorder and Criminal Behavior, 25 Boston College Law Review 305 (1984); 
Helzer, J. E., Robins, L. N., & McEvoy, L., Post-Traumatic Stress Disorder in the General 
Population, 1317 The New England Journal of Medicine 1630-1634 (1987); Rowan, A. B., 
Foy, D. W., Rodriguez, N., & Ryan, S., Posttraumatic Stress Disorder in a Clinical Sample of 
Adults Sexually Abused as Children, 18 Child Abuse and Neglect 51-61 (1994); John P. 
Wilson and Beverly Raphael (Eds.), International Handbook of Traumatic Stress Syndromes. 
New York: Plenum (1993). 

95 Judith Herman, A New Diagnosis. In Judith Herman (Ed.), Trauma and Recovery. New 
York: Basic Books (1992), at 119. See, also, Herman, Judith Lewis. Complex PTSD: A 
Syndrome in Survivors of Prolonged and Repeated Trauma. In George S. Everly Jr., Jeffrey M. 

(continued . . .) 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 45 of 267



 

-34- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

depression, apathy, and the development of a profound sense of hopelessness. For some 

prisoners, it represents the long-term psychological cost of adapting to oppressive forms of 

prison confinement.96 

57. In any event, many prisoners adapt to the pains of extreme forms of 

imprisonment in severely overcrowded prisons by developing overt psychological symptoms 

or experiencing an exacerbation of ones that already exist—including clinical depression, 

paranoia, and psychosis.97 

4. The Behavioral Effects of Overcrowding on Prisoners and 
Prisons 

58. Prison systems, administrators, and staff also respond to overcrowding in a 

variety of ways that, in turn, impact prisoner behavior. In an important sense, of course, 

overcrowding is a systemic problem, and prison systems “behave” differently in the face of it. 

Because overcrowding is such a pernicious problem, however, few if any of these adaptations 

have long-term positive consequences. 

59. For one, overcrowded prison systems often respond to the influx of 

unprecedented numbers of prisoners by reducing the amount of screening, monitoring, and 

managing that they perform. This typically includes compromises that are made in the 

assessment and treatment of vulnerable or special needs prisoners. As one group of clinicians 

acknowledged: “Unfortunately, the prospect of screening prisoners for mental disorder and 

treating those in need of mental health services has become a daunting and nearly impossible 

                                                 
Lating, (Eds.), Psychotraumatology: Key Papers and Core Concepts in Post-Traumatic Stress 
(pp. 87-100). New York: Plenum (1995). 

96 Judith Herman, Complex PTSD: A Syndrome in Survivors of Prolonged and Repeated 
Trauma, 5 Journal of Traumatic Stress 377-391 (1992). 

97 Cf. DeWolfe, R., and DeWolfe, A., Impact of Prison Conditions on the Mental Health of 
Prisoners, 1979 Southern Illinois University Law Journal 497 (1979); Hans Toch, Men in 
Crisis : Human Breakdowns in Prison. Chicago, IL: Aldine (1975); Hans Toch, Living in 
Prison : The Ecology of Survival. New York: Free Press (1977). 
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task in the present explosion of prison growth.”98 Unidentified and untreated mentally ill 

prisoners in mainline prison populations not only are more likely to deteriorate themselves, but 

also to have a significant adverse effect on the prisoners with whom they must live and 

interact—sometimes incurring their wrath and mistreatment. 

60. Overcrowding also means that prison systems experience pressures to reallocate 

already limited programming and other resources to create bed space and maintain basic 

security. Thus, in addition to significant reductions in correctional services, activities, 

programming, and treatment for prisoners, of course, overcrowded prisons are correspondingly 

plagued by higher levels of idleness. The prison overcrowding crisis in the United States in 

general and California in particular coincided with the advent of a correctional philosophy that 

saw punishment rather than rehabilitation become the stated goal and primary purpose of 

imprisonment. Unprecedented amounts of unproductive inactivity have resulted from the 

confluence of these trends. Put simply, a severely and chronically overcrowded prison system 

like the one that now exists in California cannot keep the majority of its prisoners meaningfully 

or productively engaged in activities and programs. 

61. Moreover, chronic idleness produces more than mere boredom. There is 

widespread agreement among correctional experts that empty, idle time in prison produces 

negative psychological and behavioral effects. As far back as the 1980s, when the trends 

toward overcrowding and the lack of prison programming had just begun, the U.S. 

Government Accounting Office noted: “Corrections officials believe that extensive prisoner 

idleness can lead to destructive behavior and increase violence within institutions. Moreover, 

idleness does little to prepare prisoners for re-entry into society.”99  

                                              
98 Frank DiCataldo, Alexander Greer, & Wesley Profit, Screening Prison Prisoners for Mental 
Disorder: An Examination of the Relationship Between Mental Disorder and Prison 
Adjustment, 23 Bulletin of the American Academy of Psychiatry and Law 573-585, 574 (1995). 

99 United States Government Accounting Office, Report to the Attorney General: Improved 
Prison Work Programs Will Benefit Correctional Institutions and Prisoners 2 (1982).  
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62. Idleness-related frustration also increases the probability of interpersonal conflict 

and assaults in prison. Unfortunately, as I noted earlier, overcrowding simultaneously reduces 

the opportunities for staff to effectively monitor prisoner behavior and drastically limits their 

options to reduce animosities between prisoners by separating them or sending them to 

different facilities. Thus, there is greater stress and more opportunity for interpersonal conflict, 

less for prisoners to do, fewer positive or productive outlets to release the resulting tension, 

decreased staff capacity to identify prisoner problems, and fewer options to solve them once 

they do.  

63. Moreover, the kind of widespread idleness and lack of purposeful activity that 

pervades overcrowded prisons has been identified as a major cause of self-harm and suicide 

among prisoners.100 Indeed, a 2005 nationwide study of prison suicides found that the “the 

probability of suicide increases dramatically as overcrowding increases…”101 These researchers 

found that suicide rates were lower in minimum security facilities overall—presumably 

because of the greater levels of program participation—but that overcrowding actually 

produced the greatest effect on the suicide rate at these facilities. That is, at high levels of 

overcrowding, minimum security prisons were as likely to experience suicide as their medium 

and maximum security counterparts. In fact, some prison researchers have concluded that one 

of the best ways to decrease the rate (not just the absolute number) of prison suicides would be 

to reduce the total number of incarcerated persons.102  

                                              
100 For example, see: M. Leese, S. Thomas, & L. Snow, An Ecological Study of Factors 
Associated with Rates of Self-inflicted Death in Prisons in England and Wales, 29 
International Journal of Law and Psychiatry 355-360 (2006). 

101 M. Huey & T. McNulty, Institutional Conditions and Prison Suicide: Conditional Effects of 
Deprivation and Overcrowding, 85 Prison Journal 490-514 (2005), at 506.  

102 For example, see: P. Marcus & P. Alcabes, Characteristics of Suicides by Prisoners in an 
Urban Jail, 44 Hospital and Community Psychiatry 256-261 (1993); and D. MacDonald & N. 
Thomson, Australian Deaths in Custody, 1980-1989, 159 Medical Journal of Australia 581-
585 (1993). Of course, no one would argue that a simple reduction in population is all that is 
needed to address suicidality among prisoners. Clearly, a corresponding concern for the needs 

(continued . . .) 
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64. Another negative behavioral effect of overcrowding that stems from the changes 

it produces at both individual and institutional levels is the increased risk of sexual 

victimization. For example, one prison researcher has noted that “[i]n less well-regulated 

institutions in which prisoners have little recourse to protection or in which there may be 

collusion between dominant prisoners and staff to maintain the peace, sexual violence tends to 

be greater.”103 Others have suggested that overcrowded conditions in which prisoners have 

much idle time may contribute to higher numbers of prison rapes.104  

65. Researchers also have documented greater amounts of illicit drug use among 

prisoners who are incarcerated in overcrowded prison settings, leading one of them to conclude 

that “reducing drug-related behaviors inside prison may require alleviating prison 

crowding…”105 There are several plausible explanations for this relationship, including the fact 

that illicit drug use is more difficult to monitor and prevent in overcrowded prisons and the 

likelihood that prisoners will attempt to cope with the stress of overcrowded living conditions 

through increased drug use.  

66. As I noted earlier, overcrowding appears to have especially adverse effects on 

the institutional behavior of younger prisoners. Thus, one study of the Texas prison system 

found that:  

                                                 
of the prisoners who remain behind in prison, as well as those who are released or diverted to 
non-prison settings, is also needed. For example, see: S. Fruehwald, P. Frottier, K. Ritter, R. 
Eher, & K. Gutierrez, Impact of Overcrowding and Legislational Change on the Incidence of 
Suicide in Custody Experiences in Austria, 1967-1996. 25 International Journal of Law and 
Psychiatry 119-128 (2002), who argue that reductions in prisoner populations must be 
accompanied by suicide prevention training among custodial staff. 

103 King, M., Male Rape in Institutional Settings. In Mezey, G., & King, M. (Eds.), Male  
Victims of Sexual Assault. Oxford: Oxford University Press (1992), at 70. 

104 Gunby, P. Sexual Behavior in an Abnormal Situation, 245 Medical News 215-220 (1981). 

105 W. Gillespie, A Multilevel Model of Drug Abuse Inside Prison, 85 Prison Journal 223-246 
(2005), at 21. Perhaps not surprisingly, Gillespie found that the overcrowding effect appeared 
to be particularly pronounced among prisoners with a prior history of street drug use. 
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The greater the proportion of young prisoners housed in the 
institution, the greater the infraction and assault rates. There is 
some evidence for an interaction effect between age and prison 
size. Younger prisoners may be more susceptible to the problems 
and control structures in large prisons than older prisoners.106   

67. Another study obtained similar results, with overall correlations that revealed “a 

significant association between density and total assaults and assaults on prisoners” such that 

the greater the density the more frequent the assaults. But the relationship between crowding 

and violence was “strongest in the institutions housing young offenders.”107 

68. These age-related crowding effects are not difficult to understand. Younger 

prisoners tend to be more volatile, sensitive to their surroundings and, in general, more likely 

to react aggressively to the tensions and conflicts that crowded conditions of confinement 

generate. However, prison officials and staff members often respond to these crowding-related 

infractions by punishing prisoners, frequently by placing them in disciplinary segregation 

units. The heightened reactivity of younger prisoners to the context of crowded living 

conditions means that greater numbers of them will be exposed to even harsher conditions in 

the segregated or isolated housing units where they will be confined. 

69. A number of adverse and presumably unintended long-term consequences are 

likely to follow from this scenario. Prison officials typically use a prisoner’s disciplinary 

segregation status to bar him from participation in any form of educational or vocational 

programming. Moreover, time spent in segregation simultaneously places prisoners at risk of 

developing a host of adverse psychological reactions that are associated with long-term 

isolation (that I will discuss in a subsequent section of this report). The absence of even 

                                              
106 Ekland-Olson, S., Barrick, D., & Cohen, L. Prison Overcrowding and Disciplinary 
Problems: An Analysis of the Texas Prison System, 19 Journal of Applied Behavioral Science 
163-176,174 (1983); Gilbert Gaes and William McGuire, Prison Violence: The Contribution of 
Crowding Versus Other Determinants of Prison Assault Rates, 22 Journal of Research in 
Crime and Delinquency 41-65 (1985). 

107 Nacci, P., Teitelbaum, H., & Prather, J. Population Density and Prisoner Misconduct Rates 
in the Federal Prison System, 41 Federal Probation 26, 29 (1977). 
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minimal forms of programming and exposure to potentially disabling solitary confinement 

jeopardize subsequent adjustment in the mainline prison population as well as in the freeworld. 

And, once these prisoners do return to prison, they may well find that their prior disciplinary 

status leads more readily (or even automatically) to their classification as a present security 

risk, making them prime candidates for assignment to a segregation unit once again.  

70. In light of the panoply of negative individual and institutional effects of prison 

overcrowding that I have summarized in the preceding paragraphs, it is perhaps not surprising 

that several studies have suggested that crowded prisons are associated with increased 

recidivism. For example, at the start of the 1980s, several British researchers found a strong 

relationship between overcrowding and prison ineffectiveness in England—prisoners released 

from overcrowded prisons were more likely to be recommitted for subsequent criminal 

infractions. The relationship could not be explained away by other variables, leading the 

researchers to recommend a reduction in prison overcrowding in order to improve the ability of 

prisons to reduce crime. By sending fewer people to prison or by reducing the effective lengths 

of prison sentences, they argued, the effectiveness of prison might be enhanced.108  

71. Similarly, several years after this English study, Canadian researchers concluded 

that placing low-risk offenders in often-overcrowded high security facilities resulted in high 

rates of re-incarceration.109 The rates were significantly higher than those of comparable low-

risk offenders who had been placed in halfway houses. The researchers concluded that the 

failure to properly divert low-risk offenders from high to low security facilities—something 

that overcrowded prison systems often lack the capacity to do—“may actually increase the risk 

of future recidivism.”110 

                                              
108 Farrington, D. & Nuttall, C., Prison Size, Overcrowding, Prison Violence, and Recidivism, 8 
Journal of Criminal Justice 221-231, 230 (1980). 

109 Bonta, J., and Motiuk, L., The Diversion of Incarcerated Offenders to Correctional Halfway 
Houses, 24 Journal of Research in Crime & Delinquency 302 (1987). 

110 Id. at 312. 
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72.  Long-term “criminogenic” or crime-producing overcrowding effects can occur 

in other ways as well. Indeed, severely overcrowded prison systems can generate a wide 

variety of problems that may reverberate back into the community and eventually back into the 

prison system itself. For example, because prisoners lack sufficient programming and 

treatment in overcrowded systems, they are more likely to re-enter the free society no better—

and often much worse—than they left. This is especially true for mentally ill prisoners whose 

psychiatric conditions are likely to worsen in the face of the harsh and punitive conditions they 

face in overcrowded prisons. If mentally ill prisoners do not receive proper, effective treatment 

in prison, they will return home with mental health needs that local communities with already 

limited treatment resources will be called upon to address. Mentally ill prisoners who worsen 

or decompensate in prison will need even higher levels of care and, in extreme cases, they may 

become chronically or even permanently disabled. Untreated or worsened mental health 

conditions also may render some prisoners more dangerous when they return from prison than 

when they left.  

73. In addition, prisoners who are traumatized by severely overcrowded prison 

conditions or exposure to the extreme forms of violence that can occur within them may leave 

prison with psychiatric disorders that they did not have or manifest as clearly at the outset of 

their prison sentences. That is, some number of prisoners will enter prison without a 

documented history of mental illness but, because of the severe deprivations, profound 

indignities, and dangerous conditions they confront, develop serious trauma-related disorders 

that may require mental health treatment both in prison and later in free society. In the absence 

of such treatment, these prisoners are prime candidates to re-offend.  

74. Thus, overcrowded prisons tend to beget overcrowded prisons. In fact, California 

is a perfect example of the way in which a chronically and severely overcrowded prison system 

sends prisoners back into the community ill-prepared to successfully reintegrate there. 

Increasing numbers of them re-offend or violate the conditions of their parole quickly and 

repeatedly, which in turn continues to generate greater numbers of prisoners and exacerbates 

the prison overcrowding problem. 
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5. The Relationship Between Overcrowding and the Overuse of 
Segregation 

75. As I already have noted, an unprecedented influx of prisoners compromises the 

meaningful evaluation and classification of incoming prisoners. In a severely overcrowded 

prison system like California’s, a prisoner’s security level and available bed space largely 

determine housing assignments. This means that many fewer new prisoners pass through an 

intake process that includes a comprehensive diagnostic evaluation and what—in the days of 

rehabilitation—was referred to as a “needs assessment.” Thus, even chronic deficits in 

educational or vocational skills are overlooked or ignored in initial classification and 

subsequent housing assignments. Indeed, a chronically and severely overcrowded prison 

system for the most part lacks the resources with which to address the broad range of prisoner 

needs and problems anyway. 

76. Among other things, this means that prison administrators have few incentives or 

positive rewards at their disposal with which to manage and control prisoner behavior. That is, 

overcrowded prisons lose their programming orientation and options. They are rarely in a 

position to offer well-behaved prisoners meaningful opportunities for personal growth or skill 

development, or participation in engaging activities or thriving organizations as “carrots” to 

reinforce and shape prisoner behavior. Lacking carrots, overcrowded prisons and prison 

systems rely increasingly on “sticks.” Thus, overcrowding leads to increasingly negative forms 

of institutional control and, as population pressures mount, the use of harsh discipline and 

punishment tends to escalate.  

77. The use of harsher and more punitive policies and procedures to maintain order 

and control means that custody staff increasingly rely on security hardware and surveillance 

technology to control prisoner behavior. The extent of their dependence on the technology and 

implements of control has concerned some penologists, who worry about the “de-skilling” of 

correctional officers—the fact that interpersonal skills atrophy in prison systems where 

problems are solved and conflict defused increasingly by a reflexive tendency to lock up or 

lock down problematic or challenging prisoners (or the entire housing units in which they 
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reside). Indeed, overcrowded prisons may engage in the more frequent use of “lockdowns” and 

forms of disciplinary sanctions and segregation that further restrict prisoner movement and 

keep them separated from staff as well as one another. In California, as I will document in a 

subsequent section of this report, this includes the placement of troubled and troublesome 

prisoners—many of whom are mentally ill—in ASUs and SHUs.  

78. Presumably designed to limit and control violence by keeping prisoners isolated 

from one another, segregated housing confines prisoners in especially harsh and deprived 

conditions for very long periods of time. Especially for mentally ill prisoners, this kind of 

confinement comes with a significant risk of psychological harm. As a general matter, 

psychologists know from studies of behavior and adjustment in free society that social 

isolation is generally bad for people’s psychological well being.111 Its effects are no more 

positive in prison. Thus, there is substantial evidence of the negative psychological effects of 

isolated confinement that comes from a variety of sources, including personal accounts, 

descriptive studies, and systematic research on solitary and supermax-type units. The data that 

establish these harmful effects have been collected in studies conducted over a period of 

several decades, by researchers from several different continents who had diverse backgrounds 

and a wide range of professional expertise.112 

                                              
111 For example, see: Graham Thornicroft, Social Deprivation and Rates of Treated Mental 
Disorder: Developing Statistical Models to Predict Psychiatric Service Utilisation, 158 British 
Journal of Psychiatry 475-484 (1991). Cf. Margaret K. Cooke & Jeffrey H. Goldstein, Social 
Isolation and Violent Behavior, 2 Forensic Reports 287-294, 288 (1989):  

A socially isolated individual who has few, and/or superficial 
contacts with family, peers, and community cannot benefit from 
social comparison. Thus, these individuals have no mechanism to 
evaluate their own beliefs and actions in terms of reasonableness or 
acceptability within the broader community. They are apt to 
confuse reality with their idiosyncratic beliefs and fantasies and 
likely to act upon such fantasies, including violent ones. 

112 For example, see: Christopher Burney, Solitary Confinement. New York: St. Martin’s Press 
(1961); Frank Rundle, The Roots of Violence at Soledad. In Erik Olin Wright, (Ed.), The 
Politics of Punishment: A Critical Analysis of Prisons in America (pp. 163-172). New York: 

(continued . . .) 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 54 of 267



 

-43- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

79.  For example, mental health and correctional staff who have worked in 

disciplinary segregation and isolation units have reported observing a range of problematic 

symptoms manifested by the prisoners confined in these places.113 The authors of one of the 

early studies of solitary confinement summarized their findings by concluding that 

“[e]xcessive deprivation of liberty, here defined as near complete confinement to the cell, 

results in deep emotional disturbances.” 114 A decade later, Professor Hans Toch’s large-scale 

psychological study of prisoners “in crisis” in New York State correctional facilities included 

important observations about the effects of isolation.115 After hundreds of in-depth interviews 

with such prisoners, he concluded that “isolation panic” was a serious problem among 

prisoners in solitary confinement. Symptoms reported included rage, panic, loss of control and 

breakdowns, psychological regression, a build-up of physiological and psychic tension that led 

to incidents of self-mutilation.116 

                                                 
Harper (1973); Robert Slater, Psychiatric Intervention in an Atmosphere of Terror, 7(1) 
American Journal of Forensic Psychiatry 5-12 (1986); Slater, R., Abuses of Psychiatry in a 
Correctional Setting, 7(3) American Journal of Forensic Psychiatry 41-47 (1986). 

113 For detailed reviews of all of these psychological issues, and references to the many 
empirical studies that support these statements, see: Craig Haney & Mona Lynch, Regulating 
Prisons of the Future: The Psychological Consequences of Supermax and Solitary 
Confinement; and Craig Haney, Mental Health Issues in Long-Term Solitary and “Supermax” 
Confinement, both supra note 7. 

114 Bruno M. Cormier & Paul J. Williams, Excessive Deprivation of Liberty, 11 Canadian 
Psychiatric Association Journal 470-484 (1966), at p. 484. For other early studies of solitary 
confinement, see: Gendreau, P., Freedman, N., Wilde, G., & Scott, G., Changes in EEG Alpha 
Frequency and Evoked Response Latency During Solitary Confinement, 79 Journal of 
Abnormal Psychology 54-59 (1972); George Scott & Paul Gendreau, Psychiatric Implications 
of Sensory  Deprivation in a Maximum Security Prison, 12 Canadian Psychiatric Association 
Journal 337-341 (1969); Richard H. Walters, John E. Callagan & Albert F. Newman, Effect of 
Solitary Confinement on Prisoners, 119 American Journal of Psychiatry 771-773 (1963). 

115 Hans Toch, Men in Crisis: Human Breakdowns in Prisons. Aldine Publishing Co.: Chicago 
(1975). 

116 Toch noted that although isolation panic could occur under other conditions of confinement 
it was “most sharply prevalent in segregation.” Ibid at 54. Moreover, it marked an important 
dichotomy for prisoners: the “distinction between imprisonment, which is tolerable, and 
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80. More recent studies have identified other symptoms that appear to be produced 

by these conditions. Those symptoms include: appetite and sleep disturbances, anxiety, panic, 

rage, loss of control, paranoia, hallucinations, and self-mutilations. Moreover, direct studies of 

prison isolation have documented an extremely broad range of harmful psychological 

reactions. These effects include increases in the following potentially damaging symptoms and 

problematic behaviors: negative attitudes and affect, anxiety, withdrawal, hypersensitivity, 

ruminations, cognitive dysfunction, hallucinations, loss of control, irritability, aggression, and 

rage, paranoia, hopelessness, a sense of impending emotional breakdown, self-mutilation, and 

suicidal ideation and behavior.117  

                                                 
isolation, which is not.” Ibid. 

117 For example, see the numerous studies cited in the articles referenced supra at note 7. In 
addition to those direct studies, and the many studies summarized in the literature reviews to 
which I have referred, there is a significant international literature on the adverse effects of 
solitary confinement. For example, see: Henri N. Barte, L’Isolement Carceral, 28 Perspectives 
Psychiatriques 252 (1989). Barte analyzed what he called the “psychopathogenic” effects of 
solitary confinement in French prisons and concluded that prisoners placed there for extended 
periods of time could become schizophrenic instead of receptive to social rehabilitation. He 
argued that the practice was unjustifiable, counterproductive, and “a denial of the bonds that 
unite humankind.” In addition, see: Reto Volkart, Einzelhaft: Eine Literaturubersicht (Solitary 
confinement: A literature survey), 42 Psychologie - Schweizerische Zeitschrift fur Psychologie 
und ihre Anwendungen 1-24 (1983) (reviewing the empirical and theoretical literature on the 
negative effects of solitary confinement); Reto Volkart, Adolf Dittrich, Thomas Rothenfluh, & 
Paul Werner, Eine Kontrollierte Untersuchung uber Psychopathologische Effekte der 
Einzelhaft (A controlled investigation on psychopathological effects of solitary confinement), 
42 Psychologie - Schweizerische Zeitschrift fur Psychologie und ihre Anwendungen 25-46 
(1983) (when prisoners in “normal” conditions of confinement were compared to those in 
solitary confinement, the latter were found to display considerably more psychopathological 
symptoms that included heightened feelings of anxiety, emotional hypersensitivity, ideas of 
persecution, and thought disorders); Reto Volkart, et al., Einzelhaft als Risikofaktor fur 
Psychiatrische Hospitalisierung (Solitary confinement as a risk for psychiatric hospitalization), 
16 Psychiatria Clinica, 365-377 (1983) (finding that prisoners who had been kept in solitary 
confinement were overrepresented as compared to other prisoners who were hospitalized in a 
psychiatric clinic); Boguslaw Waligora, Funkcjonowanie Czlowieka W Warunkach Izolacji 
Wieziennej (How men function in conditions of penitentiary isolation), Seria Psychologia I 
Pedagogika NR 34, Poland (1974) (so-called “pejorative isolation” of the sort that occurs in 
prison strengthens “the asocial features in the criminal’s personality thus becoming an essential 
cause of difficulties and failures in the process of his resocialization”).  See, also, Ida Koch, 
Mental and Social Sequelae of Isolation: The Evidence of Deprivation Experiments and of 
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81. In addition, there are correlational studies of the relationship between housing 

type and various kinds of incident reports in prison. They show that self-mutilation and suicide 

are more prevalent in isolated, punitive housing units like ASUs and SHUs. So, too, are signs 

of deteriorating mental and physical health (beyond self-injury), other-directed violence, such 

as stabbings, attacks on staff, and property destruction, and collective violence.118   Indeed, 

within CDCR, suicides are much more likely to occur inside the segregated housing units. 119 

                                                 
Pretrial Detention in Denmark, in The Expansion of European Prison Systems, Working 
Papers in European Criminology No. 7  119 (Bill Rolston & Mike Tomlinson eds. 1986) who 
found evidence of “acute isolation syndrome” among detainees that occurred after only a few 
days in isolation and included “problems of concentration, restlessness, failure of memory, 
sleeping problems and impaired sense of time an ability to follow the rhythm of day and night” 
(at 124). If the isolated confinement persisted—“a few weeks” or more—there was the 
possibility that detainees would develop “chronic isolation syndrome,” including intensified 
difficulties with memory and concentration, “inexplicable fatigue,” a “distinct emotional 
lability” that can include “fits of rage,” hallucinations, and the “extremely common” belief 
among isolated prisoners that “they have gone or are going mad” (at 125). See, also: Michael 
Bauer, Stefan Priebe, Bettina Haring & Kerstin Adamczak, Long-Term Mental Sequelae of 
Political Imprisonment in East Germany, 181 Journal of Nervous & Mental Disease 257-262 
(1993).  

118 For example, see: Howard Bidna, Effects of Increased Security on Prison Violence, 3 
Journal of Criminal Justice 33-46 (1975); K. Anthony Edwards, Some Characteristics of 
Prisoners Transferred from Prison to a State Mental Hospital, 6 Behavioral Sciences and the 
Law 131-137 (1988); Lindsay M. Hayes, National Study of Jail Suicides: Seven Years Later. 
Special Issue: Jail Suicide: A Comprehensive Approach to a Continuing National Problem, 60 
Psychiatric Quarterly 7 (1989); Elmer H. Johnson, Felon Self-Mutilation: Correlate of Stress 
in Prison. In Bruce L. Danto (Ed.) Jail House Blues. Michigan: Epic Publications (1973); Anne 
Jones, Self-Mutilation in Prison: A Comparison of Mutilators and Nonmutilators, 13 Criminal 
Justice and Behavior 286-296 (1986); Peter Kratcoski, The Implications of Research 
Explaining Prison Violence and Disruption, 52 Federal Probation 27-32 (1988); Ernest Otto 
Moore, A Prison Environment: Its Effect on Health Care Utilization, Dissertation Abstracts, 
Ann Arbor, Michigan (1980); Frank Porporino, Managing Violent Individuals in Correctional 
Settings, 1 Journal of Interpersonal Violence 213-237 (1986); and Pamela Steinke, Using 
Situational Factors to Predict Types of Prison Violence, 17 Journal of Offender Rehabilitation 
119-132 (1991). 
119 In 2004, 73 percent of the suicides within CDCR prisons occurred in segregated housing. 
Docket 1806 at 7.  In 2005, 37 percent of the suicides occurred in segregated housing and in 
2006, 44 percent of the suicides occurred in segregated housing.  Given the actual prison 
population that is housed in segregated units—less than 10,000 prisoners out of 165,000—the 
high number of suicides occurring among this small number of prisoners is quite staggering.  
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82. The use of extreme forms of solitary confinement in so-called “brainwashing” 

and methods of torture also underscores its painful, damaging potential. In fact, many of the 

negative effects of solitary confinement are analogous to the acute reactions suffered by torture 

and trauma victims, including post-traumatic stress disorder (“PTSD”) and the kind of 

psychiatric sequelae that plague victims of what are called “deprivation and constraint” 

torture.120  

83. The prevalence of psychological symptoms (that is, the extent to which prisoners 

who are placed in these units suffer from these and related symptoms) is very high. In my own 

study of a representative sample of prisoners in the Pelican Bay SHU, for example, every 

symptom of psychological distress that I measured but one (fainting spells) was suffered by 

more than half of the prisoners.121 Many of the symptoms were reported by two-thirds or more 

of the prisoners in this isolated housing unit, and some were suffered by nearly everyone. Well 

over half of the SHU prisoners reported a constellation of symptoms—headaches, trembling, 

sweaty palms, and heart palpitations—that is commonly associated with hypertension. I also 

found that almost all of the prisoners evaluated reported ruminations or intrusive thoughts, an 

                                                 
In CDCR’s own 2004 Suicide Report, they calculated the suicide rate for their administrative 
segregation population at 248 per 100,000.  Coleman Pls’ Trial Ex. 164 at 15.  
120 Solitary confinement is among the most frequently used psychological torture techniques.  
In D. Foster, Detention & Torture in South Africa: Psychological, Legal & Historical Studies. 
Cape Town: David Philip (1987), Psychologist Foster listed solitary confinement among the 
most common “psychological procedures” used to torture South African detainees (at 69), and 
concluded that “[g]iven the full context of dependency, helplessness and social isolation 
common to conditions of South African security law detention, there can be little doubt that 
solitary confinement under these circumstances should in itself be regarded as a form of 
torture” (at 136). See, also: Matthew Lippman, The Development and Drafting of the United 
Nations Convention Against Torture and Other Cruel, Inhuman or Degrading Treatment or 
Punishment, 27 Boston College International & Comparative Law Review 275- (1994); Tim 
Shallice, Solitary Confinement—A Torture Revived? New Scientist, November 28, 1974; F.E. 
Somnier & I.K. Genefke, Psychotherapy for Victims of Torture, 149 British Journal of 
Psychiatry 323-329 (1986); and Shuan R. Whittaker, Counseling Torture Victims, 16 The 
Counseling Psychologist 272-278 (1988). 

121 Craig Haney, Mental Health Issues in Long-Term Solitary and “Supermax” Confinement, 
supra note 7. 
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oversensitivity to external stimuli, irrational anger and irritability, difficulties with attention 

and often with memory, and a tendency to socially withdraw. Almost as many prisoners 

reported a constellation of symptoms indicative of mood or emotional disorders—concerns 

over emotional flatness or losing the ability to feel, swings in emotional responding, and 

feelings of depression or sadness that did not go away. Finally, sizable minorities of the 

prisoners reported symptoms that are typically only associated with more extreme forms of 

psychopathology— hallucinations, perceptual distortions, and thoughts of suicide. 

84. Unless a prison system steadfastly guards against it—and few overcrowded 

prison system are able to—certain categories of vulnerable prisoners are likely to be placed 

disproportionately in these units where, precisely because of their vulnerabilities, they are at 

greater risk of suffering serious harm. For example, one commentator has described the 

“vicious cycle” into which mentally ill and developmentally disabled122 prisoners can fall when 

they commit disciplinary violations and are placed in segregated housing. A lack of appropriate 

treatment and care in general population may worsen their condition, “[c]ausing hostile and 

aggressive behavior to the point that they break prison rules and end up in segregation units as 

management problems.” Because of highly stressful conditions in segregation and the fact that 

mental health care is usually sporadic and of uneven quality there, “this regression can go 

                                              
122 I have not focused specifically on developmentally disabled prisoners in this report. 
However, they, too, are especially vulnerable to the negative consequences of overcrowding, in 
part because of the deteriorating living conditions with which they must contend and the 
reduced number of options that they may have with which to adapt.  For example, as one 
observer put it, “A prisoner with mental retardation whose circumstances have placed him or 
her among brighter peers without support may well learn to survive through aggression.” Hall, 
J., Correctional Services for Prisoners with Mental Retardation: Challenge or Catastrophe? (pp. 
167-190). In Conley, R., Luckasson, R., & Bouthilet, G. (Eds.), The Criminal Justice System 
and Mental Retardation (pp. 167-190). Baltimore, MD: Brooks (1992), at p. 172. Other studies 
have confirmed this. For example: “[R]esearch evidence has suggested that the mentally 
retarded are slower to adjust to the prison routine, have more difficulty learning rules and 
regulations, and as a result, accumulate more rule infractions than the average prisoner.” Finn, 
M. (1993). Disciplinary “Careers” of Mentally Retarded Prisoners, 19 Journal of Offender 
Rehabilitation 57-73 (1993), at p. 60. Precisely because overcrowded prisons enforce more 
stringent and unyielding routines, increase prisoners’ frustration, and generate more potential 

(continued . . .) 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 59 of 267



 

-48- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

undetected for considerable periods of time before they again receive more closely monitored 

mental health care.” Unfortunately, this is a cycle that “can, and often does, repeat.”123 

85. Indeed, in my own research, I found a higher percentage of prisoners who suffer 

from serious forms of mental illness residing in isolated or segregated housing, as compared to 

their numbers in the general prison population. Other researchers have found the same kind of 

high prevalence rates. For example, a Canadian study estimated that approximately 29 percent 

of prisoners in special handling and long-term segregation units suffered from “severe mental 

disorders.”124 A more recent study conducted by a group of Washington state researchers also 

found that 29 percent of intensive management prisoners in the state’s correctional system 

manifested at least one pre-defined indication of serious mental disorder (such as multiple 

admissions to an acute care mental care facility, or having been in one of the prison system’s 

residential mental health units).125 California’s segregated housing units also contain a 

disproportionately high concentration of mentally prisoner/patients. Thus, in the CDCR, 

although mentally ill prisoners comprise less than 25 percent of the overall prison population, 

by August 2007, 46 percent of the prisoners housed in the administrative segregation units 

were on the mental health caseload.126 

86. Unfortunately, as I have already suggested, the overrepresentation of mentally ill 

prisoners in isolation units like ASUs and SHUs is potentially dangerous and damaging. All 

other things being equal, it also is a problem that is more likely to plague overcrowded prison 

systems than others. There are several reasons why this is so. For one, these systems typically 

                                                 
conflicts, developmentally disabled prisoners are more challenged to avoid rule infractions.  

123 Streeter, P., Incarceration of the Mentally Ill: Treatment or Warehousing? 77 Michigan Bar 
Journal 166 (1998), at p. 167. 

124 Hodgins, S., & Cote, G., The mental health of penitentiary prisoners in isolation, 33 
Canadian Journal of Criminology 177-182 (1991). 

125 Lovell, D., Cloyes, K., Allen, D., & Rhodes, L., Who lives in super-maximum custody? A 
Washington State study, 64 Federal Probation 33-38 (2000). 
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lack adequate treatment resources and programs to effectively monitor and manage mentally ill 

prisoners in the general population. The mental health of those prisoners is likely to worsen in 

the absence of appropriate treatment, and their problems are likely to become more serious 

before they are detected and addressed. In addition, the severe conditions of confinement that 

accompany overcrowding place special stressors on mentally ill prisoners that may worsen 

their conditions and lead to decompensation. Moreover, overcrowded prison systems are more 

likely to resort to punitive forms of social control than others, so that if and when mentally ill 

prisoners do violate prison rules in an overcrowded prison, those violations are more likely to 

occur in prisons that are more prone to punishment.  

87. Yet, as I have suggested, the placement of mentally ill prisoners in ASUs and 

SHUs places them at risk. It represents one of the critically important ways in which mentally 

ill prisoners can be damaged and harmed by overcrowded conditions of confinement—not just 

by the overcrowding to which they are directly exposed, but by the practices and reactions that 

the larger prison system has developed in response to the overall pressure and dysfunction that 

overcrowding brings about.  As I will discuss in greater detail below, during my site 

inspections of the administrative segregation units, staff reported and I observed inadequate 

treatment space, insufficient staffing resources, inadequate access to exercise and yard, lack of 

programming and poor access to higher levels of care when these prisoners decompensated in 

these harsh environments.   

6. Summary of Effects of Prison Overcrowding  

88. In summary, I know of no reputable prison expert who doubts that prison 

overcrowding—especially when it is chronic and severe—significantly impacts the broadest 

and most fundamental aspects of prison life in negative ways that have adverse consequences 

for prisoners. For all of the reasons I have outlined above, overcrowding certainly undermines 

                                                 
126 Coleman Pls.’ Trial Ex. 81. 
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the quality of medical and mental health care in prison.127 As a representative of the World 

Health Organization summarized it: “Overcrowding is an obvious cause or contributory factor 

to many of the health problems in prison, most notably communicable diseases and mental 

health, including the use of psychoactive substances.”128 Not surprisingly, correctional 

administrators and law enforcement officials also acknowledge the wide-ranging negative 

effects of overcrowding on incarcerated populations and penal institutions. For example, 

between 80-90% of a sample of county sheriffs in the United States perceived overcrowding to 

have resulted in increased acts of violence between prisoners, increased violence between 

prisoners and staff, and increased facility maintenance expenses, and nearly one half or more 

of the total surveyed reported that overcrowding increased medical and mental health problems 

among prisoners.129 

C. The CDCR Is A Chronically And Severely Overcrowded Prison System 

89. As someone who has studied the California prison system for more than 30 

years, I have been a witness to the growth of the prison population in the state to its current 

unprecedented and intolerable levels of overcrowding. I systematically evaluated prison 

conditions in the early 1980s, in what were then among the state’s largest prisons, as a very 

sizable influx of new prisoners began to enter the Department of Corrections. The problems 

that I and other experts identified in those early years were ones that a number of courts 

attempted to address through court orders limiting crowding-related practices such as double-

celling, and that other courts deferred intervening to solve because of assurances from the CDC 

                                              
127 For example, see Roy Walmsley, Prison Health Care and the Extent of Prison 
Overcrowding, 1 International Journal of Prisoner Health 9 (2005): “It is universally 
acknowledged that overcrowding in prisons has a negative impact on the provision of health 
care” (at 1). 

128 H. Nikogosian, Representative of WHO Regional Office for Europe and former Minister of 
Health for Armenia. In Prison Healthcare News No. 5, Summer, 2003. London: International 
Centre for Prison Studies, King’s College, London. 

129 P. Kindade, M. Leone, & S. Semond, The Consequences of Jail Crowding, 41 Crime & 
Delinquency 150-161 (1995). 
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that they were making progress in limiting population growth and ameliorating its adverse 

effects. But those levels of overcrowding and the problems they engendered—as serious, 

dangerous, and destructive as they were—pale in comparison to the depth and magnitude of 

the current crisis.  

1. Broad Reviews of the CDCR and Crowding 

90. Of course, I am not the only person who has examined the overcrowding crisis in 

the CDCR in recent years who has come to this same sobering conclusion. Indeed, virtually 

every expert and group of distinguished analysts with whom I am familiar has voiced a nearly 

identical opinion. 

91. Thus, the recent panel of distinguished experts convened by defendants, the 

CDCR’s Expert Panel on Adult Offender and Recidivism Reduction Programming, concluded 

that the first action that the State must take to address the crisis in the prisons and provide for 

meaningful rehabilitation is to “[r]educe overcrowding in its prison facilities and parole 

offices.”130  The Expert Panel further noted that for almost two decades, various other 

respected experts and expert panels—many convened by the State itself—have provided 

thoughtful recommendations for population reduction strategies for California prisons.131  I 

have reviewed many of these recommendations, including reports by the Little Hoover 

Commission, the Corrections Independent Review Panel, and the CDCR Expert Panel.  They 

have all concluded that the population crisis is beyond urgent.  For example, in a January 25, 

2007 cover letter to the Governor and Legislature accompanying its report titled “Solving 

California’s Corrections Crisis:  Time Is Running Out,” the Little Hoover Commission 

underscored this conclusion: 

“California’s prisons are out of space and running out of time.…  
The problem does not need further study.  The State knows what 
the answers are, thanks to nearly two decades of work.…  The bare 
facts have earned California’s Department of Corrections and 

                                              
130 Joint Pls.’ Trial Ex. 2 at viii. 
131 Joint Pls.’ Trial Ex. 2 at 77. 
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Rehabilitation an ignoble distinction for systemic failure.  Inmates 
have swelled prisons far past capacity.  With cells already full, new 
inmates camp out in hallways, gyms and classrooms.…  The ranks 
of correctional officers have not kept pace with the rising prison 
population.  The department has thousands of openings, resulting in 
huge overtime bills and mounting stress for correctional officers.…  
The status quo is not acceptable.…  The choices are stark.  The 
price of failure is unimaginable.”132 

92. The recommendations made by these experts to address the overcrowding crisis 

have often been similar in nature, and have commonly emphasized policy reforms that are 

aimed directly at significant population reductions. They include the establishment of a 

sentencing commission, parole reform, and implementation of alternatives to incarceration for 

parole violators.  The CDCR Expert Panel concluded, “We agree with the Little Hoover 

Commission (2007) in that California doesn’t need another report outlining correctional reform 

measures.  What California needs to do is implement some of the proposals that have already 

been presented to it.  Since 1990, there have been more than a dozen reports published that 

deal with the crisis in California’s adult prison system.  The major recommendations made in 

all of these reports are entirely consistent with the recommendations contained in our 

report.”133 

93. In addition, according to documents I have reviewed, in a Madrid-related 

hearing, the attorney representing the Governor personally stated that “it is [the Governor’s] 

belief that overcrowding affects virtually all of the issues that the Court is concerned about… 

[It] affects prisoners throughout the State…”134 

94. Indeed, the Overcrowding Proclamation issued by the Governor on October 4, 

2006 reflects many of these very same conclusions about the absolute centrality of prison 

overcrowding and its serious, pernicious consequences:  “[C]onditions of extreme peril to the 

safety of persons and property exist in [the CDCR prisons], due to severe overcrowding, 

                                              
132 Joint Pls.’ Trial Ex. 3. 
133 Joint Pls.’ Trial Ex. 2 at 77 (emphasis added). 

134 Joint Pls.’ Trial Ex. 41 at 33:23-34:2. 
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and…the magnitude of the circumstances exceeds the capabilities of the services, personnel, 

equipment, and facilities of any geographical area in this state.”135  The Coleman Special 

Master observed that “[o]ver the past 11-plus years, much has been achieved, and many of the 

achievements have succumbed to the inexorably rising tide of population, leaving behind 

growing frustration and despair.”136  .   

95. As I noted repeatedly above, prison overcrowding is a systemic problem that 

affects all aspects of prison life. Thus, although many of my comments have been directed 

primarily at the mental health care delivery system, and effects of overcrowding on the 

Coleman class members, there is every reason to believe that the severe and chronic conditions 

that plague CDCR negatively impact its medical care as well. In this regard, as the Plata 

Receiver’s Report on Overcrowding noted: “[T]he size, scope, pervasiveness and specifics of 

                                              
135 Joint Pls. Trial Ex. 1 (emphasis added): Overcrowding imperils the safety and well-being of 
correctional staff as well as prisoners. This was tragically illustrated in a sequence of events 
that culminated in the death of Correctional Officer Manuel Gonzalez at the California 
Institution for Men (CIM) on January 10, 2005. After an extensive investigation, the Office of 
the Inspector General (OIG) reached a number of damning conclusions, many of which were 
directly connected to the very serious overcrowding-related problems that plagued CIM and 
the CDCR when this attack occurred.  Joint Pls.’ Trial Ex. 45. The OIG’s findings included 
these facts: The prisoner who has been charged with this crime, was “inappropriately housed” 
(Id. at 4) in a general population unit instead of the administrative segregation unit that was 
warranted by his record, likely because of “the shortage of administrative segregation beds” at 
the reception center (Id. at 22); the prisoner remained at CIM for nearly 7 months, apparently 
because the CDCR lacked bed space at any appropriate facility to transfer him elsewhere; the 
prison system also failed for months to transfer the prisoner to a DMH facility that a 
psychologist who evaluated him at CIM recommended he go to, a recommendation based in 
part on the fact that the prisoner suffered from very serious mental health problems and, among 
other things, was acting “bizarre and confusing,” and claimed that “staff were out to kill him” 
(Id. at 17); and that, despite his severe mental illness, the prisoner was retained in a general 
population unit that had been locked down for the five weeks leading up to the killing, where 
conditions included “cell feeding, no recreational yard, escorted inmate movement, and a 
requirement that Black inmates be escorted separately from White and Hispanic inmates” (Id. 
at 30) in a housing facility that was “in such disrepair and tool controls so lax that inmates are 
able to easily obtain and hide materials for making weapons” (Id. at 4) and correctional officers 
“consistently failed to conduct required cells searches.” (Id. at 6). 
136 Joint Pls.’ Trial Ex. 35 at 16-17.   
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overcrowding in California’s prisons have special negative consequences” to the provision of 

medical services. 137  The Receiver also found that, beyond overcrowding itself, “CDCR’s 

efforts to manage the overcrowding problem” have created more and more “ugly beds,” and 

“exacerbate existing inadequacies in the health care delivery system, while threatening to cause 

still others.”138   

96. Of course, these deficiencies in providing proper care and treatment for mentally 

ill and medically ill prisoners can interact with and compound one another’s harmful 

consequences. Mentally ill prisoners who are receiving substandard care are likely to 

deteriorate psychologically and, as a result, be less likely to proactively pursue medical care 

and more likely to have their medical conditions worsen. They may require a higher level of 

medical care once their physical condition finally comes to the attention of medical staff. 

Mentally ill prisoners in a system that provides substandard medical care may find that their 

psychiatric conditions are aggravated by the anxiety and vulnerability they feel at having their 

physical health-related problems and concerns neglected. Medical prisoner/patients who 

receive poor quality care may find that their emotional health is placed in jeopardy by virtue of 

the same kinds of anxieties and sense of vulnerability—suffering a worsening medical 

condition and experiencing fear and frustration over their inability to receive proper treatment. 

They may seek (or, at least, be in increasing need of) mental health care as a result. Precisely 

because prison is run as a largely closed system, serious deficiencies in one part of the system 

can adversely affect many others.  

97. In any event, as these experts have concluded and I agree, the California prison 

system is in crisis and operating in a dysfunctional and dangerous manner. Whole 

institutions—including the mentally ill prisoners housed inside—are chronically locked down. 

Mentally ill prisoners are being housed in ASU and SHU cells virtually around the clock, and 

                                              
137 Joint Pls.’ Trial Ex. 26 at 8. 
138 Joint Pls.’ Trial Ex. 27 at 9-10. 
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are subjected to harsh treatment and severe deprivations that place them at greater risk of harm. 

California is suffering what appear to be escalating suicide rates and rates of recidivism in the 

state—rates that in any event are among the worst in the entire United States.  State prison 

suicide rates dropped sharply nationwide from 34 per 100,000 in 1980 to 14 per 100,000 in 

2002.139   However, despite specific orders of the Coleman court and the ongoing intervention 

of the Coleman Special Master, California’s prison suicide rate has not seen a similar drop; in 

fact, in 2006, despite focused attention on suicide prevention, there were 43 suicides in 

California’s prisons, a rate of 25.1 per 100,000.140  In 2007, defendants reported 35 

“uncontested” suicides and 7 overdose deaths, resulting in a suicide rate (only using the 35 

suicides) of 21.18.141  In 2008, there have already been 24 suicides reported by defendants 

between January 1, 2008 and August 5, 2008.142  Equally disturbing, the Special Master found 

that 72 percent of the completed suicides in 2006 “involved some measure of inadequate 

treatment or intervention and were, therefore, most probably foreseeable and/or 

preventable….”143  In addition, although most states do not report any prisoner homicides in a 

single year, CDCR is a clear exception.144  In 2006, for example, CDCR reported 14 

homicides.145  Although CDCR has not yet provided 2007 data, defendants have provided the 

Coleman Special Master and plaintiffs’ counsel with email notifications of at least 12 

                                              
139 Coleman Pls.’ Trial Ex. 82. 
140 Joint Pls.’ Trial Ex. 58. 
141 Coleman Pls’ Trial Ex. 83 (The rate was figured by using the June 30, 2007 CDCR website 
population listed as 165,196 and the 35 suicides notices by CDCR through email 
notifications.); Coleman Pls. Trial Ex. 84. 
142 Coleman Pls.’ Trial Ex. 85. 
143 Joint Pls.’ Trial Ex. 58 at 8.  
144 Coleman Pls.’ Trial Ex. 82. 
145 Coleman Pls.’ Trial Ex. 86 at 2. 
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homicides of MHSDS prisoners that occurred in 2007.146  However, even these disturbing 

numerical measures of systemic dysfunction are in some ways dwarfed by the day-to-day 

realities that exist inside CDCR facilities and the way in which they impact the lives and 

mental health of the Coleman class members. I turn to some of these issues in the paragraphs 

below. 

2. Personal Tours of Eight Severely Overcrowded California 
Prisons 

98. As I mentioned at the outset of this report, in order to gain a firsthand 

understanding of some of the consequences of overcrowding in the CDCR, I conducted tours 

and interviews in numerous housing units located in eight prisons where Coleman class 

members reside. I spent a full day at each of the eight prisons, and visited a representative 

sample of mainline housing units. During my tours I had open access to medical, custody and 

mental health staff, prisoners, medical and custody records, staffing and construction 

information, logs of delayed access to care and any additional information that I requested.  

Custody and clinical staff responded openly and honestly to my questions and no one tried to 

block me from reviewing any files or documents or from speaking with anyone in the prison.  

The housing units I visited included ones most affected by the severe overcrowding in CDCR 

(e.g., housing units that had been converted into makeshift dayroom and gymnasium 

dormitories), ones that contained specialized mental health and crisis beds, and segregated 

housing (including the SHUs at Valley State and CCI). I also spoke with prisoners in each of 

the housing units and interviewed a sample of prisoners at each facility selected from lists of 

CCCMS and EOP prisoners at the prison and from correspondence with Plaintiffs’ counsel.   

99. I should say at the outset of this section of my report that virtually every one of 

the overcrowding-related harmful conditions, negative consequences, and dysfunctional 

adaptations that I described in general terms earlier in this report—at least the ones that could 

be seen in the course of a prison tour—was in evidence at the eight prisons I visited. The nexus 

                                              
146 Coleman Pls.’ Trial Ex. 87. 
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between severe and chronic overcrowding as the primary cause of the continuing constitutional 

violations was clearly apparent and disturbing. Specifically: 

a. California Institution for Men (CIM) 

100. CIM is a large, sprawling, prison complex consisting of four separate facilities 

under the administration of one warden.  CIM serves as a Reception Center for parolees 

returning to custody and new commitments to the CDCR.  According to the CDCR population 

report as of midnight on October 31, 2007, CIM had a population of 6,315 and a design 

capacity of 3,033, for a population at 208 percent of capacity.147   

101. Administrative Segregation units (“Ad Seg” or “ASUs”) are located in Palm 

Hall, Cypress and sections of Birch. The EOP Reception Center prisoners are housed in 

various locations, including RC Central, RC East, and Ad Seg units.    

(i) CIM Overview  

102. On the day I toured CIM (October 29, 2007), Warden Poulous reported that the 

count was approximately 6,900 prisoners, well over 200 percent of its rated capacity of 3,160. I 

should note that the level of overcrowding has not significantly subsided since then. Thus, on 

July 30, 2008, CDCR’s website listed CIM’s population as 6,057 prisoners—still 203 percent 

of its rated capacity of 2,976.148  Ninety percent (90%) of the prisoners housed in the reception 

center were parole violators.  Prior to touring the facilities, Warden Poulous and some of his 

staff met with me and the other experts and attorneys on the tour. Dr. Norris, the Chief 

Psychologist, reported that the mental health count was approximately 1,400 CCCMS and 130 

EOP patients, which is 25 percent of the population. Among those caseload prisoners, Dr. 

Norris indicated that nearly 100 CCCMS/EOP patients were currently housed in their ASUs. 

He noted that until quite recently, the census of EOP patients in the ASUs was even higher, but 

they had recently transferred 15 to 20 EOPs out of their ASU to R.J. Donovan prison.   

                                              
147 Joint Pls.’ Trial Ex. 25 at 2.    
148 Joint Pls.’ Trial Ex. 59 at 2.    
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103. Because parole violators are “short timers,” many of them spend their entire 

terms at CIM.  The prison administrators with whom I spoke were very clear about the fact that 

the Department’s transfer policy was driven almost entirely by “space availability and custody 

level”—in other words, all other things being equal, prisoners typically were sent to whatever 

facility at the appropriate security level that had the bed space to receive them. 

104. The prison continues to experience backlogs in the flow of pertinent information 

needed to classify and house incoming prisoners. Thus, for example, although prisoners 

typically receive mental health and medical screening within a week of arriving at the prison, 

this is done without access to medical records, which may not arrive for another several weeks. 

This is consistent with medical record problems identified in the Special Master’s 18th 

Monitoring report, which noted a daily filing backlog of medical records of “three to four days’ 

worth although staff reported higher figures.”149 During the 21st round monitoring tour on May 

14-16, 2008, CIM staff reported that “[m]edical records continue to be a challenging area at 

CIM.  As the Plata and Perez cases increase, the demand for services, requests for medical 

records and filing demands also increase.  Along with these demands there has been little 

additional staffing, resources or space allocated for this critical area.”150 Although I was told 

that an initial mental health screening is done within one business day after arrival, and that the 

clinics were “pretty good at catching mental health problems,” I was also told that a “data 

glitch” in the mental health tracking system makes it difficult for the mental health staff to get 

access to an incoming prisoner’s records.  The mental health tracking system, used to schedule 

and track treatment and follow up, was frequently dysfunctional and lost track of patients in 

reception each time they were transferred between the various Units at CIM during the 

Reception process.  In fact, during the 21st round tour, staff reported, “[a] representative from 

                                              
149 Joint Pls.’ Trial Ex. 36 at 237. 
150 Coleman Pls.’ Trial Ex. 88 at 21.    
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the Plata information technology division visited the institution in January, reviewed the 

system and stated that it was dysfunctional and beyond repair.”151 

(ii) EOP Reception Center Program.   

105. During my tour of the EOP reception center program, the Supervising Clinical 

Social Worker, in charge of pre-release planning for the EOP reception center prisoners, 

reported that the majority of the EOP RC prisoners will serve their entire term in the reception 

center at CIM. This is consistent with problems the Special Master identified in his 18th 

Monitoring report, including that it was taking CIM an average of 86 days to transfer EOP 

prisoners out of the reception center and that “[t]ransfer impediments included transportation 

difficulties and bed unavailability and population caps at receiving institutions.” 152 In both the 

19th and the draft 20th Report, the Special Master noted CIM’s continued difficulty transferring 

EOP prisoners out of the reception center to EOP treatment programs.153  These problems are 

especially problematic in light of CIM’s staffing shortages for the EOP RC program. During 

the 20th round of monitoring, for instance, CIM identified the need for additional 

administrative staffing in order to meet the increased workloads that come with the reception 

center EOP program. As noted by CIM, the EOP reception center program and other increased 

workload requirements have added “over 800 more tracking forms that must be entered 

weekly, additional reports and other duties for a staff that has increased by almost 25%. In 

addition, scheduling demands have increased along with the services. No additional clerical 

positions were added as part of the RC EOP expansion.”154  Although the Special Master found 

that some elements of the EOP RC program were implemented at CIM during the 20th round 

review, he noted a number of obstacles including staffing vacancies, information technology 

                                              
151 Coleman Plts’ Trial Ex. 88 at Problem 13.   
152 Joint Pls.’ Trial Ex. 36 at 233-234. 
153 Joint Pls.’ Trial Ex. 69 at 94-95; Joint Pls.’ Trial Ex. 57 at 264.   
154 Coleman Pls.’ Trial Ex. 41 at 32.  
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shortcomings and workspace deficits.155    Finally, lockdowns impacted programming 

throughout the reception center during the 20th round monitoring.156     

(iii) Inadequate Space, Suicidal Transfer Delay 
and Lack of Medical Records.   

106. At CIM-East, a staff psychiatrist who sees about 25-30 prisoners a day—all of 

whom are on psychotropic medications—told me that when the CIM MHCB, located in a 

different part of the prison, to which he typically admits patients is full, they are transferred to  

“temporary” and “overflow” housing.  This happened as recently as ten days ago.  He also told 

me that although he has the patient’s records most of the time, “sometimes I don’t,” and when 

this happens he is forced to make treatment decisions without them.  Moreover, he often 

experiences a delay in getting suicidal patients transferred—“either the custody staff is tied up 

or, now that we take them in an ambulance, the ambulance is otherwise occupied and they have 

to wait.”   While the patients wait for transfer to the CTC or the overflow unit, they are kept in 

five small holding tanks---cages---in a room in the administrative building.  There were five 

single man “dry” cages (no toilet or sink) and two were occupied.   The psychiatrist told me 

that suicidal prisoners are placed there about four to five times a day and custody officers 

confirmed that the cages are used for suicidal patients.   

(iv) Use of Dangerous Overflow Units for 
MHCBs.   

107. Later in the day I visited the “temporary” and “overflow” beds in Del Norte that 

are used when the MHCB is full.   The 10-bed unit is called the TBH (Temporary Bed 

Housing).  The TBH unit that is regularly used in Del Norte was under construction and closed. 

I was shown another 5-bed unit on the other side of the dayroom, which I was told was 

identical to the old “temporary” overflow unit. These “temporary” beds for housing suicidal 

prisoners had bunk beds, stools under the sink and large, mesh ventilation screens, all of which 

                                              
155 Joint Pls.’ Trial Ex. 57 at 265-66. 
156 Id at 267. 
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could be easily used to attach a ligature for hanging.  I asked staff if the construction on the 

older “temporary” overflow beds was going to include suicide-proofing the cells (removing the 

bunks, replacing the large mesh ventilation screens, removing the stools), but I was told “no.”   

108. The Special Master has also identified serious problems with CIM’s MHCB 

units, including overcrowding in the unit (the “average daily census [in the MHCB] increased 

from 31 to 34.6, or 16 above licensed capacity”) and staffing shortages: “MHCB staffing was 

allocated for 18 beds, while the unit served 36 prisoners within several different areas, 

including overflow areas on East yard and Cypress, and sometimes an area of the CTC. The 18 

unlicensed beds plus the overflow beds were covered by diverting other staff.”157  In the 19th 

Report, the Special Master noted that overflow MHCB areas were operational in two of the 

reception center units, in Del Norte and in Birch Hall, with 106 admissions to the Del Norte 

overflow MHCBs in March 2007 alone.158  This overflow unit in Del Norte was “inadequate 

for potentially suicidal or agitated inmates … The cells had large-grate vents, unsafe beds and 

blind spots.” 159  Similar problems were noted in the Draft 20th Report; CIM clinicians admitted 

384 patients to the two overflow MHCB areas during the monitoring period.160  Despite the 

frequent use of this overflow unit, no physical plant modifications were made to the unsafe 

overflow cells located in the Del Norte MHCB overflow unit. 161    

(v) Lack of Office and Treatment Space.   

109. At the time I visited the facility, CIM had recently hired a number of new 

clinicians, and there had been a large influx of new psychologists. However, many of them 

now did not have offices. In addition, social workers also shared offices, and I was told that 

                                              
157 Joint Pls.’ Trial Ex. 36 at 233-234. 
158 Joint Pls.’ Trial Ex. 69 at 95. 
159 Id at 96. 
160 Joint Pls.’ Trial Ex. 57 at 263.   
161 Id. 
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psych techs have no offices at all. The counseling or therapy groups were being held in “card 

rooms” adjacent to the day rooms.  In fact, I was told that one of the key problems with the 

groups themselves was what one staff member termed “scheduling gymnastics”—the fact that 

“we don’t have enough escorts to bring people to groups.” The Special Master noted much the 

same thing. Thus, he observed that although mental health staffing had been increased due to 

caseload demands in administrative segregation, “[o]ffice space problems were exacerbated by 

the additional staff, and ten clinicians shared two small offices during the monitoring 

period.”162  During the May 2008 21st round monitoring tour, staff reported that “[t]his 

institution has been operating at or above 200% of capacity for some time.  This is particularly 

evident in the limited mental health clinical space available.  Most offices are shared and in 

some cases as many as four clinicians share a single small office.  Increases in medical and 

dental staffs have created a situation where we often are competing for the same space.”163  The 

Receiver’s Eight Quarterly Report, filed June 7, 2008, describes the master plan developed for 

CIM, which will include renovations and additions to existing buildings for more clinical 

space.164  The Master Plan for CIM has not been implemented, and in fact, the Receiver states 

that the cost and timeframe for the Master Plan is not yet known, “but will be provided in the 

Receiver’s next quarterly report to the Court.”165 The Receiver’s next quarterly report should 

be provided to the court in mid September 2008, since his Eighth Report was filed on June 17, 

2008.  

(vi) Overcrowded Housing Units with Idle 
Prisoners.  

110. Many of the housing units that have been devised at CIM to accommodate the 

severe overcrowding that plagues the facility are shocking to see. For example, the units I saw 

                                              
162 Id at 266.   
163 Coleman Pls.’ Trial Ex. 88.   
164 Joint Pls.’ Trial Ex. 56. 
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at CIM where bunks have been installed in the dayrooms are very troubling—in terms of the 

inadequate space afforded the prisoners, the degrading and degraded nature of a number of the 

housing units themselves, and the way that the prisoners are “enclosed” inside the dayrooms of 

some of them. In fact, the dayroom dormitories in the Colusa unit are unlike anything I have 

seen in any other prison system I have visited. The makeshift dayroom dormitory holds some 

38 beds and houses CCCMS and EOP prisoners together.  However, the dayroom itself is 

actually fenced in, giving the very distinct impression that the entire dormitory is in a large 

cage—a caged-in dormitory within a prison housing unit.  During the tour, we were told that 

the unit was caged because of a riot that occurred several years ago at CIM that resulted in 

injuries to staff and prisoners. The unit, which is a general population unit within the reception 

center, felt very much like an administrative segregation unit.   

111. The bunks are also arranged very close together, and there was a dank feel and 

odor to the unit.  There were only four toilets for the 38 men in the dormitory, and they were 

largely out in the open, affording no privacy.  The prisoners had draped a sheet around the 

sides of one of the toilets so that they could sit on it partially shielded from the others.  

Although there was a dispute about how much yard time the prisoners got—a correctional 

officer said about 10 hours a week, while a number of prisoners indicated that they only went 

to yard every four to five days for an hour or two —there was no question that these prisoners 

did not have jobs, and were not being afforded educational or vocational training of any kind. 

They got out of their caged dormitory for yard, showers, and chow, but nothing else on a 

regular basis. Indeed, at approximately 11 a.m., when I visited the dormitory, I counted nearly 

half the prisoners lying or sitting idly on their bunks, engaged in no meaningful activity at all.  

112. CIM also houses prisoners inside two large, makeshift gym dormitories.  I toured 

both of these units, each of which houses approximately 200 prisoners. The living conditions 

are degraded and degrading. All of the prisoners sleep on double bunk beds, arranged in tight 

                                                 
165 Id. 
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rows. None of the prisoners are provided with lockers, so they store all of their possessions in 

paper grocery bags. The prisoners housed in these dormitories have little or no privacy, and 

virtually nothing to do. Just as with the prisoners in the dayroom dormitories, they are confined 

in open areas that allow them to do little more than exist. In the gym dorms, obviously, there 

are many more men living this way. The officer in charge of one of the gym dorm housing 

units on the day I was there told me that that “program” in the dormitory consisted of “laundry 

exchange, chow, and showers; when I say ‘open the dayroom,’ I just mean ‘turn on the TV.”  

113. The housing units themselves are extraordinary, difficult to adequately capture in 

words. The bunks are laid out in an area that is cavernous —the size of a full gymnasium—so 

the double bunks are stretched out as far as the eye can see. I think it is fair to say that the 

safety and security of the prisoners in these units is entrusted in large part to the prisoners 

themselves. Because of the physical layout of the housing units, effective monitoring and 

surveillance by correctional officers is a virtual impossibility.  There are three officers assigned 

to the unit, plus a gunner.   

114. One of the gym dorms I toured had ten toilets and seven showers, all arranged in 

the open, in full view of one another.  Thus, here, too, there is no privacy afforded to prisoners. 

When a counselor or case manager comes to this particular gym dorm to see a prisoner, the 

meeting takes place inside an office with large glass windows that adjoins and looks out on the 

shower and toilet area, and also is in plain view of it. The gym dorm housed a small number of 

EOP prisoners and a significant number of CCCMS prisoners.  

115. The other gym dorm unit I visited also housed a small number of EOPs and a 

significantly larger number of CCCMS prisoners. It was in a state of significant disrepair. The 

officers indicated that they make an attempt to remove EOP prisoners when and if they 

discover that they have been placed in this unit. When we toured this particular dorm, all of the 

prisoners had been temporarily moved outside because an “incident” had occurred and the unit 

was being searched. The shower and toilet areas were filthy and slippery, with water collected 

on the floor, and broken pieces of tile. The walls were dirty, and the doors and windows were 

rusted in places.  
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116. As I suggested above, both of the dormitories appeared to be extremely 

dangerous places in which to live and work. There were blind spots throughout, and even the 

dorm officer who sits or stands on a raised officer’s station peering out over the bunks cannot 

see what is taking place just a few yards away, let alone at the far corner of the gymnasium. In 

the case of the second gym dorm I toured, the windows on the ceiling had been painted some 

time ago—a remnant of the days when the gym was once used to show movies. Now that it 

had been converted to a housing unit, however, no one had bothered to remove the paint, so 

there was barely any natural light coming into the gym from above. In addition, three of the ten 

overhead lights were out—the officer told me that they had been for some time—so the 

housing unit was very dimly lit. 

(vii) Co-mingling of EOP Prisoners with Other 
Populations.  

 
117. Despite these cramped and claustrophobic conditions and severe restrictions, I 

was told that there are a number of EOP prisoners housed in these crowded units throughout 

CIM. The mixing of EOP prisoners with general population and CCCMS prisoners in the same 

housing units, either in dorms or cells, was of serious concern. As I pointed out in my earlier 

discussion of the general consequences of overcrowding, prison staff in prisons like CIM—

operating at over 200% of capacity—have little wiggle-room in making decisions about where 

to house prisoners. Thus, custody staff at CIM are often forced to place vulnerable prisoners in 

settings that are dangerous and inappropriate. I was told that EOP prisoners were afforded the 

opportunity to attend “groups” that were held in the offices that were adjacent to the 

dormitories, in plain view of the other prisoners. This turned out to be a common problem in 

the CDCR—EOP and CCCMS prisoners being housed in units where their “treatment” was 

arranged in plain view of general population prisoners—although no one in CDCR seemed 

particularly concerned about it. In any event, on the day I visited CIM, the particular groups 

that were being run in the unit I saw were devoted to “leisure skill development”—the 

prisoners came out to play checkers and other board games for an hour.  
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(viii) Delays Transferring EOP Prisoners Out of 
Administrative Segregation.  

118. I have reviewed the monitoring documents provided to plaintiffs’ counsel during 

the 20th Round Monitoring tour of CIM, which occurred on October 10-12, 2007, a few weeks 

before my visit. In the Corrective Action Plan prepared by the institution to address access to 

appropriate care in the administrative segregation units, the monitors and institution found:  

“The mental health population in ASU continues to be high with an average ASU population 

of 113, the same as reported the last audit period.  In addition, the EOP population in ASU 

remains high with an average of 30 – up 10% from last site visit.  Access to EOP hub beds 

continues to be the main reason for delay, driving up this census.  During past site visits the 

monitors reviewed performance audits and determined that due to physical limitations unique 

to the facility, the optimal number of mentally ill prisoners that CIM could effectively house 

and treat was 62. The accuracy of this capacity estimate appears to be confirmed by this past 

monitoring period’s statistics.”166  The total administrative segregation population for CIM, in 

June 2007, was 356.167  In fact, during my tour of the prison, there were at least 100 mentally 

ill prisoners housed in the administrative segregation units at CIM. Furthermore, during the 

tour, staff reported that the prison continues to experience on-going delays in transferring EOP 

prisoners who are confined to Ad Seg units to EOP Hubs where they will receive EOP level of 

care within thirty (30) days, as mandated by the Coleman Program Guide.168  In the monitoring 

documents that I have reviewed that were provided to plaintiffs’ counsel during the 21st round 

monitoring tour of CIM, held on May 14-16, 2008, the prison staff reported that the “mental 

health population in ASU continues to be high with an average ASU population of 120, up 

                                              
166 Coleman Pls.’ Trial Ex. 41 at 7. 
167 Coleman Pls.’ Trial Ex. 38.  
168 Joint Pls.’ Trial Ex. 9 at 12-1-13. 
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from the last audit period.  In addition, the EOP population in ASU remains high with an 

average of 35 also up from the last visit.”169   

(ix) Administrative Segregation Units.   

119. I also toured the administrative segregation unit in Palm Hall and Cypress Hall.  

There were approximately 100 prisoners on the mental health caseload housed in the 

administrative segregation units, both EOPs and CCCMS.  After touring these units, which are 

dark, noisy and include a section referred to as “deep seg”— three or four cells recessed into a 

dark space with another set of door coverings—I agree with the institution and the Coleman 

monitors that providing appropriate mental health care in these units to the large numbers of 

mentally ill prisoners currently housed in these units is impossible. In the draft 20th Report, the 

Special Master discussed some of the obstacles to care that were observed in the ASUs at CIM. 

They included office space deficits, non-compliance with suicide prevention policies, custody 

practices that resulted in non-confidential clinical contacts, excessive waiting times in holding 

cells prior to and after clinical contacts, and the failure to provide minimum Title 15 required 

outdoor yard time.170   

120. As part of the CDCR’s Suicide Prevention plan filed with the court and required 

to be implemented system-wide, prisons are obligated to provide 30-minute welfare checks on 

all prisoners housed in their administrative segregation units during the first three weeks of 

their stay.171  In the 20th Monitoring Round documents provided to the Coleman monitors and 

plaintiffs’ counsel, CIM custody staff acknowledged their inability to provide 30 minute 

welfare checks because of insufficient custody staffing resources.172  In fact, CIM 

acknowledges that “Walking time to complete Ad Seg and Ad Seg overflow wellness checks is 

                                              
169 Coleman Pls’ Trial Ex. 88 at 5. 
170 Joint Pls.’ Trial Ex. 57 at 266. 
171 Coleman Pls.’ Trial Ex. 45. 
172 Coleman Pls.’ Trial Ex. 43.   
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54 minutes…Acknowledging this is inadequate time lines it must be stated it is the best we can 

do without additional resources…Additionally when the renovation begins late ‘07 in Cypress 

and the Ad Seg prisoners are moved to Birch Hall walking time will be increased by 15-20 

minutes.”173    This non-compliance was confirmed by the Special Master in the Draft 20th 

Report:  “CIM was noncompliant with pre-placement screenings and the 30-minute welfare 

checks in administrative segregation.”174   

121. One of the officers in the Ad Seg unit showed us additional walk-alone yards 

under construction outside the unit.  The officer referred to these yards as “dog runs.”  He 

reported to us that currently the men in the Ad Seg units are provided with approximately 3 to 

4 hours of yard per week, but that would be increased once the new yards were completed.  

The men that we spoke to on the tiers and in interviews told us that they currently receive 

much less yard time than the officer reported to us.  One said that he understood that he did not 

get yard “because he was EOP.”  Another, Prisoner II said he was afraid to leave his cell for 

any reason. I reviewed portions of Prisoner II’s unit health record. It indicated that he had 

originally been placed in administrative segregation for safety concerns and because 

“appropriate housing is currently unavailable at this facility.”175  He had several crisis bed 

admissions in 2007 because of psychotic symptoms, including an admission on November 7-

13, 2007, after I saw him during my site visit.  In fact, he never transferred to a mainline EOP 

program, but rather paroled out of CIM on January 25, 2008.  Three days after paroling out, he 

was rearrested by the Upland Police Department because he reported feeling suicidal, and was 

placed in the Mental Health ward of the Arrowhead Regional Hospital on a Welfare and 

Institutions Code Section 5150 hold.  His records indicate that he was released on February 5, 

2008, but was admitted to the Royale Health Care Center psychiatric unit the next day for 

                                              
173. Coleman Pls.’ Trial Ex. 43. 
174 Joint Pls.’ Trial Ex. 57. 
175 Coleman Pls.’ Trial Ex. 89. 
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additional mental health care, and was released again on February 7, 2008.  His parole was 

revoked a few days later for a technical violation (that was apparently related to his mental 

illness) for “failing to report” and he was returned to CIM reception center on February 11, 

2008, where he was admitted to the crisis unit for 10 days.  On April 2, 2008 (the date of the 

last record that I have reviewed) he was expressing concern for parole because “I don’t want to 

be left at the bus stop again.”  

122. Mental health clinicians, who had recently begun implementation of the EOP 

Reception Center groups in cages set up in Cypress, confirmed that there was a very high 

refusal rate for the caged groups and that they would try to visit these men cell-front.  In order 

to enter the Ad Seg tier, however, everyone is required to wear not only a protective vest but 

also a plastic face mask. 

123. Based upon my tour of the Ad Seg units, and discussions with clinical and 

custody staff and prisoners housed in these units, it is my opinion that these housing units are 

dangerous places to house prisoners with serious mental health concerns.   I agree with Dr. 

Jordan, the Senior Psychologist Supervisor, who attended a meeting of the Suicide Prevention 

Committee at CIM on May 10, 2007 and reportedly: “expressed concerns about the possibility 

of another suicide occurring in administrative segregation due to the number of inmates, their 

acuity level, and the lack of clerical support, offices, and the limited escort availability.”176  

One suicide occurred in Palm Hall, one of the Ad Seg units in August 2006.177  More recently, 

a suicide occurred in the administrative segregation unit at CIM on March 30, 2008.178      

124. Of course, I am aware that approximately 9 months have passed since I toured 

CIM and interviewed staff and prisoners there. One of the overall conclusions that I have 

reached in the course of my analysis of the magnitude and centrality of the overcrowding 

                                              
176 Coleman Pls.’ Trial Ex. 42. 
177 Coleman Pls.’ Trial Ex. 18. 
178 Coleman Pls.’ Trial Ex. 85. 
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problem that plagues the CDCR is that it cannot and will not be remedied by implementing a 

series of piecemeal solutions that ignore the essence of the problem itself—the fact that the 

CDCR houses significantly more prisoners than it can provide constitutionally adequate mental 

health care for.  In addition to the sheer magnitude of the problem, CDCR’s track record in 

attempting to remedy the effects of the overcrowding crisis is entirely consistent with the 

judgment I have reached.  However, to underscore that fact, I believe it is instructive to note 

the lack of progress that has been made by CDCR in solving the profound, pervasive, and well-

documented problems that described above at CIM, as reflected in the institution’s own 

“Corrective Action Plan’ (dated May 14-16, 2008). Aside from citing in passing to more recent 

reports (such as the Special Master’s draft 20th Report) with respect to the other institutions 

that I have visited, I will not repeat this exercise of separately citing at length to the Corrective 

Action Plans. But, like CIM’s, they vividly underscore the endemic and intractable nature of 

the overcrowding problems CDCR confronts. 

125. CIM’s Corrective Action Plan,” dated May 14-16, 2008, conceded that there 

were a number of continuing overcrowding-related problems that continued to plague the 

institution. Potential solutions for many of these problems were significantly hampered by 

inadequate staffing (i.e., too few correctional personnel for the numbers of prisoners whose 

mental health needs had to be addressed). Thus, in response to the fact that “[i]nmates on the 

psychiatric ward of the hospital, at the time of the August monitoring visit, were locked in their 

cells most of the time and received little programming,” CIM sought to increase the number of 

group therapy sessions available. However, CIM acknowledged that this effort was impeded by 

what officials admitted was a “lack of adequate numbers of custody personnel to insure safety 

and security needs related to inmate movement required for group therapy.”179 Even with 

augmentation of their clinical staff within the MHCB, CIM reported that "obstacles to full 

utilization for this increased clinical staffing are: insufficient clinical programming space for 

                                              
179  Coleman Pls.’ Trial Ex. 88, at 1. 
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group and recreational therapy activities, insufficient office/one to one clinical interview space, 

insufficient custody escort staff, and inadequate allocation of counselors to cover the treatment 

teams.180 

126. CIM’s Corrective Action Plan acknowledged an increase in the overall EOP 

population at the institution, growing from about 145 for the first four months of this period 

then rising gradually up to “around 180 currently”181, and a corresponding increase in the use 

of Transitional Bed Housing, “with 28 inmates overflowed in March and 47 for the first 28 

days in April.”182  CIM acknowledged another continuing, overcrowding-related problem—the 

fact that “[w]eekly clinical contacts continued to be held at cell-front due both to shortages in 

custody staffing and lack of program space.”183 In fact, officials at the facility admitted that 

attempts to resolve this particular problem were impeded by these three additional 

overcrowding-related issues: “Lack of custody staff allocated to Administrative Segregation to 

provide inmate movement and security necessary to meet program guideline mandates”; “Lack 

of clinical staff allowed to Administrative Segregation to provide clinical contacts necessary to 

meet Program Guides”; and “Lack of clinical office space”.184   

127. Indeed, throughout the entire CIM May, 2008 Corrective Action Plan, 

correctional officials identified a daunting number of continuing, serious problems that, in 

various ways, are directly connected to the serious overcrowding that continues to plague CIM, 

and the CDCR in general. That is, CIM officials are continuing to operate a prison that, in a 

number of fundamental ways, lacks the capacity to manage and respond to the extraordinary 

number of prisoners it contains, perhaps especially those prisoners who are mentally ill. The 

                                              
180 Id  at COL0023890.  
181 Id. at 2. 
182 Id. 
183 Id.at 3.  
184 Id. 
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additional overcrowding-related problems included but were not limited to: a Mental Health 

Tracking System that is “inadequate to perform [the] task” of tracking and properly accounting 

for prisoners, and the use of an “ASU environment [that] is difficult for mental health 

inmates,” so that “they quickly decompensate when returned from the MHCB, only to return to 

the MHCB after a few days or a week.” This problem is said to have contributed to “many 

severely acute cases and unfortunate patient outcomes”185  

128.  Indeed, the ASU environment at CIM is one where the “mental health 

population… continues to be high” and the EOP population is increasing. Despite these 

increases, the prison staff admitted that EOP prisoners have “[i]nadequate access to EOP hub 

beds” because EOP Hub facilities continue to operate “at capacity which makes it difficult to 

transfer these inmate/patients to the facilities designed to provide adequate treatment.”186The 

reason? Again, overcrowding-related problems: “[D]ue to physical limitations unique to the 

facility, the optimal number of mentally ill inmates at CIM could effectively house and treat in 

ASU was 62 which puts our current census at over 200% of capacity” 187  Similarly, CIM staff 

reported that the DMH referral times increased during this monitoring period “from 9 to 25 

total days” and “[w]aiting lists prioritized by acuity wave [sic] been an ongoing reality with 

CMF acute referrals, SVPP ICF referrals and recently, also for ASH ICF.”188   

129.  Further, during the 21st round monitoring period, in the reception center the 

“average length of stay for inmates at the EOP level of care was 106 days” and “[a]s a result of 

transfer delays and short parole sentences many EOP inmates parole from CIM.”189  The ASU, 

where RC EOP prisoners are housed “does not have the space and resources needed to meet 

                                              
185 Coleman Pls.’ Trial Ex. 88 at 4 (emphasis added). 
186 Id at 5.  
187 Id. 
188 Id at 38-39.  
189 Id at 11. 
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compliance in this [EOP group treatment hours] area.”190 Moreover, despite these prolonged 

stays in reception, 3CMS prisoners “received no treatment other than medication management 

and crisis intervention,” were “not assigned case managers and no treatment plans were 

prepared for these inmates”191    Here, too, the reasons were directly related to the fact that 

CIM houses more prisoners than it has staff and space to accommodate. Thus, officials 

acknowledged that three things were preventing them from solving these serious problems: 

“Insufficient staffing for EOP treatment in Reception Center” and “Physical plant limitations 

and need for adequate custody staff.”192  Further: “CIM is not staffed to provide complete 

CCCMS services for mental health inmates upon arrival, transfer or discharge” and is plagued 

by “[p]hysical plant restrictions (lack of adequate office space and group room facilities) and 

lack of custody staff to assist with inmate movement and security.”193  

130.  Another major area of concern was the “significant backlog of unfiled materials” 

making prisoners’ medical files “relatively useless to clinicians seeing inmates,” in part 

because the “case manager and psychiatric notes were lost or filed late or in a disorganized 

fashion” or were “often difficult to read.”194 Not surprisingly, the major obstacle to solving this 

problem was the dearth of “[m]edical records staffing resources.” 195   During the March 2008 

monitoring tour, staff continued to describe medical records as a “challenging area at CIM.”196   

131. Beyond the lack of key badly needed mental health staff, CIM continues to lack 

appropriate treatment space. Thus, for example, fewer than half (42%) of clinical visits in ASU 

                                              
190 Coleman Pls.’ Trial Ex. 88, at 13. 
191 Id, at 7, 10. 
192 Id at 8. 
193 Id. at 10. 
194 Id. at 20. 
195 Id. at 21. 
196 Id.. 
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were “held in a confidential setting.”197  Not only was there little adequate treatment space, but 

even once prisoners had been seen by clinical staff, “there was a problem with timely follow-

up for inmates in reception,” attributed to “[p]sychiatric staff vacancies” and “[o]ffice 

technician vacancies.” 198 

132. CIM staff noted that the “increase in admissions [to the MHCB] appears to be 

coinciding with an increase in the overall EOP population at CIM, growing from about 145 for 

the first four months of this period then rising gradually up to around 180 currently.”199  As a 

result of the increased admissions, the prison was forced to use its overflow MHCB beds, with 

“28 inmates overflowed in March and 47 for the first 28 days in April.”200  Some of the MHCB 

beds were unavailable because they were used by “inmate/patients awaiting DMH LOC.”  201  

The problem of “repeated admissions in the MHCB” by individual prisoners was similarly 

attributed to “[l]imited staff” available “to process and expedite transfers,” a “[l]ack of bed 

availability for EOP and DMH placement,” and the “[l]ack of adequate number of clinical staff 

allocated to provide follow up services in the Reception Center.”202  

133. As I say, the persistence of these profound, pervasive, and well-documented 

problems suggests to me that they can only be adequately solved by implementing a set of new 

and decisive policies that go to the heart of the phenomenon that virtually everyone agrees is 

causing them—overcrowding itself. 

                                              
197 Coleman Pls.’ Trial Ex. 88 at 5. 
198 Id. at 39-40. 
199 Id. at 2. 
200 Id. 
201 Id. 
202 Id. at 33. 
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b. Valley State Prison for Women (VSPW) 

(i) VSPW Overview 

134. Valley State Prison for Women is one of three CDCR prisons housing women in 

the state. VSPW has a reception center, mainline, SHU and Ad Seg units, and an OHU. It does 

not have a licensed CTC, but rather has an unlicensed infirmary (OHU). CCCMS prisoners are 

mixed throughout the reception center and on other yards.  VSPW has no regular EOP 

program, but has an Ad Seg EOP Hub. The Special Master Reported in the 18th Monitoring 

Report that in January 2007, 26 percent of VSPW’s prisoners were participants in MHSDS, 

with 1,004 MHSDS participants and 3,806 total prisoners.203  These numbers have increased. 

Thus, according to the most recent data provided by defendants, VSPW had 1143 participants 

in the MHSDS on June 20, 2008, including 1129 3CMS (151 percent of their 3CMS capacity) 

and 14 EOPs (156 percent of their EOP capacity).204  

135. When I visited Valley State Prison for Women (on October 30, 2007), it housed 

3,810 women in a facility designed for approximately 2,000. On the CDCR website, VSPW’s 

population was listed as 4,022 women as of July 30, 2008, which was 203.7 percent of its 

design capacity of 1,980.205 Although some of the VSPW staff talked proudly about their 

compliance with the requirements of Coleman, my observations of the prison and 

conversations with staff and prisoners revealed much at the prison to be concerned about. 

There are many problems there that stem from the severe overcrowding and the corresponding 

lack of treatment space that characterizes the facility. Among other things, their medical and 

mental health treatment areas are cramped and inadequate. I was told that they have had as 

many as 90 prisoners in the waiting room area which, as the Chief Medical Officer noted, is a 

                                              
203 Joint Pls.’ Trial Ex. 36 at 297. 
204 Coleman Pls.’ Trial Ex. 57. 
205 Joint Pls.’ Trial Ex. 59. 
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direct result of overcrowding at the prison. She also noted that the prison lacked appropriate 

long-term treatment options for women with very serious mental health problems.   

(ii) Treatment and Office Space and Staffing 

136. During my visit, I was told by the Acting Chief of Mental Health that VSPW 

recently has been able to hire significant numbers of new mental health staff due to salary 

increases, but that the institution does not have the office and treatment space to appropriately 

accommodate these new employees. Months after my tour, this problem continues to plague 

the institution. Thus, on April 21-23, 2008, nearly six months after my visit, the prison staff 

stated that “[t]he primary challenge facing the mental health as well as the entire healthcare 

department remains the severe lack of space.  Dental, Mental Health and Medical must 

compete for space in areas that were never intended to house and treat the current inmate-

patient population.”206  Despite having requested “immediate relief for the lack of space at 

VSPW,” the prison reported “[n]o progress has been made with this to date.”207  This general 

problem applied more specifically to the Reception Center, where “[t]here are ongoing and 

serious problems related to office space for treatment/evaluation.”208  

137. During my tour I routinely heard from staff that space is the “number one 

challenge” at VSPW. One senior clinician told me that they were “crawling all over each 

other”—and documents drafted by the institution for the Coleman monitoring team that I 

reviewed confirmed these comments. All clinical staff members were sharing offices, 

including some senior staff members who had tripled up on offices. The institution was so 

short of treatment space that I was told storage rooms were being converted to this use. 

Although the institution did offer some groups, mental health staff reported that the groups 

were virtually always full and always had long waiting lists. I was told that VSPW has had to 

                                              
206 Coleman Pls.’ Trial Ex. 90 at p.1. 
207 Id. 
208 Id.  
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shorten the number of weeks that each group cycle lasts in order to be able to get more 

prisoners through them. Worse, still, some prisoners I interviewed reported that sometimes a 

group session or “hour” lasts for only five to ten minutes.  When prisoners complain, they are 

told that groups cannot be scheduled for different times or longer periods because the space is 

being used for something else. One prisoner in B-yard reported that there had been no groups 

except a lifer group in more than three months. 

138. When I met with one of the clinicians who directs the reception center mental 

health program, she explained that staff members in this area also do not have enough office 

space. Screening of many of the prisoners who arrive without urgent issues actually took place 

in the dining hall—obviously non-confidential—but she explained that there is no other space 

to go into because prisoners are housed in dayrooms in the reception center. 

139. Staffing vacancies and the reliance on contractors remains a problem at VSPW.  

In the April 2008 monitoring documents, the prison reported 18.88 clinical vacancies, with 

contractors covering a small percentage of those vacancies.209   In June 2008, the prison 

reported similar vacancy rates of 18.05 clinical positions, with 2.4 of those vacancies covered 

by contractors.210  The majority of the vacancies were psychologists and social workers who 

provide case management services to the reception center and mainline mental health caseload 

prisoners.211   

140. The Corrective Action Plan also acknowledged a continuing “[l]ack of 

individualized treatment plans with coherence between diagnosis, plan and treatment 

provided,” an area where improvement was reflected in the previous audit but not in the 

current one. The identified obstacles included “[l]ack of group treatment space,” “[l]ack of 

ideas for time-limited treatment,” and “[l]ack of staff to provide therapy as dictated by program 
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guide.” 212  In this area VSPW noted “compliance rates appear to have fallen from the review 

done on 9/107.” 213  Among the reasons given for decreased compliance were possible audit 

problems, the number of newly hired clinicians who required additional training, and the 

increased volume of evaluations required for the reception center prisoners.214 

(iii) Overcrowding in Housing Units, Dayrooms 
and Gyms 

141. As was true of all of the prisons I visited, the overcrowding at VSPW has 

necessitated use of housing arrangements and configurations that are extremely troublesome 

and that subject the prisoners to conditions of confinement that are potentially dangerous and 

psychologically damaging. These kinds of housing arrangements are especially problematic for 

prisoners who suffer from pre-existing mental illness or possess special psychological 

vulnerabilities.  For example, a number of the housing units at VSPW now use their dayrooms 

as makeshift dormitories where prisoners are double-bunked.   

142. In the standard VSPW housing unit, 40 such bunks (housing 80 prisoners) have 

been placed in the dayroom, significantly increasing the number of prisoners living in the unit 

and, at the same time, significantly degrading the overall living conditions there (both for the 

women in the makeshift dorms and those in other parts of the unit). In addition to subjecting 

the prisoners who are housed on these open bunks to marginal and degraded living conditions, 

the presence of the bunks deprives the other women in the housing units of the opportunity to 

use the dayrooms for their intended purpose. Indeed, officers told me that, prior to the 

introduction of the dayroom dorms, prisoners were allowed to use the dayrooms for recreation 

and a number of constructive activities throughout the day; now they get about 4 hours of 

recreation time, which must all be spent in the yard outside the unit. 

                                              
212 Coleman Pls.’ Trial Ex. 90 at 33. 
213 Coleman Pls.’ Trial Ex. 90 at 34. 
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143. As problematic as the dayroom dorm housing appeared, the 8-person rooms in 

which many of the VSPW prisoners lived were equally if not more cramped. In fact, many of 

the women said that they actually preferred the dayroom dorms to the 8-person cells for safety 

reasons—they told me that when the doors were closed and the women were locked in the 

close quarters of the cells, there was little or no opportunity for staff to monitor what went on 

inside. With four double bunks, one toilet, one shower, and two sinks crammed into each cell, 

it could be likened to living in a steamy shower stall. 

144. A number of the women at VSPW told me that they felt closed in and 

claustrophobic in these cramped and crowded quarters. One CCCMS prisoner told me: “I have 

a hard time around people—in the housing unit, yard, everything is so crowded here—I don’t 

do anything but sit in my cell. I used to go to yard or dayroom but not now. I just want to be 

away from people.”  Staff at VSPW reported that they do not consider CCCMS status in their 

housing decisions in these units, so CCCMS prisoners are spread throughout both dayrooms 

and cells. 

145. Out of three reception center housing units, two of them were configured with 

the 8-person dorm rooms mentioned above plus the double bunks in the dayroom. The other 

reception center housing unit had double cells along with the double-bunks in the dayroom. 

However, at the time of my visit, these were unoccupied (although the prisoners I talked to 

reported that this was not always the case).  They also reported that some of the cells in this 

unit are used as overflow Ad Seg housing, and that they had been used for this purpose as 

recently as two weeks prior to my visit. When Ad Seg prisoners are housed in this unit, then 

the reception center prisoners do not receive dayroom, and must choose between taking 

showers or going to yard. 

146. Just as many other CDCR facilities have, VSPW resorted to housing prisoners in 

makeshift gym dormitories. The gym that I observed currently houses 200 prisoners in double-

bunks.  The atmosphere is very much like that in the men’s prisons where the gymnasiums 

have been converted into housing units. The women in the gym dormitories at VSPW were at 

least afforded metal lockers in which to keep their property (an improvement over the paper 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 91 of 267



 

-80- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

bags provided to the men in CIM gym dorms). However, they still had no real privacy in this 

huge dorm. The women live on open bunks that also stretch out across a huge area that is 

impossible to monitor. Women must use the shower stalls and toilets in plain view of one 

another, and the ventilation ducts and cross beams on the ceiling of the gym appeared to be 

filthy with some kind of material that resembled insulation; many of the women complained to 

me about it and said that pieces or particles of it dropped on them from time to time.  At the 

time of my visit, 5 out of the 17 toilets had “out of order” signs on them. 

(iv) Security Housing and Administrative 
Segregation Units 

147. The Security Housing and Administrative Segregation Units at VSPW were 

severe and especially problematic for Coleman class members, a fairly large number of whom 

were housed there. In fact, we were told that out of the 63 prisoners housed in the SHU, more 

than half were on the mental health caseload, with 34 CCCMS and 2 EOP. In Ad Seg, roughly 

25 percent were on the mental health caseload, with 28 CCCMS and 2 EOP out of 129 total 

prisoners.  Unfortunately, the population of mentally ill prisoners in the SHU and Ad Seg units 

has not been reduced since my visit in October 2008.215  The Ad Seg unit sergeant was unclear 

about how often mental health staff members actually came into the unit. He also indicated that 

“groups run all day” and that both CCCMS and EOP prisoners have access to groups.  

However, the prisoners told me a different story. For example, I learned that the group that was 

taking place on the unit on the day of my visit—which consisted of several women standing in 

treatment cages that were arrayed in a semi-circle in a separate room off the unit dayroom—

was the only one that they knew about that was available to CCCMS prisoners. Moreover, they 

told me that this was its first meeting. The women reported more generally that access to 

groups for EOP prisoners was sporadic at best. In addition, I learned from staff as well that, 

when one-to-one clinician contact occurred, it took place on the open dayroom floor. On the 

                                              
215 The Ad Seg MHSDS population was 24 3CMS and 6 EOP and the SHU MHSDS 
population was 33 3CMS and 2 EOP.  Coleman Pls.’ Trial Ex. 57. 
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day of my visit, the prisoners in the Ad Seg unit did not receive any yard, apparently due to a 

faulty gate lock.  However, we received mixed reports about whether yard was regularly 

provided for prisoners in the Ad Seg unit. 

148. Here, too, there were concerns expressed by prisoners about whether and how 

they were being prepared for their release from prison. One VSPW prisoner who has been 

diagnosed as psychotic and is on the EOP caseload told me: “I am scared about my fate when I 

get out. Am I going to be a zombie who has to be on big doses of medicine to function at all?” 

She complained about the fact that groups are sometimes cancelled—“sometimes we have only 

one group for the whole week”—and also about the lack of meaningful content in the groups 

themselves, which she said often consisted of nothing more than watching Animal Planet or 

Disney Channel television shows.   

149. Prisoner JJ, another VSPW prisoner on the EOP caseload told me that she had 

been either in SHU or Ad Seg for virtually her entire prison term—a total of approximately 6 

years.  She said that she had been kept in these segregated units despite that fact that she was 

diagnosed as schizophrenic, had serious enough mental health problems in the free society to 

have been sent to Patton State Hospital, and was taking Haldol at the time I interviewed her. 

More troubling still, she felt that she had received little or no help during her incarceration (in 

part because she had been kept segregated for virtually her entire time in prison) and yet she 

was scheduled for release in less than a month. She voiced complaints both about the content 

of the groups she had attended as well as the circumstances under which they were held: “They 

have groups for EOP—we stand or sit in cages and watch TV. It doesn’t help me and so I don’t 

come out.” In light of her imminent release from prison, and the fact that “nobody has helped 

me with my release,” she was extremely concerned about what was going to happen to her.  I 

reviewed portions of Prisoner JJ’s records and confirmed that she did have a history of 

treatment at Patton State Hospital and at EOP level of care.216  She had been housed in 
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administrative segregation or SHU for most of her prison time, with some periods in the crisis 

unit or in EOP programs.  She also had a history of suicide attempts.  She was placed in 

administrative segregation when she returned to VSPW on a parole revocation in March 2007 

and was housed there when I saw her.  She had multiple crisis bed admissions for suicidal 

ideation and was treated at the EOP level of care until she paroled out on January 4, 2008.  Her 

records reflect that she returned to VSPW on a parole violation on February 27, 2008 and was 

placed on EOP level of care in the reception center. 217  On March 4, 2008, she was reviewed in 

her treatment team and was retained at EOP level of care.  Less than a week later, on March 

10, 2008, she was recommended by her clinicians for removal from EOP despite clinical notes 

that described her with:  “affect was blunted,” and as “less compliant with groups” and 

complaining of “intermittent fearfulness and paranoia.”218  A chrono in her file showed that she 

was at an EOP level of care on March 9, 2008, and 3CMS on March 10, 2008.  Despite the 

reduction in her level of care, she was followed weekly by her case manager but was no longer 

provided with the ten hours of group therapy available to EOP prisoners.  Her medications 

were changed several times and she was described as having a “childlike disposition.”219  On 

June 16, 2008, she was involved in an incident in her housing unit, which the officer writing up 

the rules violation described as a mixed housing unit for reception center and administrative 

segregation overflow prisoners.  She ignored an order to stop walking toward the door, and the 

officer used physical force on her. I could not tell from the records whether this rule violation 

resulted in a DA referral or other sanctions.    

                                              
217 Id. 
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c. Salinas Valley State Prison (SVSP) 

(i) SVSP Overview 

150. Salinas Valley is a Level III/Level IV high security prison located south of the 

city of Salinas in the Salinas Valley.  According to CDCR population data as of midnight 

October 31, 2007 SVSP had a population of 4,093 and a design capacity of 2,372; it was 

operating at 173% of capacity.220  Its population also remains high—somewhat higher than at 

the time I visited. CDCR website’s listed SVSP’s population as of midnight July 30, 2008 as 

4,116, with a slightly increased design capacity of 2,388.221  Since my visit in November 2007, 

there have been two additional suicides at the prison – one in administrative segregation and 

one on a general population yard.222 

151. I toured Salinas Valley State Prison (SVSP) on November 1, 2007.  During the 

initial meeting with the SVSP Warden and other SVSP staff, including key clinical and 

custodial leadership, staff reported on some significant challenges, population moves and 

factors affecting the prison’s ability to provide adequate health care to the prisoner population.  

Although the prison administration informed us that they had recently ended the use of most of 

their “non-traditional” housing—makeshift gymnasium and dayroom dorms, the facility still 

housed close to twice the number of prisoners it was designed to hold.  Staff reported that the 

mental health population included approximately 1200 CCCMS, 240-250 EOP, 96 DMH, and 

5-8 MHCB patients, for a total of approximately 1554 mentally ill prisoners at SVSP, or 38 

percent of the total prison population.  The Warden reported that 150 of the CCCMS prisoners 

were housed in Ad Seg. In the 18th Monitoring Report, the Special Master found that “[t]he 

level of mental health treatment provided to 3CMS inmates in administrative segregation was 

similar to that reported in the preceding three monitoring periods. Each week a large number of 
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prisoners were seen out of cell, but effort alone could not overcome structural impediments to 

meeting Program Guide requirements.…  Staff reported that 80 3CMS prisoners at most could 

be seen out of cell in one week due to limits imposed by schedules and space constraints.”223  

The 3CMS population in Ad Seg at the time of my visit was almost twice the number that 

SVSP’s own staff determined could be seen weekly out-of-cell in Ad Seg as required by the 

Program Guide.224  Overcrowding in SVSP’s Ad Seg has worsened since my tour: in June 

2008, defendants reported that there were 208 3CMS prisoners housed in the Ad. Seg units, an 

increase of more than one-third.225 In the draft  20th Report, the Special Master found that 

“[c]linical staffing, space, scheduling, and the arrangements of holding cells used for group 

treatment [in ASU] were among the factors that thwarted the delivery of adequate mental 

health treatment … Refusal rates were high. In one of the two rooms containing holding cells 

for group treatment, cells were arranged in a straight line. In the other group room, noise from 

nearby machinery was problematic.”  226 

152. During my tour staff explained how staffing levels affected clinical care.  For 

example, many of the clinical positions in both medical and mental health were covered by 

contractors.  In addition, Dr. Kalie, the Chief Psychologist reported that 14.5 of 29 

psychologist positions are vacant and cannot be covered by registry employees.  She also 

volunteered that “we work until 7 or 8 PM each night to get the job done, working 60 hours a 

week” (and also acknowledged that this meant they were being paid for a 60 hour week as 

well).  Dr. Lee, the CMO, reported that medical vacancies have been filled by both full-time 

state employees (50%) and by contract employees (50%).  He discussed the problems 

associated with the use of contract and registry staff at SVSP, noting that reliance on 
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contractors and registry impacted quality and continuity of care because these staff left 

frequently, did not have the same commitment level as state employees, and retraining 

replacement registry staff drained other staff resources.  In recent mental health staffing data 

provided by defendants reporting June 2008 data, SVSP reported 117.25 mental health 

positions and 35.5 vacancies, including 12.37 of the 28 psychologist positions.227  Only 3.54 of 

these 12.37 open positions were covered by registry hours in June 2008.228  Even when 

adjusted for registry coverage, the overall vacancy rate for clinical staffing was 21%. 229 

153. The Warden also reported to us during the meeting that SVSP had experienced 

significant custody staffing shortages recently, with as many as 200 of 840 custody positions 

vacant.  He noted that among the current 100 custody vacancies, 27% are Sergeant positions.  

The staffing shortages were so dire at the prison that SVSP has 21 custody officers on loan 

from other prisons.  Despite this, the prison was still short somewhere in the neighborhood of 

100 custody officers, requiring the prison to run “hundreds of overtime shifts per week.”  The 

Warden reported that he also has vacancies in many support positions, including clerical, plant 

operations, and food service.  The clinical staff confirmed that the high vacancy rate among 

custody officers has a negative impact on the delivery of medical and mental health care.  This 

was later confirmed by custody officers during my tour of the prison.  In the draft 20th Report, 

the Special Master discussed disturbing findings regarding “custodial dysfunction” at SVSP, 

which impacted on the delivery of mental health care to 3CMS, EOP and DMH patients.230   

Among the problems cited was the taunting of prisoners about their mental health disabilities, 

the arbitrary enforcement of rules, the restriction of spaces set aside for mental health 
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programs, and the “fail[ure] to properly manage the priority ducat system.”231  Similar 

obstacles to care existed within the DMH units at SVSP.232 

154. The Warden reported to us that all four facilities at the prison were on lockdown 

status during our visit, including the EOP housing units.  During the tour of the prison I was 

able to observe the impact of the lockdowns on prisoners housed in the EOP treatment 

programs in D-Facility and in C-Facility. A number of the individual clinical staff, at least in 

some of the units (especially in B Yard, the SNY Level III facility), were very positive about 

recent changes at SVSP, such as the deactivation of one of the large gyms, and were proud of 

the fact that they were now able to run a number of treatment groups. However, their 

experiences were by no means uniformly shared and the facility suffered from many obvious 

overcrowding-related problems. One of the facilities, C Facility, a Level IV CCCMS yard, has 

been on lock-down status for almost two years.  The Special Master recently confirmed that as 

a result of the lockdowns and modified programming on C Facility, “no group treatment was 

provided on C Yard.”233 

(ii) MHCB Access   

155. During the morning meeting, Dr. Lee reported that although there are 8 MHCB 

beds in the Correctional Treatment Center, some of these beds are routinely filled by medical 

patients.  As a result, the prison has been forced to continue its use of “overflow” MHCB beds.  

The Special Master has found that “[s]tandard CTC procedures resulted in heavy use of both 

types of cells and many overnight stays in large holding cells.  Logs of holding cell use 

maintained by custody and nursing staff were incomplete…Staff reported that holding cells 

located in the yards were rarely used after September 2006, but those in the treatment and 
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triage area of the CTC were in use daily and frequently housed prisoner overnight.  The 

holding cells in daily use were stand-up mesh cells.”234   

156. When I toured the CTC, I spoke with Dr. Chase, the CTC psychologist in charge 

of the unit. She reported that the MHCBs are always full, sometimes necessitating the use of 

“overflow” beds, as well as “holding arrangements” consisting of wet cells, dry cells, and 

holding cages for prisoners who are awaiting admission into the unit. According to Dr. Chase, 

although the prison houses over 1500 mentally ill prisoners, not all of the 8 MHCB beds are 

available for mental health prisoners because they are occupied by medical patients.  As a 

result, the prison must sometimes place prisoners in the holding cells for several days or refer 

them to an outside MHCB unit.  Dr. Chase reported that the “dry cells,” which are tiny, 

freestanding upright cages with mesh wiring surrounding them (and no toilet), are used during 

the day to house suicidal prisoners until an MHCB bed becomes available.  During the tour of 

the CTC, there were three men housed in these tiny “dry cells,” all of whom were waiting for 

administrative hearings for involuntary medication orders.  At night, those prisoners not 

already transferred into an MHCB bed are transferred into a “wet cell,” one of the four holding 

cells outside the entrance of the CTC which have toilets.  The longest stays that Dr. Chase 

recalled were from Thursday evening to a Monday morning.  Clinical staff also reported that 

they routinely use “BPT cells” located on each yard for overflow suicide watch.   

157. In addition, the shortage of DMH beds in the system means that prisoners who 

should be prioritized for transfer to inpatient care wait for inordinate periods of time. A tragic 

example was the paraplegic prisoner I saw in the CTC who had been on a hunger strike since 

July and had been awaiting transfer to an acute DMH bed for several weeks.  

(iii) DMH Level IV ICF Beds 

158. During the morning meeting with the Warden and other staff, I spoke with Vic 

Brewer of DMH, Executive Director of the DMH operated Salinas Valley Psychiatric Program 
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(SVPP) and Vacaville Psychiatric Program (VPP).  SVPP has been expanded by Court order to 

include two temporary ICF units, D5 and D6, located in Facility D.  Mr. Brewer reported on 

the size of the current waiting list for the DMH Level IV ICF programs which remains high at 

111 men, despite the opening of the Court-ordered temporary ICF units at SVSP and two 

others at CMF (P2 and P3).  According to Mr. Brewer, mainline EOP patients can wait up to a 

year for an ICF Level IV bed.  Unfortunately, this problem, too, has gotten worse rather than 

better since my tour. Thus, in the past nine months since I visited SVSP, the waitlist for the 

DMH Level IV ICF programs has grown to 173 patients. 235 

159. Later in the day I visited SVPP and the temporary D6 unit.   SVPP, which is a 

64-bed ICF unit, has dedicated treatment space, including group rooms, a dining room, 

recreational therapy spaces, yard areas and some dorm housing.  I observed some of the 

patients walking to their evening meal in a group dining hall area.  I also visited D-6, one of 

the two temporary ICF units that have been placed on Facility D in the prison.  Facility D also 

includes the EOP units and several Ad Seg units.  In D-6 the men live in a regular two-tiered 

housing unit, with a dayroom floor modified to look less like a traditional prison dayroom 

floor.  When I walked into the unit I saw an armed correctional officer stationed in the second 

floor control room, overlooking the dayroom.  Ms. Neil, the Executive Director of the 

Program, pointed out the armed officer to me and stated that the visible presence of the gunner 

understandably created problems for a number of the patients in the unit, “many of whom are 

quite paranoid.”  

160. There are no group rooms or any other treatment space provided for the patients 

housed in D-6 or in the identical unit, D-5.  Staff reported that all treatment occurred on the 

dayroom floor in a non-confidential setting, which creates problems for the patients who can 

overhear group sessions.  Staff showed us an empty room next to the housing unit, which they 

reported to us had been promised to them when D-5 opened more than a year earlier, space that 
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CDCR would retrofit into several group rooms for the ICF units.  To date, no modifications to 

this room have occurred and all treatment still happens on the dayroom floor.  Clinical staff 

informed me that these units are likely to remain operational until all of CDCR’s new hospital 

beds are constructed; a project which is not slated for completion until 2013 by the Receiver’s 

estimate, and which does not include additional mental health beds that are to be built by 

CDCR.  I found the differences between these two treatment environments stark, and although 

the clinical staff undoubtedly have attempted to do their best to “make do” with the situation, it 

was quite appalling that in-patient care was being provided in the D-6 ICF setting.   

(iv) Impact of Lockdowns on EOP Programs 

161. During my tour of Facility D where the EOP programs are located, I walked into 

Building D3 to interview a group of EOP patients. I briefly spoke with some EOP prisoners 

who were preparing to serve dinner.  These men told me that the EOP program has been locked 

down quite frequently in the past year and half.  The program was on lockdown that day and 

for several days earlier because the prisoners told me that a piece of a hair clipper was missing.  

The prisoners also told me that they are regularly locked down if two EOP patients fight, even 

if the men resolve their dispute. The men told me that recently the EOP program had been 

locked down for several weeks because of a fight.  When the EOP program is locked down, 

they said that they do not get yard or group therapy.   

162. The problem is apparently a chronic one. Although it has been identified and 

addressed by others, it has yet to be solved. Thus, the Coleman Special Master also found that 

cancellation of group activities in the EOP interfered with the availability of meaningful 

structured therapeutic activities and addressed this issue in his Draft 20th Report.236 In part in 

response to this concern, the SVSP staff audited this issue and “found during the summer of 

2007, most cancellations were for custody or security reasons.”237  In their 21st round 
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monitoring documents, SVSP staff listed a number of obstacles to the provision of mental 

health treatment to EOP patients: (1) insufficient group rooms to see all of the patients ducated 

for groups; (2) 40% of the structured therapeutic activities are run outside on the yard and 

when the yard is “down”, the program is adversely affected; and (3) significant deficit in 

available office space for EOP clinical staff (as the EOP Mental Health Building was designed 

for 25 staff members and currently supports 51).238  It is noteworthy that SVSP staff reported 

planning continues for the development of additional treatment space, but “there has been no 

new construction.”239 Hence, there does not appear to be a solution in sight. 

163. In any event, I had an occasion to discuss the magnitude of the lockdown 

problem with a CDCR staff member later in my tour of another EOP unit.  This especially 

candid sergeant who worked in the EOP program told me that, even in the EOP housing units, 

the lockdowns had increased over time and were being implemented with the same frequency 

and based on the same rationale as for the general population of prisoners. She said, “we are 

locking down a lot more now—its like we aren’t analyzing the real threat level—we just lock 

down.” And she pointed to another overcrowding-related dynamic: “The doctors are less 

frequently in the building now than in the past, so we don’t communicate with them enough.” 

She also believed that the management style at the prison had changed (in a way that also 

could stem from the overcrowding problems that existed there). Specifically, as she said:  

Now there is an emphasis on security—we used to be aiming 
toward programs—it took a while but we did it. But now, over the 
last years, things have deteriorated.… We had dayrooms, doctors 
would come over here, they would have “community meetings” 
and organize activities, TV events, and the guys would really get 
into it. It stopped a year or so ago. Then the “cave dwellers” 
emerged—guys who just stay in their cells all the time. 
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(v) Impact of Lockdowns on Facility C 

164. The lockdowns at SVSP are psychologically costly and directly impact both the 

Coleman class members and the CDCR mental health delivery system itself.  For example, I 

spoke to Prisoner KK, a prisoner housed on suicide watch in the CTC who told me that he was 

a former EOP prisoner who was sent to SVSP from CSP-Sacramento several months ago, and 

housed in C Facility. However, he told me he “couldn’t handle the stress of lockdown” and 

tried to kill himself. He spent 8 days at an outside hospital and now was back in the CTC on 

suicide watch. He had been there for days, sitting in a barren room with only a few books to 

read, sleeping on a mattress on the floor of the cell. He was adamant about not returning to C 

Facility but fearful that he would end up there again. I subsequently reviewed portions of 

Prisoner KK’s records which confirmed that he transferred to SVSP Facility C from CSP-

Sacramento on May 2, 2007.240   Prior to his transfer from CSP-SAC, he had been placed on 

involuntary medications – through a Keyhea Order – because he was found to be psychotic and 

a danger to himself and others unless he was involuntary medicated.  In the petition in support 

of the Keyhea Order, his significant psychiatric history, including psychiatric hospitalizations, 

beginning at the age of 13, were noted, as well as previous suicide attempts.  Despite the 

involuntary medication order and his significant mental health and suicide attempt history, he 

was not referred to a higher level of care level and transferred to SVSP Facility C as a 

CCCMS.  His records indicate that he found the lockdown conditions at SVSP very difficult 

and, on July 16, 2007, he told his case manager that “I feel like I’m going to do something to 

myself.”241  He asked to be transferred to the EOP in August because “I’ve been locked down 

since I’ve been here.”242 On October 22, 2007, he was brought to the crisis unit because of a 

suicide attempt.  
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165.  I saw Prisoner KK a few days after his suicide attempt.  His medical records 

show that when he was discharged on November 5, 2007, he was returned to Facility C.  By 

December 2007, he was again expressing problems coping with the lockdowns, and finally on 

February 13, 2008, his case manager recommended him for EOP level of care.  However, he 

was not transferred to the EOP GP unit, but was rather placed in the EOP ASU, where he 

remained from February 13, 2008 until April 3, 2008, because no bed was available.  During 

this wait for an EOP bed in the ASU, he was repeatedly reassured “he is not in trouble only 

waiting for bed space.”243  He told his case manager on April 21, 2008, after transferring out of 

ASU, that “being on lockdown all the time made me go crazy.”244 

166.   In fact, this case clearly illustrates the interconnected and long-term 

consequences of prison overcrowding, especially for mentally ill prisoners. Overcrowding 

helps to precipitate lockdowns at the prison which, in turn, have negative consequences on 

mentally ill prisoners in particular, some of whom cannot handle the severe stress of locked-

down confinement. They may decompensate or become suicidal as a result. The increased 

suffering of the prisoners notwithstanding, this is another way that overcrowding puts mentally 

ill prisoners at greater risk and requires the clinical staff to devote more time and scarce crisis 

beds to stabilize them. 

167. The frequent lockdowns at SVSP also interfere with programming and mental 

health groups. As one psychiatric technician at SVSP told me, “I’ll be running the groups for 

2-3 weeks, then, bang, we are on lockdown.” Chronic idleness becomes a way of life in the 

housing units with frequent lockdowns. One C Facility prisoner I interviewed on the tier told 

me: “My program is to read, watch TV, sit in my cell—I get shower every other day—we 

haven’t even got our packages from our family.” Like a number of the C Facility prisoners I 

spoke to, he was frustrated by the lockdowns and felt that they were taking a toll on him: “I 
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can’t handle the stress of being locked up all the time, it’s getting to me. I was OK before, but 

not now.”  This prisoner, who was on the mental health caseload, had transferred to Facility C 

four months ago from CSP-Sacramento Facility B where he was programming.  He had been 

locked down since he arrived at SVSP.   

168. During these extended lockdowns on Facility C, prisoners on the mental health 

caseload are not provided with increased mental health monitoring, which is required by the 

Program Guide standards for mental health and non-mental health prisoners in Ad Seg units.  

Yet the conditions and daily life of these locked down prisoners are no different than Ad Seg.    

There have been a number of suicides at SVSP by prisoners who were housed on Facility C on 

lockdown conditions.  I have reviewed a number of these CDCR Suicide Reports, and some of 

them are summarized below.   

(vi) Facility C-Lockdown Suicides 

169. Coleman Class Member BB, committed suicide on January 20, 2006 at SVSP.  

He was housed on Facility C and was receiving mental health services at CCCMS level of 

care.245  Mr. BB had a history of suicidal ideation and the Suicide Report noted that “[h]e 

seemed to find lock-down conditions difficult, as he tended to utilize mental health services 

primarily when he was in ASU, SHU and the modified program.”246  The Report also found 

that “SVSP-C Facility was under lock-down the entire time that Prisoner BB was there.”247  

Mr. BB was seen once when he first arrived at the prison for an initial case manager contact, 

and once more a week later for his treatment team.248  He was not seen again by any mental 

health staff nor does the existing Program Guide require increased monitoring of mental health 

prisoners during extended lockdowns.  The Suicide Report made no recommendations. 
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170. Coleman Class Member GG, committed suicide on August 6, 2005 at SVSP.249  

Mr. GG was housed on Facility C and was not on the mental health caseload at the time of his 

suicide.  He was 20 years old.  He arrived at SVSP on June 8, 2004, and was housed in Facility 

C.250  The Suicide Report noted that “[h]is facility was in frequent [sic] and prolonged 

modified lockdowns during his time at SVSP, had been on hard lockdown since July 14, 2005, 

and no telephone calls or visits were permitted to any prisoners during this time.”251  In fact, 

the Report noted that:  “During the fourteen months that Prisoner GG had been at SVSP, 

Facility C had been on modified program (i.e., partial lockdown status) for the majority of 

time.  While the total lockdown time was not readily available by record, research did indicate 

that during May 2005 and until July 14, 2005, there were only approximately four days (June 

17-21) that Facility C was not on modified program.”252  Just prior to his suicide, Mr. GG 

received bad news about his criminal appeals, and faced life without possibility of parole until 

he was about 75 years of age.  The Suicide Report noted that:  “this lockdown situation was 

difficult for Prisoner GG, who had a lot of family support and contact.”253   

171. Coleman Class Member FF, committed suicide on January 3, 2005, at SVSP.254  

Mr. FF was housed on Facility C and was on the mental health caseload at CCCMS level of 

care.  He had a history of crisis bed admission and significant mental health symptoms prior to 

his transfer to SVSP on November 29, 2004.255  Due to an absent case manager, Mr. FF was 

not seen during the first month that he was housed on Facility C, which was on lockdown as 

                                              
249 Coleman Pls.’ Trial Ex. 50. 
250 Id. at 6. 
251 Id. at 2. 
252 Id. at 6. 
253 Id. at 10. 
254 Coleman Pls.’ Trial Ex. 49. 
255 Id. at 3-6. 
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indicated in the Suicide Report of Mr. FF.256  On December 27, 2004, Mr. FF set his cell on 

fire and he was taken to a clinic for a mental health evaluation, which he first refused, but later 

agreed to.  The psychologist noted that he sounded paranoid and set the fire to keep out 

someone who was trying to kill him.257  Mr. FF remained in a holding cell in a clinic on the 

yard for two days and was eventually moved to a bed in the Ad Seg unit.258  He was moved 

back to C-Yard the next day and was seen for the first time by his case manager on December 

31, 2004.259  He committed suicide four days later.   

172. Unlike administrative segregation units, where prisoners are  guaranteed out-of-

cell time (although not necessarily provided all of it) by regulation and are provided with psych 

tech rounding and enhanced case manager contacts for mental health prisoners, those prisoners 

housed on facilities like Facility C endure months on end of locked down conditions. My 

interviews with staff, prisoners and my reviews of these suicide reports confirm that the 

excessive lockdowns at SVSP are produced by the extraordinary levels of overcrowding at the 

facility and limited degrees of freedom the staff believes it has in reducing conflict and 

managing the prisoner population in other less drastic ways. Obviously, these excessive 

lockdowns undermine the delivery of mental health services and adversely affect the mental 

health of all prisoners housed in those units.  

(vii) Behavior Modification Unit  

173. I was taken aback generally at how little the custody staff in the various CDCR 

institutions I toured appeared to know about which prisoners in their units were on the mental 

health caseloads—something that would be extremely useful in helping them place the 

prisoners’ behavior in context and watch for signs of decompensation. But this was especially 

                                              
256 Id. at 6. 
257 Id. at 6-7. 
258 Id. at 7. 
259 Id. at 7. 
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troublesome in the Behavioral Modification Unit (BMU), a pilot program developed by CDCR 

at several prisons, including SVSP. The BMU at SVSP is located in a housing unit on Facility 

C-8.  The Warden told us in the morning meeting that this unit was not locked down when the 

rest of the yard was on lockdown status.  When we visited the BMU, the officers told us that 

the unit was created for managing disruptive prisoners and teaching them to program more 

productively through a step program.  The officers said that the men in the program are not 

provided with any outside yard time until they have reached Step 3.  The Special Master has 

monitored the BMU and found that “[t]he BMU was locked down, as was the yard on which it 

was located, which undermined the use of graduated privilege levels …  Inmates were cuffed 

during mental health sessions.”260 During our tour of the BMU, custody staff reported that it 

was currently on lockdown status and had been so for several weeks (apparently without the 

Warden’s approval).  The Coleman monitors who reviewed Central Files during the 18th round 

tour, “found no factors that distinguished inmates placed in the BMU from those who were not 

selected.”261  In the draft 20th Report, the Special Master noted that the BMU was not placed on 

lockdown or modified program status unless an incident occurred within the program.262  

Notably, all of the 3CMS prisoners in the program at the time of the Coleman monitors’ site 

visit were at Step 1.263 

174. The officers we spoke to in the BMU were unable to identify the prisoners who 

were receiving mental health services by looking at photos and lists of prisoners. I asked one of 

the officers to identify several prisoners who had been at Level I for the longest time in the 

BMU and he provided me with three names.  I looked up these prisoner names on a list of 

SVSP prisoners on the mental health caseload provided to me by staff, and two of the prisoners 

                                              
260 Joint Pls.’ Trial Ex. 36 at 144. 
261 Joint Pls.’ Trial Ex. 36 at 144. 
262 Joint Pls.’ Trial Ex. 57 at 184. 
263 Id. 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 108 of 267



 

-97- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

were CCCMS; they had been Level I (without any outside yard and limited phone privileges) 

since the summer of 2007.  Needless to say, any meaningful, effective, and humane prison 

behavior modification program depends on a prisoner being able to comprehend the 

contingencies that are being imposed on him and also assumes that the prisoner possess the 

capacity to control his behavior enough to meet them.  It was unclear to me whether the BMU 

program that is being applied to some Coleman class members is one that they are able to 

function productively in.   

(viii) Custody and Clinical Staffing Problems in 
ASUs 

175. One of the psychologists who accompanied us for part of my tour of SVSP told 

me that his ASU caseload was about 50—a figure that he characterized as “too many” because  

it made it impossible to see them all on schedule. 264 He also told me that “we want to hold 

CCCMS groups but we have no staff, no space, and no escorts.” Prisoners in a caged “group 

therapy” session taking place in the D Yard ASU told me that they were given a choice each 

day whether they wanted to go to group or to yard, but not to both. They also complained about 

a lack of mental health training and responsiveness on the part of the custody staff: 

“Sometimes we feel depressed in our cells. We tell the officers, but they ignore us. They tell 

you they want to see blood, or they tell you, ‘we’ll give you the rope.’”  Prison staff reported 

during the 21st round monitoring tour that only 50 to 60 percent of the prisoners in 

administrative segregation were provided with confidential out-of-cell case manager 

meetings.265  The obstacles to providing these confidential out-of-cell clinical meetings 

included “limited space available for confidential out of cell interviews,” staff coverage during 

vacations and absences, and tight scheduling in the Ad Seg units.266   

                                              
264 Coleman Pls’ Trial Ex. 57 (On June 20, 2008, the MHSDS population (EOP and 3CMS) in 
the ASUs at SVSP was reported as 248). 
265 Coleman Pls.’ Trial Ex. 138 at 92. 
266 Id. at 95. 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 109 of 267



 

-98- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

176. One of the rooms that I saw at SVSP that was set aside for the caged “group 

therapy” that takes place in the ASU was truly degrading. The room in which some 10 or so 

therapy cages were located appeared to be a laundry room, with huge trays of laundry in the 

background and large storage shelves—a large, dirty industrial or factory-like setting that the 

caged prisoners looked out on during their sessions. In addition, the cages themselves were 

filthy, with rusted metal and graffiti on the sides of the cages and the tops of the small tables 

inside. A prisoner who was being held in one of the cages, presumably waiting for the rest of 

his “group,” told me:  “I’m just in a cage back here [in ASU]—I’ve been kept here for several 

weeks but had no yard, no group, no nothing.”   The Special Master noted the EOP high refusal 

rates for group therapy and described the group therapy rooms where “[i]n one of the two 

rooms…cells were arranged in a straight line…[i]n the other room, noise from nearby 

machinery was problematic.”267 

177. In another similar unit, a custody staff member told me that he could not run the 

yards for prisoners on the appropriate schedule because he simply lacked the manpower with 

which to do it: “I don’t have single escorts to run the psych, doctor, CTC escorts. I don’t have 

the staff. I am short at least 2 officers.” This unit also lacked appropriate treatment space for 

Coleman class members to receive their mandated clinical contacts.  They had only two 

holding cages near the entrance to the housing unit, and an individual office that contained 

another cage inside it.  

178. I visited D-8, an Ad Seg housing unit where the majority of prisoners are 

CCCMS.  I spoke with the Sergeant, who discussed some of the problems that he faces in the 

unit because of staffing shortages and the inadequate number of walk-alone yards for Ad Seg 

prisoners.  This Sergeant described how the majority of prisoners in his unit were on walk-

alone status, but there were no walk-alone yards on his yard.  (The “walk-alone yards” are 

actually outdoor exercise cages.)  He explained that in order for the men on walk-alone status 

                                              
267 Joint Pls.’ Trial Ex. 57 at 185. 
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in his unit to receive outside exercise, they have to be placed in restraints and waist chains, 

escorted out of their cells and out of their housing unit, and taken by correctional officers all 

the way to another yard on Facility D, where they are put in individual cages and allowed to 

exercise. When their exercise time is over, they are chained up again and escorted back to their 

unit and into their cells. He stated that he needed additional correctional staff in order to run 

the yard, medical, mental health and the regular Ad Seg program.   

179. A disturbing suicide occurred in the Ad Seg unit, D2, on January 10, 2008, when 

a 3CMS prisoner hung himself from the top bunk of his cell.268  This prisoner was housed for a 

long period of time in the harsh conditions of Ad Seg and had “become more isolative and 

withdrawn, refused out-of-cell contacts” as the months passed and his promised transfer from 

Ad Seg to SATF general population did not materialize.   He refused to come out of his cell for 

treatment and other activities.  Progress notes documenting the last two cellfront visits with his 

case manager were missing from his medical records.  When he was discovered by custody 

officers, CPR was not initiated immediately and according to the records, when the watch 

commander requested medical assistance via radio from medical staff in Facility D, the records 

note:  “Be advised, medical staff are refusing to respond.”  Other problems were identified in 

the Suicide Report, including the fact that this prisoner was transferred in error from Lancaster 

back to SVSP where he had been charged with attempted murder of an officer and remained 

there until his death.   Overcrowding contributed to the problems identified in this tragic case:  

his transfer to his endorsed prison was delayed; classification mistakes were made when he 

was returned to SVSP; this decompensating prisoner was retained in Ad Seg with little 

intervention by clinical staff; and, custody and medical staff failed to appropriately and timely 

respond to the emergency. 

                                              
268 Coleman Pls.’ Trial Ex. 95. 
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(ix) Impact of MHCB/DMH Shortages 

180. I requested to interview approximately ten randomly selected mental health 

prisoners housed at SVSP.  Due to some difficulty scheduling the interviews around the prison-

wide lockdown and mealtimes, I was able to only interview one of the prisoners on my list, 

Prisoner LL.  It is my understanding that some of the prisoners on the list were interviewed by 

plaintiffs’ expert, Dr. Pablo Stewart.  This EOP prisoner I interviewed was floridly psychotic 

and appeared to be in a considerable amount of psychological pain. He had an elaborate 

delusional system that he shared with a great sense of urgency. He appeared genuinely 

convinced that his life was in danger at the prison, from both staff and other prisoners, and he 

urged me to help save him.  When I asked the Senior Psychologist in charge of the EOP 

program about his status, however, he seemed relatively unconcerned. “He’s on a DMH 

referral list,” he told me, “and he’s stable, we’re watching him, we will have gone through the 

motions, we’re covering ourselves, and we don’t know what else anyone could do.” He knew 

of no treatment plan or course of therapy that was being implemented in the case, just “manage 

symptoms, keep him safe, that’s all we can do, he’s fending for himself adequately.” Based 

upon the information provided in the morning from Dr. Brewer, Director of the DMH inpatient 

program, SVPP, it is clear that this floridly psychotic EOP mainline patient will be required to 

wait for many months to a year before he transfers to an appropriate in-patient level of care.  I 

also understand that Dr. Pablo Stewart recently interviewed Prisoner LL him during the site 

inspection that he undertook on July 29, 2008.  Dr. Stewart concluded that Mr. LL was floridly 

psychotic and had strange ideas of reference.  Dr. Stewart concluded that Mr. LL needs 

inpatient level of care as evidenced by his clinical presentation and his multiple crisis bed 

admissions since 2007.  I have also reviewed the DMH Report on Monthly Bed Utilization for 

June 16, 2008, which lists Prisoner LL on the report – he was referred to SVPP on September 

27, 2007, his referral was received on December 3, 2007, he was accepted and placed on the 
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waitlist on January 22, 2008 and his referral was finally rescinded on May 4, 2008.269  Since 

his acceptance in the DMH program, this EOP patient has requested that he alternatively not 

transfer to DMH and to be placed on the mainline at 3CMS level of care. He was on a modified 

EOP program receiving one group a week; but appears to have a full EOP group schedule in 

the past two months. His long wait for an ICF bed – more than six months before the prison 

rescinded his referral – was similar to the timeframe suggested by Vic Brewer, Director of 

SVPP, when discussing the transfer delays for GP EOP patients accepted into the program.  

The current waitlist of 173 patients for the existing 176 beds at SVPP makes it unlikely that a 

floridly psychotic patient such as this EOP patient would ever transfer to the ICF program.   

d. Mule Creek State Prison (MCSP) 

(i) MCSP Overview 

181. I toured Mule Creek State Prison on November 2, 2007.  The facility was 

operating at over 200% of capacity the day I was there, with some 3800 prisoners confined in a 

prison built for 1700. Nonetheless, the warden was adamant the prison was not crippled by the 

overcrowding—“it is what it is, and we do a great job at this prison,” he said. When pressed to 

explain when and how he would know if he had too many prisoners at his facility, he replied 

that “I’ve never gotten a bus where I didn’t have space somewhere and I had to leave them [the 

prisoners] on the bus” and talked about being able to “sandwich them in” at the prison 

somehow. The prison houses Level III and IV prisoners, close custody Sensitive Needs Yard 

(SNY) prisoners all with special vulnerabilities of some kind, and a large number of EOP and 

CCCMS prisoners.  The Special Master reported that as of January 2007, MCSP’s overall 

census was 3,966, of whom 1,530, or 39 percent were part of the mental health caseload.270  

Mule Creek’s prisoner population also has not decreased appreciably since my tour of the 

facility. On July 30, 2008, its population was 3,681 prisoners, still over 200 percent capacity of 

                                              
269 Coleman Pls.’ Trial Ex. 117. 
270 Joint Pls.’ Trial Ex. 36 at 48. 
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its design capacity of 1,700 prisoners.271  The June 20, 2008 monthly data provided by 

defendants listed the MHSDS population at 1694 (1161 3CMS, 525 EOP and 8 MHCB).272  

Thus, although the prison census was reduced by several hundred prisoners between January 

and June, 2008, the MHSDS caseload grew by 164 prisoners. 

(ii) Inappropriate Treatment Space 

182. Given the large numbers of prisoners on the EOP and CCCMS caseloads, the 

inadequate amount of appropriate treatment space at the facility was especially troubling. For 

example, the area that served as the A Facility OHU (which also serves the B Facility EOP 

population, which does not have an OHU of its own) was wholly inadequate, consisting of a 

row of cells behind a chain link fence on one of the cellblocks. The nurse on duty in the unit 

informed me that the OHU is often filled, although on the day I was there it held only two 

prisoners. The inside of the OHU cells was filthy, depressing, and bare—converted Level IV 

cells that were dimly lit, and afforded prisoners only a thin mattress on the floor.273 

183. One of the prisoners I interviewed, Prisoner MM, later told me what it was like 

to be housed in this facility: “I went on suicide watch to the OHU. They threw me in the cell, 

they strip you, put you in a blue gown, mattress on the floor. I stayed there for several days like 

that. Nobody was watching me or helping me… I was behind a cage, nobody was watching 

me—the room was cold, then they sent me to the CTC, and I didn’t get anything but the cold 

                                              
271 Joint Pls.’ Trial Ex. 59. 
272 Coleman Pls.’ Trial Ex. 57. 
273  The Coleman Revised Program Guide distinguishes between an MHCB and an OHU.  Joint 
Pls.’ Trial Ex. 9 at 12-5-1 to 28.  A prisoner may be placed in an OHU for observation and 
evaluation of behaviors that may be indicative of mental illness, and that prisoner must be 
evaluated within 24 hours of placement.  If a patient is determined to need inpatient care, 
transfer to an MHCB is supposed to be arranged within 24 hours.  Id. at 12-5-28.  A patient is 
not to remain in an OHU more than 72 hours.  MHCBs, on the other hand, have a maximum 
length of stay of 10 days and are intended to provide services akin to an inpatient setting to 
ameliorate mental health symptoms.  Id. at 12-5-1.  Although the two appear to be used 
comparably by defendants in these overcrowded conditions, the difference in level of care each 
is supposed to afford is stark. 
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cell there either.”  I reviewed portions of Prisoner MM’s records after I interviewed him on the 

tour. 274  He had transferred to MCSP on April 18, 2007 after treatment at DMH-Vacaville for 

a serious suicide attempt.  He had several OHU and crisis bed admissions at MCSP, primarily 

related to forced double-celling at MCSP.  During his first admission, he was placed in the 

OHU from June 19 until June 22, 2007, at which time he was transferred to the MHCB. 275  

During the four days he was housed in the OHU, he was observed on suicide precautions, and 

after his transfer to the MHCB on June 26, 2007, he remained on precautions until he was 

discharged with a recommendation that he be provided with a 2 week temporary single cell 

chrono.276  On July 3, 2007, nine days later, custody staff tried to force him to take a cellmate 

despite the chrono, and when he refused, he was placed in segregation.277  Again, on July 18, 

2007, he was issued a rules violation for refusing to double cell.278  According to the report, 

“I/M said that he would just go back to Ad-Seg because he couldn’t deal with all of this.  I 

again ordered I/M to move and again he refused.  At this time I placed I/M in mechanical 

restraints (handcuffs).”279  There is a clinical summary for the Ad Seg classification committee 

that notes that “I/M’s claim at single cell status is correct.  There is a note in UHR dated 

6/26/07 signed by Dr. Riley, “single status x 2 wks.” 280   His clinician wrote several chronos 

on his behalf recommending single-cell status, yet custody staff was unwilling or unable to 

honor these chronos.  On October 12, 2007, he filed an administrative appeal requesting single 

cell status and attached a chrono from an EOP clinician describing why he required single cell 

                                              
274 Coleman Pls.’ Trial Ex. 97. 
275 Coleman Pls.’ Trial Ex. 97. 
276 Coleman Pls.’ Trial Ex. 97. 
277 Coleman Pls.’ Trial Ex. 97. 
278 Coleman Pls.’ Trial Ex. 97. 
279 Coleman Pls.’ Trial Ex. 97. 
280 Id. 
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status, but his appeal was denied.  On January 17, 2008, his case manager wrote:  “Mood 

anxious, agitated, tearful affect; it seems in the best interest of patient and peers that he be 

placed in a single cell…He continues to consider requested Ad Seg placement in order to be 

alone as he does not want to harm others while struggling with overwhelming emotions and 

memories.”281  On January 31, 2008, he met with his case manager and told him that another 

prisoner had been moved into his cell the night before.282  He was quite agitated and his case 

manager referred him for admission to the OHU.”283  He reported to clinical staff that he was 

not suicidal, but that “I need a single cell or I might hurt someone.”284  He was transferred from 

the OHU to the CTC where he remained for two weeks until he was transferred to CMF-

Vacaville’s acute program on February 16, 2007.  Custody staff at Mule Creek repeatedly 

over-rode clinical recommendations that this fragile EOP patient have a single cell which was 

likely a contributing factor in his decompensation and resulting referral and transfer back to the 

DMH acute program, which has a waiting list for these scarce beds.     

184. The EOP treatment area in A Facility was short on space. Staff told me that they 

would hold more groups if they had the space to do so. I was told that the clinical staff shares 

offices and handle large caseloads. Even so, general population prisoners are not given 

opportunities to participate in groups. A prisoner in one the groups that I spoke with said “we 

are packed—people aren’t getting the help they need. There’s just not enough programs, and 

there are a lot of guys here who can’t function but aren’t getting any help.” Another one told 

me that many CCCMS prisoners are concerned that, if they appear to function too well, they 

will be pushed out of the groups, because there are so few of them and the spaces are reserved 

for the least functioning prisoners.  

                                              
281 Id. 
282 Id.  
283 Id.  
284 Id.  
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185. At the CTC staff told me that “we are always full here.” When there are overflow 

prisoners, they are sent to the A Facility OHU that I described above. The staff indicated that 

there have been times when there were so many prisoners in crisis that they not only filled the 

OHU but had to look for additional alternative space to house them. The longest delays in 

transferring prisoners from the CTC occur for those who are awaiting DMH transfers (for 

which the wait has been as long as 45 days). 

(iii) Staff Concerns Related to Overcrowding 

186. Everywhere I went in this prison the clinical staff voiced concerns about 

inadequate space. In the B Facility mental health program building, clinicians need to schedule 

shared rooms for individual interviews or treatment. The clinical staff shares offices—one 

standard size office is used by four different psychiatrists and is also where all of the medical 

records are stored. Another office houses 7 or 8 recreational therapists, and there were 6 nurses 

using another small office. A psychiatric technician candidly explained the shortage of 

treatment space impacted the prisoners on the mental health caseload: “Even though we don’t 

have the dayrooms full of beds, these are mentally ill prisoners, many of whom are paranoid. 

They get frightened and withdrawn because of the overcrowding. There is nowhere for them to 

have privacy. There are people everywhere on the unit and the prisoners are suffering because 

of it.” She went on to say that: “I can see it in the tension in the yard, the apprehension of the 

prisoners—there are men who are afraid to go out—they have other prisoners accompany 

them.” 

187. In fact, the psychologist who accompanied me on the tour spoke candidly as we 

left this area. She told me that her clinical staff is very concerned about their ethical and legal 

and professional standards being compromised, “the staff is doing its best, but… as a clinician, 

this is a very, very serious situation—you know what I mean.”  When I asked her if she would 

elaborate, and tell me how overcrowding was affecting the staff’s ability to “ethically, legally, 

and professionally” do their job, the assistant attorney general on the tour informed me that I 

was not allowed to ask such a question. “If you want her opinion on that, depose her,” as she 

put it. 
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188. It was obvious that one of the overriding concerns among the clinicians was the 

quality of treatment that they could provide under the conditions that prevailed at the prison, 

given the lack of usable and appropriate treatment and office space, staff vacancies, and the 

overwhelming numbers of prisoners. Many of the treatment areas I saw at Mule Creek lacked 

even a modicum of privacy and, even when there were cubicles and partitions, it was possible 

to overhear what was being said. For example, two groups were underway when I entered the 

B Annex and the prisoners were talking in hushed tones, presumably in an unsuccessful 

attempt to keep the content of the group confidential. 

(iv) Overcrowding and Housing Units 

189. Prisoners on the MHSDS caseload are housed in the “non-traditional” beds, 

which include dayroom and gyms with triple bunks.  The makeshift gymnasium dormitory on 

B Facility is similar to those at the other prisons I visited, except that there are triple bunks, and 

all levels are filled with prisoners. Staff reported that there are three gyms filled with these 

bunks at MCSP.  The correctional officer on duty in the B Facility gym told me that they tried 

to insure that only about a third of the prisoners were in the dorm at any one time, except for 

count and when everyone returned to the dorm in the evening. Prisoners who feel they are 

unable to tolerate dormitory housing like this can request an exemption; however the 

correctional staff member and the clinician who accompanied me on the tour both agreed that 

it was rare that such an exemption would be granted, in part because there were too few 

alternative housing spaces to accommodate them.  

190. Just as with the other gymnasium dormitories, there were obvious security 

concerns and blind spots throughout the unit. Prisoners have clothing and towels draped down 

the sides of their bunks in an attempt to create minimal amounts of privacy, but this also means 

that it is impossible to see what is taking place almost anywhere in the unit. The correctional 

officer overseeing the dormitory from the raised guard station told me, “we can’t see very well 

from up here. We have to rely on informants” to know what is going on in the unit. He also 

told me that there are too many people for correctional staff to monitor or be sensitive to:  “we 

have to rely on other prisoners to tell us that their bunk mate is not handling it well.” 
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191. In another of the makeshift gymnasium dormitories, a female staff member told 

me that “the biggest problem is too many people and not enough space. There’s a guy in here 

who has been in 23 years. He has lots of stuff, but where will he keep it? There are blind spots 

all over here. It is dangerous for staff and prisoners. Triple bunking has made a difference. You 

just can’t see any place. When you go back there [pointing to the far corner of the gym] even 

the gunman can’t see us. It gets really, really hot [in the summer] and the swamp coolers are 

ineffective.” 

192. A number of the housing units had makeshift dayroom dormitories in them, with 

rows of triple bunks where several dozen “extra” prisoners were housed in the unit. Among the 

many indignities that this kind of housing imposes, prisoners complained that there was only 

one toilet for some 20 prisoners (located in cells that were set aside to serve as bathrooms for 

the prisoners on the dayroom bunks). They told me that the line after breakfast was especially 

long, and prisoners who have to urinate badly or have problems with bladder control have a 

difficult time managing the wait. Prisoners also explained that, although they are allowed to 

use the dayroom tables until 9 PM, they are not allowed to be on the dayroom floor after that. 

Essentially this means that they are confined to their beds from 9 PM until the morning. Not 

surprisingly, prisoners on the bottom and middle bunks had an especially difficult time with 

this. 

193. A prisoner in one of these makeshift dayroom dorm beds told me that he was a 

Level IV CCCMS prisoner who could not handle the stress of this kind of housing: “Because I 

can’t take the pressure I have gone off on people—living in a gym or dayroom, having to deal 

with all these people—I told them that I was being placed at risk.” After living in one of the 

gym dorms, he was attacked by another prisoner. He told prison officials that “if you put me 

back in the gym, I’m not going to handle it.” In response, he was sent to a triple-bunked 

dayroom dormitory instead. 

194. One of the prisoners I interviewed spoke eloquently about the problems prisoners 

at Mule Creek confronted: “Since it’s gotten crowded, you can’t get the help you need. They 

tell you they don’t have enough staff—so you get so frustrated, you don’t think anybody cares, 
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so you feel even more hopeless.” He also told me that the groups that are being run there are 

predominately recreation time. “We get 4 hours of core group a week. The rest of the group is 

just recreation. You just go out to the yard with your group and shoot baskets.”  

(v) Extreme Adaptations to Overcrowding 

195. Building 13 was one of the most bizarre housing units I have ever seen in a 

maximum or medium security prison.  A tall, chain link fence divides both floors of one 

section of the unit, ostensibly into Ad Seg cells on one side and reception cells on the other.  

However, the Ad Seg population in the unit continues to grow, so MCSP has had to “convert” 

some of the standard cells for Ad Seg use. As the Sergeant in charge of the unit explained: 

“We are really struggling here with the layout. We have people in Ad Seg cells that don’t have 

food ports, we don’t have grill gates on some of the showers, so these guys have to be escorted 

when we take them out of the unit… We have huge problems with suicide prevention because 

we don’t have enough officers.” The officer shortage is intensified because the Ad Seg 

prisoners in the cells without the food ports require an entirely separate and elaborate 

procedure in order to be fed, one that ties up at least two officers for a considerable period of 

time, simply because of the shortage of appropriate cells.   

196. The Receiver’s staff observed problems in conjunction with the anomalous 

arrangement in Building 13, as described in its  MCSP Operational Assessment, conducted 

after my tour of MCSP: 

In the ASU Overflow, LVN’s distribute medication by sliding pills 
under the door because there is no designated custody officer to 
open the food/handcuff port….  The doors in Building 13 have not 
been retrofitted to prevent “fishing,” which has allowed GP 
inmates who are housed in the building to introduce serious 
contraband by throwing razor blades over the chain link fence 
which are then “fished “ into one of the cells. 285 
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The Receiver’s staff rightly noted that “[t]his practice places the nursing license at risk and 

creates a serious security concern because of the potential for hoarding controlled 

medication.”286   

197. The configuration of Building 12 was almost as problematic, but for different 

reasons. Clinicians have “offices” that sit completely out in the open on the dayroom floor of 

the housing unit, and a semi-circle of treatment cages stands against the wall behind them. 

Even though there are cubicle panels that create what appear to be semi “private” offices, much 

of what goes on in the treatment area is completely visible to the prisoners in the unit, 

especially to the prisoners on the second tier of the unit. Indeed, the treatment cages actually 

face the cells. There is a large EOP and CCCMS population in the unit and it is very noisy, 

with prisoners yelling across the unit. The noise and shouting (and sometimes the taunts) of the 

other prisoners are pervasive and distracting. The psychologist who accompanied me 

acknowledged that the atmosphere is utterly incompatible with effective treatment, but stated 

that the staff was doing the best they could under the circumstances. 

198. Prisoners noted that there were a lot of lockdowns at the facility, and that they 

appeared to be increasing.  Despite being a prison that houses predominately SNY prisoners, 

there were a total of five emergency alarms on the day I was there (either prison-wide alarms 

or alarms within the individual unit that I was touring). During these alarms, all prisoners are 

required to get down on the ground until the emergency is cleared. In addition, the interviews I 

had scheduled at the end of the day were interrupted by a medical emergency in which a 

prisoner had to be evacuated to a hospital by helicopter. When I asked a correctional officer 

involved what had happened, he said, “hanger—guy threw himself off a second floor tier.” 

199. Here, too, the observations of another independent observer—in this instance, the 

Plata Receivership—are worth quoting at some length, in part because of the high level of 

corroboration his assessment provides about the many overcrowding-related problems I 
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described above, and also because the observations and related concessions by institutional 

staff actually post-date my visit to the institution. Thus, the Receiver’s MSCP Operational 

Assessment and Facility Master Plan Report,287 conducted December 18-20, 2007, documented 

many of the same serious overcrowding-related problems that I identified when I toured the 

prison a few months earlier. Despite describing MCSP as “one of the most manageable 

institutions to be found anywhere within the State of California,” and having a staff that 

“obviously [takes] great pride…in the institution,” the Receiver identified a number of serious 

overcrowding-related “barriers to care” for the prisoner/patients housed there.288 The facility 

was operating at well over 200% of capacity (designed for 1700, it housed 3644 at the time the 

Receiver inspected it). In addition to the overall level of overcrowding, the Receiver noted that 

Mule Creek was tasked to “provide mental health services for an ever increasing caseload of 

seriously ill inmate/patients,” in programs that had “expanded exponentially over the last year 

to include 560 EOP level of care inmate/patients, and 1093 inmate/patients at the Correctional 

Clinical Case Management Services (CCCMS) level of care.”289 A 6-page portion of the 

Receiver’s report (pages 10-15) was devoted to the mental health program at Mule Creek and it 

documented numerous, continuing overcrowding-related problems. 

200. The initial portion of the Receiver’s assessment of mental health treatment needs 

was based on observations provided to the team by the Chief of Mental Health Services, who 

told them that there was “an immediate need to expand services” to EOP inmate/patients at 

Mule Creek “in order to provide 10 hours of therapeutic services as required under the 

Coleman Program Guides.” He noted several instances in which custody staff shortages 

prevented needed mental health services from being delivered, including the lack of escorts to 

bring prisoners to the new group therapy modules that were being opened and the need to 
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expand the mental health services offered to Coleman class members (to bring them up to the 

Program Guide-mandated amounts). Indeed, he emphasized that “the only barrier to initiating 

these programs was the lack of custody coverage.”290 

201. The Receiver expressed a number of overcrowding-related concerns with respect 

to the Ad Seg (ASU) at Mule Creek, concluding that “[t]he ASU at MCSP, like health care 

access points in many institutions, has not been resourced sufficiently with custody escort 

personnel to meet operational requirements,”291 and recommended additional officers be 

assigned as “Health Care Access Escort Officers.” These were not the only personnel-related 

shortages. For example, the Receiver also noted that “[t]here were similar custody shortages 

noted in the ASU Overflow.” 

202.  The Receiver also noted that the “high volume of inmate/patient health care 

access contacts” in the Central Health Building at Mule Creek was not supported by sufficient 

correctional officer staffing and supervision, and the Review team “was surprised to discover 

that there is currently no dedicated custody staff assigned to provide supervision and escort of 

inmate/patients to and from the housing units.”292  

203. The Receiver’s conclusions and recommendations about access to the proper 

levels of care addressed several overcrowding-related problems, including what were described 

as “serious space deficiencies for clinical staff,”293 and the insufficient correctional staffing 

levels in the mental health program at the prison. Thus, despite having a mental health program 

that was “extremely well established,” it was compromised by staff shortages—so severe that 

they necessitated the use of so-called “inmate aides” (prisoners who were given the 

responsibility of providing “prompting and support for inmate/patients” by determining if they 
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are present in their cells and want to attend scheduled EOP clinical services). As the Receiver 

concluded, “the current system appears to create significant barriers to care.”294 

204.   The January 25, 2008 Facility Master Plan Report developed in response to the 

assessment repeated many of these overcrowding-related themes. The Report recommended 

that, “[i]n order to adequately service the needs of the inmate populations at the yard clinics 

and reduce the overcrowded conditions that currently exist… Facility Clinics in Yards A, B, 

and C need to be enlarged.”295 The Administrative Segregation Unit received special attention. 

It noted that “[h]ealth services staff are currently operating out of a small kitchen space,” and 

that “[t]here are no designated medical exam or mental health treatment rooms,” so that 

“custody staff must escort restrained Ad Seg. Inmates out of the Ad Seg housing unit” through 

the C Yard to the general population clinic where, because “[i]t is necessary to isolate the Ad 

Seg Inmate during the entire exam process, in essence closing down both the access path and 

the Clinic” while the Ad Seg Prisoner receives treatment, “in order to avoid any possibility for 

an altercation to occur.”296  A timeline was provided in the MCSP Facility Assessment and Plan for 

the overall project, which included Legal Approval for the project by May 3, 2008. If this had occurred 

by May 3rd and all of the component projects are completed on schedule, overall completion of the 

Plan upgrades is projected by March 2009.297  However, in the Receiver’s Eighth Quarterly Report, on 

July 17, 2008, he noted that there is a motion pending regarding the upgrade proposal for Mule Creek 

State Prison.298 Thus, it appears that the timeframe for this project has been delayed.   

205. Mule Creek’s own “Space Needs Survey,” compiled by prison staff and signed 

by the Warden more than two years ago, on March 22, 2006, acknowledged that 

                                              
294 Id. at 29. 
295 Id. at 30. 
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“[d]etermining space and staffing needs is very difficult to speculate as our inmate Mental 

Health population is constantly changing, creating immediate staffing and space 

deficiencies.”299 The Warden expressed two additional, interrelated overcrowding concerns: 

that the “[c]urrent overcrowding packages provide temporary relief” that may evaporate “due 

to population fluctuations,” and the fact that, given continuing operation at over 200 percent of 

capacity, “our existing infrastructure is unable to support proposed growth projections.” 

Apparently, the concerns with respect to adequate water, waste, and electricity were identified 

years earlier in previous proposals from the prison “but have not been funded or scheduled.”300  

e. California Substance Abuse Treatment Facility (SATF) 

(i) SATF Overview 

206. I toured SATF on July 28, 2008.  SATF is located in the Central Valley of 

California, south of Fresno.  During the morning meeting, staff reported the prison census for 

July 28, 2008 at 7,193 prisoners, which was well over 200% capacity for this prison built for 

3,424.301  The population on the CDCR website for the week was listed at 7,156, or 209% of 

capacity.302 SATF is a large, sprawling prison. In fact, we were told that it is physically the 

largest prison in the world, with buildings that stretch out some 1.5 miles long—and that it is 

the world’s most populous. It also may have the dubious distinction of holding the greatest 

number of prisoners beyond its design capacity; on the day we visited it, SATF housed some 

3700 more prisoners than it was built for. 

207. SATF is comprised of seven separate facilities, a Correctional Treatment Center 

with 16 licensed mental health crisis beds, and two administrative segregation units, including 

a stand-alone Ad Seg, where mentally ill prisoners cannot be housed.  The prison houses 
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several different custody levels and its housing types range from cells to large dormitories.  On 

the day of our tour, prison staff also provided us with a packet of documents that included: an 

MHSDS census by yard and level of care, treatment space schedule by day of week and yard, 

MHCB admission/discharge report for April 1 to July 25, 2008, MHCB log for July 28, 2008 

and a list of EOPs at SATF, including their length of stay, endorsement status and comment 

field.  I have reviewed these documents.  Prison staff reported to us during our tour that there 

were a total of 157 prisoners housed in the stand-alone Administrative Segregation unit and 

136 prisoners housed in the regular Ad Seg unit, which is located in E1 (the vast majority of 

which were on the mental health caseload).  SATF does not have an EOP program, which 

means it is not staffed for EOP patients and does not have treatment space allocated for EOP 

programming.  Prior to the day of the tour, the prison staff provided us with MHSDS data 

reporting that approximately 1380 3CMS and 35 EOP prisoners were housed at SATF on July 

21, 2008.303  On July 28, 2008, eight of the 35 EOPs at SATF had been waiting at least 100 

days to transfer to an EOP program.  Almost half of the EOPs had been waiting more than 60 

days, including a significant number of EOPs housed in Ad Seg (who should have been 

transferred to an EOP HUB within 30 days).  According to SATF’s own EOP List, the reason 

for these delays in transfers was the lack of EOP beds system-wide.304   

208. In the draft 20th Report, the Special Master noted that the EOP population at 

SATF had rapidly expanded at SATF by October 2007 “[t]he number of EOP inmates awaiting 

transfer continued to increase, growing from eight in September 2006 to 16 in April 2007 and 

then reaching 23 by the end of October 2007.” 305   During the 20th round of monitoring, SATF 

also experienced difficulty transferring EOPs within transfer requirements and “[t]ransfer 

delays were attributed by staff to the system-wide shortage of Level III and Level IV EOP 
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beds, and in particular the lack of SNY beds at MCSP and EOP hub beds at CSP/Corcoran.”306  

According to the Special Master (and confirmed by SATF staff on the day I toured), SATF 

follows a practice of dispersing EOPs throughout the immense prison. (We were driven in golf 

carts from unit to unit at SATF during the tour.)  As the Special Master noted, this negatively 

impacts the ability of mental health clinicians to provide EOPs with a weekly case manager 

contact. 307 Yet the practice persists.  

(ii) Shortages of Space for Offices and 
Treatment 

209. During our orientation meeting, SATF administrators reported that their mental 

health program was fully staffed, although they still made some use of clinicians from the 

registry (several psychologists and 3.5 psychiatrist positions). However, the increase in staffing 

has created corresponding shortages in space; we were told “we don’t have enough space for 

all the new folks we’ve hired.”  In the staffing data for June 2008 provided by Division of 

Correctional Health Care Services, SATF reported 6 clinical vacancies, with only 2 of their 

vacancies covered by registry clinicians.308 

210. We were also told at the orientation that there were treatment spaces in all of the 

various interconnected facilities that comprise the SATF complex. In addition, however, the 

institution submitted plans about a year ago that would have authorized fairly significant 

additional mental health treatment space to be constructed on each of the yards and in the Ad 

Seg. Unit located in E-1.309 The acting chief psychologist acknowledged that they have not 

heard a word back about the fate of the proposal since it was submitted. Obviously, there has 

been no additional construction. He told us that “we need to be doing more groups, and the 

proposed treatment modules would allow us to do this.” In fact, despite its enormous size, the 
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institution is pressed for space. Chief Deputy Warden Allison said that they were “looking at 

our two vacant gyms”—not for use as gyms but rather as “interim treatment spaces to be 

converted.” In fact, SATF already utilizes chapel areas and some space designed for hobby 

craft in the prison for mental health treatment.  

211. Acting Chief Psychologist Coffin told me that “because we are making use of 

spaces not originally designed for treatment, we are limited even more in the summer months.” 

That is in part because some of the areas that they have converted for use as treatment spaces 

are too hot in the summer, and also because they cannot effectively utilize the yard areas for 

everyone because a number of prisoner/patients are on heat sensitive medications. 

212. The space limitations have resulted in a dispersal of clinical offices and treatment 

spaces to less than ideal areas of the prison. Thus, rather than intelligently and efficiently 

planning the creation of appropriate clinical offices and treatment spaces, the staff has been 

forced to utilize wherever space it can convert for clinical use. Among other things, for 

example, I was told that the Ad Seg clinicians have their offices in A Yard, at another part of 

the prison, even though they are supposed to service prisoners in the Ad Seg unit. Obviously, 

this limits their access to prisoner/patients in their housing units. 

213. Dr. Jesus Juarez, the CTC supervising psychiatrist, told me that the prison 

actually does have staff shortages, and needs more personnel in order to function properly. 

Some of the staff shortages impact little things. For example, he mentioned that he had recently 

been provided with a computer to use at SATF but there were no technical staff available to 

connect it. Other staff shortages pose more serious problems. Dr. Juarez told me that “we are 

short of psychiatrists. We need more. The six we have are not enough.” Dr. Juarez went on to 

explain that his staff is always very busy in the CTC. He said that the MHCBs at SATF are 

always full. If they aren’t filled with SATF prisoners, “then Sacramento sends us people to fill 

up.” They need more clinical staff to meet these needs. 

                                                 
309 Coleman Pls.’ Trial Ex. 101. 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 128 of 267



 

-117- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

214. Dr. Juarez was also emphatic that office and treatment space are “at a premium 

here. I am sharing an office with three other doctors, plus I have to see patients there. I have to 

do dictation when the other doctors are working there. If I get another psychiatrist I’ll have to 

put him in there too. And we run a group in there. We don’t have enough space here…” In 

addition, he told me, the same room “multi-purpose” room—is used for IDTT in the CTC.  

215. The issues of appropriate space and available staffing came up again and again.  

The Triage and Treatment Area (“TTA”) is outside of the CTC.   I was told that prisoners who 

appear to be in a mental health crisis are first brought to the TTA, where they are put in a 

treatment cage—referred to here as a “safety cell”—that sits in the corner of the room. The 

prisoner stays in the cage until a psychiatrist can assess his condition. However, the TTA nurse 

told me that, when there is no psychiatrist on site, a suicidal prisoner could stay in the cage 

overnight, with a custody staff member sitting in front of the cage, observing the prisoner 

throughout. 

(iii) Lack of Beds at Appropriate Level of Care 

(a) EOP Beds  
 

216. At the SATF orientation we heard about a chronic problem that continues to 

plague CDCR facilities—EOPs who have been endorsed for transfer to more appropriate 

programs and levels of care but cannot be moved because of the shortage of bed space. Thus, 

we were told: “the hubs are always full. We call every week—CMF, Corcoran, Salinas 

Valley—they are all full. We try to get them out, but there is no room anywhere and it takes 

months sometime.” The Acting Chief Psychologist told us that their program for the EOPs is to 

have them seen once a week by a case manager, once a month by a psychiatrist, and daily by 

the psych techs, if they are in Ad Seg.  However, they are unable to provide their EOPs with 

group therapy or other enhanced services during their prolonged stays at the prison.  The prison 

staff acknowledged to us in the morning meeting and during the tour of the prison, that they 

made no effort to house the EOP prisoners in a single building on a yard in order to enhance 

the monitoring, safety or clinical care provided to these patients.  In fact, we observed EOP 

prisoners scattered in many yards throughout the prison.  As a result of the extended stays at 
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SATF and the limited mental health treatment provided to these EOPs while they waited for 

transfer, many of them were being admitted to the MHCBs for stabilization, often more than 

once.310  In fact, 15 of the 35 EOPs who were at the prison when we toured, had been admitted 

to the MHCB at least once, and 9 had multiple admissions.311 

(b) MHCB and DMH Access 
 

217. SATF has a CTC that is licensed for 14 mental health crisis beds that they have 

expanded to 18, although four of the beds still require retrofitting to ensure that they are safe 

for suicidal patients. The Chief Psychiatrist noted that all of the beds in the CTC are “flex” 

beds that can be converted to an MHCB. The staff reported that during a shortage of MHCBs, 

they are able to send medical patients out to nearby hospitals to open up bed space for mentally 

ill patients when they are determined to be in crisis. As I noted above, the CTC is “always 

full.” In fact, on the day of our tour, the majority of the MHCBs were filled with patients from 

other prisons, including prisoners from DVI (4), Centinela (2), and CSP-Sacramento (3).  Once 

again, the staff acknowledged that “DMH beds are very, very scarce,” and suggested that the 

wait to transfer typically lasts a minimum of 30 days.   

(c) 3CMS Program 
 

218. In addition to the impacted space and treatment resources in the CTC, and the 

chronic problems with effectuating DMH transfers, SATF appeared to be running a very 

limited program for its 3CMS prisoners.  The Special Master described SATF’s inability to 

provide an adequate 3CMS program to be related to the prison’s limited “success at recruiting 

and retaining clinical staff.” 312 During the 20th round monitoring period, “[c]hronic staff 
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turnover clearly compromised 3CMS services.”313  The Acting Chief Psychologist 

acknowledged to me problems with staff retention but stated that he hoped they would be more 

successful with the new staff hired.  Another staff person during the morning meeting reported 

that staff retention problems were related to their hiring of unlicensed psychologists who 

would leave after they completed their necessary hours for licensing.  When I asked whether 

new hires were licensed, I was informed that they were not.   

219. During our tour of Facility A, I visited the Chapel space that we were told was 

used for group therapy on this yard.  The schedule on the door indicated that the Chapel was 

available for mental health programming only four hours a week, on Tuesdays from 12:00 until 

4 p.m.  Facility A houses approximately 188 3CMS prisoners.314  Perhaps not surprisingly, the 

Special Master found that although group therapy offerings increased on five of the seven 

yards, “inmate demand for groups outpaced CSATF’s ability to provide them and wait lists for 

groups were lengthy.”315 

220. I interviewed several prisoners in A Facility, which houses both EOP and 3CMS 

prisoners in dormitories as well as cells.  When we arrived on the yard and asked whether the 

EOP prisoners were placed in any one particular housing unit, the sergeant told us that they 

were not.  The stories told to me by several A Facility prisoners illustrated some of the ways in 

which overcrowding at SATF limits the staff’s options in dealing with mentally ill prisoners 

and the level of care that is provided. The first prisoner that I interviewed, Prisoner NN had a 

significant history of DMH inpatient hospitalization that immediately pre-dated his arrival at 

SATF four weeks earlier. He had come from the DMH psychiatric Hospital at Coalinga, where 

he had been for 10 months and, before that, he spent some 8-9 months at DMH’s Atascadero 

hospital. Before going to Atascadero, he was a 3CMS prisoner at SATF.  Yet Prisoner NN was 
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returned to SATF at his former level of care – 3CMS – six weeks before he was scheduled for 

parole, apparently with no parole discharge planning provided.  He told me he was diagnosed 

with PTSD (the result of extensive child abuse) and bi-polar disorder, and currently takes 

Thorazine, Effexor, and Depakote. He said that “there’s a lot in my case file,” but that for some 

reason “the psychs have overlooked it.”  Prisoner NN has been in and out of prison several 

times since 1996, most of the time returning because he said that he “self medicates” when he 

experiences mental health problems and psychological stress on the street. He told me that his 

psychological problems are greatly exacerbated when he is forced to live in open dormitory 

settings. He feels vulnerable and crowded and his PTSD symptoms are aggravated. He 

elaborated that “I’m very sensitive to lights, noise, crowds—people make me anxious when 

they are all around, and it’s so crowded here.” When he feels crowded in this way, “I become 

paranoid, sure that other prisoners are against me, trying to harass me,[that] people are talking 

about me. So I tried to kill myself.” Prisoner NN showed me long cuts on his arms from this 

suicide attempt, and said that he had received 110 stitches as a result of this. He also said that 

he is an active participant in programs when they are available and that, for example, the 

mental health program at Coalinga was a good one in which he had been actively involved. 

Indeed, he said his psychiatric condition began to noticeably improve when he was at 

Coalinga. However, it deteriorated when he was sent back to SATF. He told me: “I started 

getting suicidal again.”  He told staff that he was feeling suicidal and he was admitted to the 

CTC on July 3, 2008 for suicide precautions and was kept there for fourteen days.316  He told 

me: “I preferred being naked on a bed in CTC to being in a dorm. But they moved me back to 

the dorm anyway.” After this crisis bed admission, his level of care was raised to EOP.  

221. Prisoner NN was most upset about the unresponsiveness of custody and clinical 

staff to the difficult time he had coping with the overcrowded conditions in the dorm and the 

way those conditions exacerbated his mental health symptoms since he returned to prison from 
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the DMH hospital. He said that staff “feel its our own fault and don’t do much for us, unless 

they are forced to.” In fact, he said, “how we are housed, in the face of the overcrowding, isn’t 

something that they bother with. They can’t.”  He insisted that he had tried to talk with staff 

about the way that he was panicked by the dorm housing and the fact that it was adversely 

affecting his mental health, but to no avail: “Before I tried to kill myself, I told them what was 

happening,” but “they said the dorm housing was not something they could change.” Even 

after he told them, directly, “something is going to happen,” they “shrugged and said, ‘[we] 

can’t help you.’” Prisoner NN said that he was forced to live in the crowded dormitory even 

though he had a “cell-living only” chrono (that SATF refused to honor). He also said that, 

since coming back to SATF from the state mental hospital about a month ago, the only EOP 

program that was available in his unit was a once a week meeting with a psychologist. He has 

had no groups at all over this one month period. Remarkably, this prisoner is scheduled to 

parole from prison in about two weeks—on August 15, 2008. 

222. I interviewed a second prisoner from A Facility who also had a significant 

mental health history but was receiving very little treatment for it.  Prisoner OO has had 

several prior CDCR prison terms and is now at SATF for a parole violation. He has been on 

the mental health caseload off and on, and has taken psychotropic medications for depression. 

The last time he entered prison, around April, 2008, he went through the Reception Center at 

the Duel Vocation Institution (DVI), where he sought mental health help and even requested 

placement in solitary confinement to try to ward off a deepening depression that he felt was 

brought about by a number of deaths that had recently occurred in his family. He told me that 

staff there said “everybody has deaths, learn to get over it.” When he came to SATF about a 

month later, at the end of May, 2008, he felt his depression “just got worse, I was getting more 

desperate.”  Prisoner OO sent clinical staff here a chrono asking for help for the depression, but 

got no response.  After a few days, he was frustrated and angry and received a CDCR 115 for 

his disruptive behavior. He was put in a holding cell and eventually taken to the CTC, where 

he spent 7 days. He said they “gave me meds, [put me] on a bare mattress, in a wrap around 

garment.”  
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223. After about 7 days in the CTC, Prisoner OO was placed on the mental health 

caseload as 3CMS and was sent to the gym. Since being released from the CTC, several 

months ago, he told me: “I’ve had no groups, seen my case manager only twice, and the 

psychiatrist who does meds review once—that’s it.” Prisoner OO said he doesn’t’ know if 

there are any groups he can participate in—“no one told me anything”—hasn’t discussed a 

treatment plan with the IDTT, and says that his case manager “just asks me, ‘how are you 

doing?’ and doesn’t seem concerned about providing me treatment.” 

224. The third A Facility prisoner, Prisoner PP is a 37 year-old man who said 

although he had made several suicide attempts when he was younger, and had suffered 

extensive sexual and other kinds of abuse in his life, this was the first time he had been in any 

type of mental health program while in prison. When he came into the prison system, through 

the Reception Center at DVI, he could not sleep and was hearing voices. At DVI “I got to see 

the psychologist right away, they gave me meds to calm me down.” But then he was sent to 

SATF. He was 3CMS when he got here but told me that his clinician felt he should be placed 

on EOP status because he was not coping well at the prison. In fact, he is listed on SATF’s 

EOP Log as EOP since April 17, 2008.317  He is taking Remeron, Vistaril, and Depakote. He 

told me that “A-2 is a hard place to live… [there is] constant movement, noise, fast paced, 

shadows.”   Prisoner PP said he had a much easier time handling cell housing than the 

dormitory unit he is in. He feels that he has been given very little mental health help to cope 

with his problems or the situation that he is facing. Thus, he said that despite being at SATF 

since May, 2007, he had been in no groups at all and had to ask for contact with his 

psychologist rather than being in a program where regular contact was provided as a matter of 

course.  

225. In fact, Prisoner PP said that he has no real program of any kind here. Because he 

already has his GED he is not eligible for educational classes and, because he is required to 
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complete fully 85% of his sentence, is not eligible for work assignments. Not only is it difficult 

to absorb the day-to-day idleness and lack of mental health treatment but, he told me, “we are 

locked down whenever our yard or B Yard has problems.” He went on to explain that because 

the prison is short of custody staff, whenever one yard is locked down, the adjoining one is too 

because the correctional staff are called to that other yard. (This practice was later confirmed to 

me by custody staff.)  Prisoner PP said that it was not uncommon for this to happen a couple of 

times a week, and that some of the lockdowns lasted as long as a week or two. He told me that 

he had been endorsed for transfer and is on the wait list for an EOP/SNY program. However, 

his clinician told him that “the only reason I’m not moving is that there aren’t enough beds,” 

and he had no idea whether or when he would go.  Prisoner PP should have transferred to an 

EOP program by June 16, 2008, but his log entry states “no beds” as the reason for his delayed 

transfer.”318 

226. Finally, I interviewed Prisoner QQ, who is a 35-year old man who explained that 

he first came into the prison system when he was in his 20s, and began receiving his first 

mental health care the last time he entered prison. He said that he began hearing voices and 

seeing things in the Orange County Jail and that he continues to do so. He is taking Resperidol 

and Zoloft now.  Prisoner QQ was 3CMS until May 15, 2008, when he was placed on EOP 

status.319 He told me that he had never learned to read or write, and also that he was 

developmentally disabled. Like the other prisoners I spoke with, he was very concerned 

because he is not getting enough mental health care while he waits for his transfer to an EOP 

program.  He said he sees his case manager once a week, in the chapel, and the case manager 

just asks him about the voices. This brief contact and the medications he takes are the full 

extent of the treatment that he receives. “I am just waiting to be transferred to an EOP 

program. I heard it takes a long time.” In the meantime, he is living in the dormitory in A Yard. 
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He told me: “It’s hard over in the dorm. I’m trying to learn how to live there. The noise in the 

dorm makes the voices louder.” He, too, confirmed that the unit is plagued by numerous 

lockdowns that can go on for days at a time.  Prisoner QQ is listed on SATF’s EOP Chart with 

a notation that his transfer is delayed because of “no beds.”320 

(d) Ad Seg Issues 
 

227. I toured the stand alone Ad Seg unit at SATF, where we were told that there were 

no 3CMS or EOPs currently housed. There are offices in the Ad Seg unit with individual cages 

in them that the clinical staff uses for assessments and also one-to-one treatment. We were 

shown a holding cell where a suicidal prisoner could be placed pending evaluation and transfer 

to the CTC.  It was totally barren with no bed, toilet or sink, although there was a grate in the 

floor.  The Ad Seg program consists of 10 hours of yard per week, in outside yards that are 

monitored over television screens and a gunner. The prisoners in Ad Seg also get access to law 

library and recreational books, which are brought to their cells. They can choose to have a 

radio or a television but, if the get a 115 disciplinary write up (for example, for refusing to 

double cell with another prisoner), their television can be taken away. The Ad Seg is 

configured as a straight row of cells—the 180 degree design, only one tier high. The cells are 

totally barren inside. There is a television, in the cells that have them, sitting on a makeshift 

stand. There are no shelves in the cells. The cells themselves are all concrete, including the 

bunks. The “yards” are completely caged-in, about the size of the cells in dimension. As our 

correctional escort acknowledged as we toured the unit: “These units are not good for the 

mental health of inmates, there is nothing for them to do or see.”  

228. I also toured the E-1 Ad Seg unit, which has a “capacity” of 200—if all of the 

prisoners are double-celled—but currently holds 136. The unit sergeant explained that the unit 

has a heavy concentration of Coleman class members. He estimated that there were as many as 

100 3CMS and 6 EOPs in the unit that day. The EOP prisoners are mixed in with the others, 
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and none of the prisoners on the mental health caseload are housed in a special area or 

concentrated in any particular part of the unit. The unit roster indicated that some of the EOP 

prisoners had been in the Ad Seg unit since December, 2007, and others since February, 2008.  

I looked into the case of one of them in particular, Prisoner RR, who had been in the unit since 

December, 2007. He was described as having many mental health issues, suicide attempts, and 

behavior problems.  Prisoner RR appears on the EOP Log with EOP level of care as of July 25, 

2008.   However, the MHCB admission log noted that he was admitted to the MHCB on March 

27, 2008 from Ad Seg and was EOP level of care.321  During his four admissions to the MHCB 

listed on this log over the past few months, his level of care bounced back and forth between 

EOP and 3CMS, and during the seven months he has lived in the unit, he remained in this 

regular Ad Seg, rather than an EOP Hub where he would have received increased mental 

health care.322 Yet, as the unit sergeant explained, “these EOPs have been endorsed for hubs 

and they are just sitting here waiting for a bed somewhere in the system.”  There were holding 

cages along the side of the unit floor that the sergeant told us were used for individual clinical 

appointments as well as for other purposes (that included disciplinary cases).  The sergeant 

explained that there had been treatment cages recently placed on the dayroom floor but then 

removed; he did not know whether new cages would be placed there later.  In fact, if treatment 

cages are placed on the dayroom floor of this housing unit for group therapy sessions, they 

would not provide adequate sound or visual privacy to the prisoners participating in group 

therapy.    

(e) Overcrowding in Housing Units 
 

229. As I noted earlier, despite the enormous size of the institution, SATF is plagued 

by overcrowding. It has more prisoners than it can properly house and, among other things, has 

had to convert gyms into dormitories just to hold them. In the makeshift gym dorm that I 
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toured in A Yard, I saw what has become an all too familiar scene inside California prisons—

more than a hundred men sitting in or milling around their open bunks, with little or nothing to 

do.  The floor officer in this makeshift gym dorm did not know how many prisoners in the unit 

were on the mental health caseload or who they might be. I noted that the unit was relatively 

clean and quieter than some other gym dorms I have seen. The officer explained that this is 

because the unit is reserved largely for short-termer prisoners who are about to parole. He said, 

“we don’t want any problems, so [we tell them] keep your bed clean, do your classes or 

whatever, and don’t make waves.” A prisoner in the gym, Prisoner SS told me that he has been 

diagnosed with bi-polar disorder and is 3CMS. He has made three requests within the last 

month to have his medication changed, but nothing has happened. He said that he is feeling 

very depressed. Although he sees a psychologist once a month, he has not seen her yet this 

month. In any event, he said, that is the full extent of the treatment he receives. 

230. In another makeshift gym dorm that I saw at SATF—this one in B Facility—the 

prisoners are triple bunked. There are 140 men in this gym dorm, which is a little less clean 

and not as quiet as the previous one. The officer on the floor explained that this dorm, too, is 

intended for short-termers although “we sometimes end up with guys on long-term.” One of 

the sergeants in the unit, told me: “I don’t like the housing here, I don’t like to keep people in 

the humidity. The environment is bad here. I’d like to see the day when we can use a gym as a 

gym. But I guess that’s just me.” He noted that, in addition to complicating the supervision of 

the unit, it strains the infrastructure (toilets, etc.) and, the increased number of people in the 

unit means that it gets much hotter during the summer months 

231. While in the B Facility gym dorm, I interviewed Prisoner TT who told me that he 

had had serious mental health problems on the street, where he took Seroquel, Prozac, and 

Elavil, and had been an EOP prisoner in his prior term of incarceration. He said that he was 

having mental health problems at SATF, but that the staff was unresponsive and unhelpful to 

his many requests: “I’m not getting any help. I’m a Level I, I have only 6 points—I need help 

before I get out next year. If I get out with these problems, I’m going to be in trouble.” He 

reported to me that when he arrived at SATF he was placed in the Substance Abuse Program 
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on Facility F or G, but he was praying out loud and officers sent him to the mental health crisis 

unit. When he left the crisis unit, he was sent to the B Facility gym dorm. Prisoner TT became 

agitated during the interview and expressed concerns about custody procedures in the gym 

dorm, including the fact that he is placed in handcuffs when he sees his case manager during 

clinical appointments.  He reported that he was refusing clinical care because of the way he 

was being mistreated. I spoke to the Acting Chief Psychologist about my concerns regarding 

this prisoner’s level of care and his continued housing in the overcrowded gym dorm setting. 

232. In addition to makeshift gym dorms, SATF has makeshift dayroom housing on a 

number of units. I toured housing unit E-4, which has 20 extra bunks arranged on each side of 

the unit dayroom. I was told the same arrangement exists in E 2, 3, and 5. Prisoners live out in 

the open, with little or no privacy, in cramped quarters that are in full view of the others in the 

unit. One of the floor officers told me “this is bad. I never thought I’d see the day. I’ve been in 

the system 16 years, and I never thought it could happen.” The added number of prisoners in 

the unit made it more difficult to supervise, taxed the infrastructure (due to overuse of toilets 

and the like), and made the unit hotter in the summer months “with so many extra bodies in 

here.” Although all of the prisoners who have been placed in the dayroom bunks are lower 

custody, the floor officer explained that “3CMS inmates are all over the place. Their mental 

health status is not part of the decision about whether to house them in the dayrooms.” 

233. I interviewed one of the prisoners housed in the unit, who has been endorsed for 

transfer to an EOP program since April 2008 but has been delayed due to “no beds”, and will 

be released from prison in a few months – November 20, 2008.323  Prisoner UU, who is 

currently at EOP level of care, has been in the CDCR for the last three years and has been 

waiting more than three months to transfer to an EOP program.324  The reason provided by the 
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prison for his delayed transfer is “no beds.”325  He reported a history of suicide attempts, 

including a suicide attempt by hanging at Soledad, another where he attempted to cut his neck 

at Wasco, and one at SATF where he cut his arm. He was previously treated at the California 

Men’s Colony at San Luis Obispo as an EOP and recalled that he got one-to-one counseling, 

groups, and participated in a much better program. But now, he said, “I’m getting nothing in 

here—a social worker who does nothing sees me once a week, I get no groups, no nothing.” He 

indicated that he has been asking to go to Mule Creek, to take advantage of the programming 

there, but “they won’t send me.”  He has been admitted to SATF’s CTC for suicidal ideation 

three times since March 29, 2008.326  He explained that his last crisis bed admission occurred 

when “they forced me into the triple bunked gym, no matter what. I had a ‘no triple bunk’ 

order which they ignored. I’ve also been forced into double-bunked dayroom housing, even 

though I’m an EOP. Each time I’ve been forced into these dorms, I start to lose it.”   

234. I also toured C Facility at SATF, which had been on lockdown status since 

Friday (three days before the tour). Apparently, there was conflict on the yard and a large 

group of prisoners began fighting. The sergeant accompanying us indicated that this was 

regarded as a very serious incident and “we’ll be down a while, much more than a week.” He 

indicated that the 3CMS prisoners in this Facility “are all over the place, wherever there are 

beds.” He also explained that, when a unit is in lockdown here, prisoners may be placed in 

restraints and taken to the clinic for the clinical contacts, assuming that there are enough 

custody staff to provide the needed escorts. Otherwise, there will be little or no movement 

anywhere. I toured several of the specific housing units that were on lockdown and, indeed, 

there was literally no movement occurring at all. As I passed through the units to observe the 

conditions, the prisoners who were locked down in their cells complained about the heat, the 

lights, and the inactivity. 
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235. The severe overcrowding-related problems that plague the CDCR adversely 

affect and undermine the quality of care that is afforded to Coleman class members in a variety 

of ways and can accumulate to worsen a mentally ill prisoner’s condition over time. This was 

illustrated in the case of Prisoner VV whom I happened to interview at Mule Creek when I 

toured there on November 2, 2007, and saw again at SATF during my tour of the CTC.  I have 

reviewed portions of Prisoner VV’s central and medical records, including records that I 

reviewed during the tour at SATF.  At the time I saw him at Mule Creek, his level of care was 

EOP and he had been identified with a development disability, hearing and vision 

impairment.327   Prisoner VV had been transferred to Mule Creek from CMF-Vacaville’s acute 

DMH program on June 28, 2007.  His DMH Discharge summary, dated the same day, 

indicated that his level of care was EOP, he was hearing and vision impaired, and had a 

developmental disability (DD2), as well as a diagnosis of Major Depression with psychotic 

features. 328   When he arrived at Mule Creek he was placed in Ad Seg and he remained there 

for many months for safety concerns.  I interviewed him in early November in the Ad Seg unit.  

He continued to receive EOP level of care, and was evaluated by his treatment team on 

November 20, 2007 and retained in EOP.  However, by December 20, 2007, his level of care 

had been reduced to 3CMS.  Clinical notes after that period indicate that he appeared to have 

some difficulty coping with this reduced level of care, especially because he had been told he 

would be transferring to SATF, which was located far from his grandmother, who was a source 

of emotional support to him.  On March 27, 2008, he was issued a Rules Violation for mutual 

combat, but during the report, he told the officer that he “wrote a suicide note stating that I was 

going to create an incident on the yard that would cause the yard-gun C/O to shoot and kill 

me.”329  He was evaluated for suicide risk and found to have a “high risk” and was admitted to 
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the OHU and kept there for six days, until he discharged on April 1, 2008.330  He was never 

transferred to one of the licensed crisis beds at Mule Creek during that period of time.  When 

he was discharged, he was observed on five day suicide follow-up, and three days later, he was 

transferred to SATF on April 9, 2008.  Upon his arrival at SATF, Prisoner VV was 

immediately placed in E-1, Ad Seg “due to lack of available bed space on Facility D.” 331 He 

has experienced serious difficulties coping at SATF and had been admitted to the crisis unit at 

least three times when I encountered him in the CTC on suicide watch on July 28, 2008.   He 

was brought out for an interview in a full-length blue suicide smock and seemed very 

disoriented and upset as he sat down in the treatment cage where I was required to interview 

him. He began by telling me that he had been harassed by custody staff at SATF—“there are a 

lot of people who are mean to me.” He also said that when he came here from the EOP 

program at Mule Creek he stayed in the hole, in Ad Seg, “because they didn’t have a bed” for 

him elsewhere. Then he went to D Yard, in a DDP (developmentally disabled) program that he 

described as “nasty, unclean.” He said he was doubled celled there and that he began to be 

targeted by other prisoners who learned of his child molestation conviction some 15 years ago. 

He told me “there were no groups in D Yard, every so often I’d see a clinician, but not every 

week.” He explained that his mental condition had deteriorated at SATF: “since I’ve gotten 

here I’ve gotten much worse. I am really afraid for my life. I’m hearing voices, I want to die.” 

Prisoner VV is hearing impaired, but he said that the prison has ignored this disability and 

failed to replace his lost hearing aid despite multiple requests.  As a result, he explained, “I 

sometimes miss announcements, so it gets me in trouble.” This apparently led to his latest 

disciplinary write-up, when instructions were given over the loudspeaker and he did not hear 

them. “They put me in the hole for nothing. In the hold I wanted to kill myself because I knew 

the staff would continue to harass me. They put me in a cage and left me there for a long time.”  
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236. Prisoner VV told me that he ended up in the CTC “because I was losing it. I 

thought they were going to kill me. I wanted to kill myself.” He said that he has been in the 

CTC at SATF several times before. This time, it has been for 14 days. He expressed a great 

deal of concern about his future: “I have no idea what I’m going to do to take care of myself. I 

have no skills, I’m really scared. I don’t want to be homeless, sleep out in the rain, eat out of 

garbage cans like the last time I was out.” After I finish talking with Prisoner VV, I went to 

look at his crisis bed cell. It was barren, a mattress pressed to the back corner of the cell, with 

nothing else in it. Nonetheless, although he says the staff wants to return him to D Yard, “I 

won’t go.” I also spoke with his clinician in the CTC, Dr. Jesus Juarez , who told me “today I 

made him EOP. He is having serious problems.” Dr. Juarez confirmed that Prisoner VV has 

hearing problems but noted also that, because of his serious mental health problems, he 

“doesn’t process information well” and “he also gets agitated when he misunderstands things.” 

In addition to his developmental disability, Prisoner VV is diagnosed with schizo-affective 

disorder, has hepatitis, and is suffering from a staph infection that requires him to be on 

quarantine. Dr. Juarez explained that Prisoner VV “will be hard to transfer. He’s a Level IV 

SNY/EOP” who will take “90 days or more” to transfer from SATF.  Prisoner VV will 

eventually transfer back to Mule Creek’s EOP program where I first interviewed him back in 

November 2007.  I reviewed Prisoner VV’s medical records at the end of the day, and the 

clinical notes confirmed his high level of suicidality.  I also discovered during my review of his 

records notes for at least ten other prisoners misfiled inside his medical record.  I notified 

prison staff of this filing error.   

f. California Correctional Institute (CCI) 

(i) CCI Overview 

237. I toured and inspected and interviewed staff and prisoners at CCI on July 29, 

2008.  CCI is located south of Bakersfield, near the Mojave Desert.  The Warden reported that 

the count on the day we were there was 5,625, and this included a total of 1499 prisoners who 

were on the mental health caseload, 1,402 of whom were 3CMS and 95 EOPs.  (The EOP 

population at the prison appears to have increased significantly this year; during the 20th round 
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of monitoring, as of January 1, 2008, the total number of EOPs at the prison was 68.)332 On the 

CDCR official website, CCI’s population was reported as 5,652, or 203 percent of its design 

capacity of 2,783.333 CCI has a reception center, a Security Housing Unit (SHU), 

administrative segregation, Level I and II gym housing, and an unlicensed Outpatient Housing 

Unit (OHU). The prison staff provided me with documents showing OHU admission data from 

January 1, 2008 through July 26, 2008, an EOP log for July 29, 2008, a housing report for 

MHSDS prisoners, an RC EOP transfer log, and a DMH referral log. 

(ii) Insufficient Clinical and Custody Staff 

238.  The high vacancy rates among mental health clinicians at CCI and the use of 

registry staff to fill these vacancies has been a persistent problem at CCI,334 apparently the 

result of very significant and chronic clinical staff recruitment and retention problems. These 

issues surfaced at the very outset of our tour, and were repeatedly mentioned by administrators 

and supervisory staff throughout the day. In fact, the problem was so serious that there seemed 

to be an air of resignation about the problem—“we simply can’t get remotely the number of 

professional people we need to come work here” was the way many of the staff with whom I 

discussed the issue characterized it. For example, the Chief of Psychology, Dr. Walsh 

addressed the issue during our orientation meeting with the prison administration this way: 

“Recruitment and retention? I suppose the word ‘nightmare’ is appropriate. We do everything 

we can but we just can’t get them here.” More than half of their allocated psychiatrist positions 

(5.5 of 8) are filled by contract psychiatrists, and 40% of the psychology positions are open. 

Also at this initial meeting, Dr. McDill, the reception center Senior Psychologist, indicated that 

the prison had utilized some 25,000 contractor hours over the last 8 months to service the 

mental health needs of the prisoner population there. In his words, “that gives you a feel for 

                                              
332 Joint Pls.’ Trial Ex. 57. 
333 Joint Pls.’ Trial Ex. 60. 
334 Joint Pls.’ Trial Ex. 57; Joint Pls.’ Trial Ex. 36. 
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how much we depend on it.”  The June 2008 staffing data provided by CDCR to the Coleman 

Special Master, confirmed CCI’s report of their use of significant contractor hours to fill its 

significant vacancies (28 vacancies, with 21 of them filled by contractors).335 

239.  The Senior Psychiatrist who runs the OHU, Dr. Pouyon, explained that CCI 

relies so heavily on contract mental health personnel like him for a variety of reasons that make 

Tehachapi a difficult place to attract and retain professionals—“the weather, terrain, distance 

from LA—we can’t get physicians here.” 

240.  The severe staffing problem was perhaps most acute among the clinicians, but it 

affected custody staffing levels as well. Some of the severe overcrowding and understaffing 

issues were addressed later by the Associate Warden who accompanied us during several parts 

of the tour. He said that CCI was still significantly understaffed, and that “we have put in for 

96 additional custody staff so we can do what we need, to deliver the basics properly.” In fact, 

the lack of adequate numbers of custody for mental health and medical escorts came up several 

times at CCI. For example, the clinicians in the 4A OHU overflow unit told me that they could 

not run weekday groups in the treatment cages that they had “because there aren’t enough 

custody staff—there are too many things for them to do—so they have to run the groups on 

weekends, with whatever clinical staff are there, when the custody staff has less to do.  

(iii) Use of Substandard, Non-Traditional 
Housing 

241. The overcrowding crisis has profoundly affected prisoner housing at CCI. At our 

initial meeting with Warden Gonzalez at CCI, he acknowledged that the facility had “gyms in 

every yard being used for housing.” The makeshift gym dormitories were “de-activated for 

about a month and a half, but then [population] went back up,” so the prison was forced to 

reactivate them. In addition, there is dayroom housing in the intake area of the prison. All of 

these overcrowding-related problems were evident as I toured the facility. The institution has 

been operating at 200% of capacity for a considerable period of time, with no end—or help—

                                              
335 Coleman Pls.’ Trial Ex. 91, at p. 2. 
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in sight. In fact, the Associate Warden noted that despite facing these very serious space 

shortages, CCI has not yet seen one single “in-fill bed. No ground broken on anything, even 

though CCI is supposed to be one of the first four facilities” to receive these new beds in the 

system. 

242. As the Warden acknowledged at the outset of our tour, there are a number of 

prisoners at CCI who are living in non-traditional housing settings, becoming what the 

Sergeant escorting us for part of our tour at CCI, called “floor sleepers.” Many of the “floor 

sleepers” were in the gym makeshift dormitory that we visited that was being used for 

Reception Center prisoners. The full count inside the gym was 136 prisoners—the entire room 

pretty much filled with open double-bunks on which the prisoners lived. The floor officer, who 

said he had been there five years “so I pretty much know what’s going on,” at first indicated 

that he did not think there were any mental health caseload prisoners housed there. He did not 

have a list of any kind to readily consult. When we checked the housing report for MHSDS, 

however, we found that there were 15 CCCMS prisoners dispersed throughout the makeshift 

dormitory. Conditions inside this housing unit were frankly no better or worse than the others I 

saw throughout CDCR—open, unsafe, lacking in privacy, and providing the prisoners with 

little or nothing to do during the day to pass the time.  

243. We toured another, slightly larger makeshift gym dormitory that is in use in 

Housing Unit 4B, where some 142 prisoners are currently confined. The substandard 

environmental conditions were evident here as well. Here, too, mental health caseload 

prisoners were housed without custody staff being certain of how many or who, exactly, they 

were. One of the floor officers indicated that there were “some” 3CMS prisoners currently 

assigned to this unit and, although there did not appear to be any EOPs there now, they had had 

them there before. Although this type of housing is intended as short term, for Reception 

prisoners, the officer indicated that some prisoners have stayed in the gym dorm for six months 

or more. In addition to the terrible environmental conditions in the unit, it was also apparent 

that the prisoners really have no programming opportunities. As the officer put it, “they have 

the dayroom, play games, that’s it. And they eat in here.” The “dayroom” consists of a series of 
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14 tables, which also serve as the “dining hall” for the gym residents, and 1 television set in the 

dorm (used by 140 prisoners). A prisoner confirmed for me that there was “nothing else to 

do… no program at all.” He was resigned to the fact that this was all he would have access to 

until he paroled from the prison in January, 2009. He said he had been told he would have to 

stay in this unit for another six months or so “because there are no beds anywhere in the system 

to put me.” 

(iv) Severe Lack of Clinical Office and 
Treatment Space 

244. CCI is plagued with very severe clinical office and treatment space shortages. At 

the outset of our tour I asked CCI administrators about the four proposed treatment modules 

that had been requested and were mentioned in documents that I reviewed before my visit.336 

The Warden told me that they had in fact submitted the proposal for these badly needed new 

treatment modules but that, unfortunately, they were not approved. The additions would have 

provided two new mental health and two new medical treatment modules at the prison, ones 

that the administrators at the orientation meeting acknowledged were very badly needed. The 

staff indicated that, instead, they were now “hoping to convert” a visiting area at the prison for 

clinical use, but that this “is a work-in-progress” and little more than an idea at this point. We 

were also told that, in part because of the lack of treatment space and in part because of the 

lack of available custody staff to serve as escorts (addressed further below), it is “a challenge 

on a daily basis to make sure prisoners in SHU/ASU are getting their one hour out-of-cell 

time.” The Chief of Psychology, Dr. Walsh, indicated candidly at the orientation meeting and 

throughout the rest of the day that space was a continuing, critical problem at the facility. He 

told me simply that a great deal of additional space was “badly needed” so that the clinical 

staff could do its job properly.  

245. The Deputy Warden who accompanied us during much of the tour, further 

explained that there were inherent design problems at CCI that compromised their overall 

                                              
336 Coleman Pls.’ Trial Ex. 103. 
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programming capacity. He said that there was no treatment space on the units because 

“treatment” was not something that CCI was originally designed to do. Now that it has been 

made a more central part of CCI’s mission, he said, there is little that can be done to overcome 

the physical limitations that were initially built into the design of the facility. 

246. The first area of the prison we visited was R & R, where we were escorted by a 

Sergeant who told us that most of the prisoners who come into CCI are from San Bernardino 

and Los Angeles counties. It takes them about 6 hours to fully process incoming prisoners into 

the facility through R & R. Even here, however, the lack of appropriate space was a concern. 

Thus, one of the psychologists assigned to this unit explained that the psychological 

assessments that are done in R & R must be completed on one the several open tables out on 

the dayroom floor, which “is not very good but we have no other room.” Obviously, the area is 

not very private and “if someone is nervous or uncomfortable, it’s not very effective” to ask 

them about their mental health concerns in such an open, public area. 

247. Space shortages were evident in other areas of R & R as well. For example, the 

clinic that services the R & R facility has a holding cell that is used to hold suicidal, homicidal, 

or decompensating prisoners until they can be admitted to the infirmary (OHU) or referred to a 

mental health crisis bed.  The mental health staff informed me that a prisoner could be 

routinely held in this cell for as long as four hours but, also, that it has been the case that some 

were kept there for a full day. The delay is caused by the fact that the people who are in charge 

of the OHU are the only ones who can admit prisoners there. One of the psychologists who 

runs the EOP programming for Reception Center prisoners, Dr. Matlen, explained that the 

OHU is “so short staffed, and it’s also a very small OHU, so they are always having to triage.” 

As a result, R & R prisoners in crisis have to wait for the OHU staff to get to them. In a nearby 

office area, there is another holding room, this one containing three holding cages, which a unit 

sergeant explained were originally intended to hold disciplinary cases but now have been 

converted to mental health use. Dr. Matlen indicated that it is not uncommon to have all three 

of them occupied, so that the prisoners have to be interviewed—often about very sensitive 

issues—in each other’s presence. Although no prisoner is supposed to be held in the cages 
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awaiting transfer for longer than 4 hours, and most were not, the log book in the unit indicated 

that some were, for as long as 5 or 6 hours on occasion. 

248. Dr. Matlen also said that they try to run as many EOP groups as they can, to at 

least get the mentally ill prisoners out of their cells, and also to provide some face-to-face 

contacts for them. Dr. Matlen told me she felt that she had adequate staffing with which to run 

these particular EOP programs, in part because their staff allocations were “ratio driven” and 

staffing levels had been set according to the number of prisoners who were being serviced. 

However, she immediately added: “But space? Are you kidding? We don’t have anywhere near 

enough!” Dr. Matlen said that the clinical space shortage at CCI included the lack of office 

space—“we have no real office space for most of the staff,” as well as severely restricted space 

for groups—“we have to use the chapel and the housing units for groups—it’s terrible—the 

chapel doesn’t want us there and the groups in housing are bad—right out in the open where 

everyone can see them.” Dr. Walsh added, “You know the studies about how many rats can 

you put in one small space without them losing it? That’s about where we are with space and 

my staff.” 

249. The OHU at CCI is a standard clinic area, but it is very crowded. Dr. Pouyon, the 

contract Chief Psychiatrist who runs the OHU, told me that space is a very significant problem. 

“I had to give up my desk to other staff. I’m ‘working out of my car,’ so to speak, I walk all 

over the place” in order to do the job.  In fact, the OHU staff have had “space utilization” 

meetings and proposed significant modifications but, unless and until the expansions are 

implemented, as Dr. Pouyon put it: “we’re packed in, have no space to do anything.” 

Moreover, “we don’t even have internet access, our books are old—we can’t get online. We 

are an archaic system and I am trying my best to bring it into the modern era.”  

250. In another part of the OHU we were shown a converted bathroom that now holds 

a desk and a treatment cage, where patients in the OHU can be seen by clinicians. As Dr. Price 

put it, “we’ve gotten better at doing more with less.” Indeed, they were learning to do more 

with less in many parts of CCI. In 4A, where the OHU overflow is housed, for example, one 

psychologist, Dr. Gendalman, showed me her office, which consisted of a cramped broom 
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closet that she actually shares with another clinician. The OHU is a very busy unit with 244 

admissions between January 1 and July 26, 2008.337  CCI has attempted to transfer patients 

from the OHU using the Health Care Placement Unit in CDCR headquarters, but system-wide 

shortages have impacted on their ability to move patients to the appropriate level of care.  In 

March 2008, CCI referred for transfer 8 MHSDS prisoners for MHCB placement, but only one 

transferred after waiting 7 days, and the other 7 returned to their housing units after waiting 

from 2 to 16 days for an MHCB transfer.338  In April 2008, CCI referred 5 prisoners for MHCB 

placement, with 1 placed after waiting 12 days and the remaining 4 returned to their housing 

unit at CCI after waiting from 3 to 20 days for an MHCB transfer.339  In May 2008, CCI 

referred 5 prisoners for MHCB placement, with 1 placed after 7 days, and 4 returned to their 

housing unit after waiting from 4 to 14 days for MHCB placement.  Finally, in June 2008, CCI 

referred 10 prisoners for MHCB placement, with 4 placed after waiting 9 to 14 days, and 6 

returned to their housing unit or parole after waiting from 2 to 43 days for MHCB 

placement.340 

(v) Inability to Provide Appropriate Levels of 
Care 

251. As has been true for all of the CDCR facilities that I have toured, CCI is plagued 

by not being able to transfer mentally ill and other special needs prisoners to the appropriate 

locations elsewhere in the system—the beds the prisoners have been deemed clinically in need 

of. It is a chronic problem here as elsewhere in the system. Thus, Dr. Eppler, one of the 

psychologists working in the Reception Center, told me that CCI is forced to hold EOP 

prisoners who are also SNY for many months, because the only appropriate placement for 

them—the program at Mule Creek State Prison— does not have any space for them: “We have 

                                              
337 Coleman Pls’ Trial Ex. 106. 
338 Coleman Pls.’ Trial Ex.132. 
339 Coleman Pls.’ Trial Ex.133. 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 150 of 267



 

-139- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

to keep EOP/SNYs for 6 or 7 months because they can’t get transferred to Mule Creek.” 

Obviously, this creates special challenges for the CCI clinical staff. As Eppler put it: “I’ve got 

to program them somehow—how can I? They are told they should be moved but they aren’t. 

They don’t get what they know they are entitled to—phone, visits, packages, but don’t [get 

these things] because they are awaiting their transfer, waiting for a bed, for 6 or 7 months!” 

The Special Master was aware of this problem as well, noting during the 20th round of 

monitoring that “[a]dherence to EOP transfer deadlines notably declined during the reporting 

period.”  341  On the MHSDS List for EOPs dated July 29, 2008, showing transfer deadline 

dates, there are a total of 102 EOPs listed and 46 of them (45%) are beyond the transfer 

deadline date.342  The primary reasons provided for the delays are “lack of EOP beds” and “no 

vacancies at endorsed institutions.”343  

252. In addition to the problem of EOP transfers, CCI suffers from an inability to 

provide appropriate levels of care at the facility itself. Thus, at the initial orientation meeting, 

Dr. Alavarez, Senior Psychologist, explained that the OHU currently has 8 beds that are used 

as MHCBs and another four “flex” beds that can be converted from medical to mental health 

use. If mental health needs more beds, medical patients are supposed to be transferred to 

community hospital beds.  But the Chief Medical Officer reported to us that the community 

hospitals were unwilling or unable to accommodate CCI medical transfers so the system did 

not work as planned.  Dr. Pouyon, the OHU director who took us on a tour of the unit, 

introduced us to Dr. Price, an OHU psychologist who told me he was working to simplify the 

OHU admission process for mental health patient/prisoners. But he addressed what he thought 

was a major problem at the CCI OHU: “Our patients are staying too long here—[we’re] 

                                                 
340 Coleman Pls.’ Trial Ex. 135. 
341 Joint Pls.’ Trial Ex. 57 at 255.  
342 Coleman Pls.’ Trial Ex.156. 
343 Id. at pages 4-5. 
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running this like a CTC, but we don’t have a license to function like that—it’s not good 

practice.” He elaborated that, in terms of staffing ratios, space, and equipment, and facility 

infrastructure, the OHU falls far short of the professional standards it should meet for a CTC 

operation.  

253. The problem of prisoner/patients backing up in the OHU because of a lack of bed 

space elsewhere—one that was a chronic issue in all of the other prisons I toured—was clearly 

present at CCI as well. Dr. Pouyon noted that there were “people who we release from OHU 

status but [who] stay here because we don’t have beds.” It is also the case that prisoners remain 

in the OHU for long periods after being accepted for a DMH transfer, where they “languish on 

a waiting list” for months. Indeed, CCI has several prisoners who have been waiting this way 

since February, 2008. Dr. Walsh added that “EOP transfers are not pretty. They are staying 

here longer and longer. We are getting more EOPs coming into the system on parole violations 

who were EOPs when they left—the lack of bed availability is what is killing us.”  

254. Another clinician talked about the OHU “overflow” and the fact that they have 

had to leave mentally ill prisoners in the 4A holding cells for a day or two (and, in the past, it 

was not uncommon to leave them there for as many as three days). The Special Master noted 

this use of “alternative sites” during the 20th round when “seven percent of inmates referred to 

the OHU were placed in ‘alternative’ holding cells pending admission to OHU beds.”344  Dr. 

Price described some of the consequences of this back-up, which results in people being kept 

long-term under conditions that were intended for short-term confinement: “We have people 

who may stay here for quite a long time—they don’t get any yard, no group—they need 

resocialization. So we have psych techs who come in periodically and read newspapers to them 

and so on to make sure they don’t lose sociability completely.” 

255. Being kept in such a place for a long period of time, awaiting transfer to a more 

appropriate facility, would likely affect a person’s “sociability” and a great deal more.  Indeed, 

                                              
344 Joint Plts. Trial Ex. 57 at 255. 
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the cells reserved for mentally ill patient/prisoners in the OHU that I saw were barren, desolate, 

and depressing. In fact, the Special Master reported a “recurring shortage of safety mattresses 

and suicide smocks” during the 20th round of monitoring at CCI.345 Many of the mentally ill 

inmates housed in these cells on the day I toured were lying down on the bare floor, with 

blankets pulled up over their heads.  

256. I visited the 4A treatment area located between Housing Units 5 and 6 to see 

some of the prisoner/patients who were housed there, including two prisoners who had been 

referred to DMH some six months ago (in February) but had yet to be transferred. In fact, I was 

told by a senior psychologist who works in this unit, that DMH had actually dropped these two 

prisoners from their list at the start of July. Thus, he said, both prisoners are now “in limbo,” 

with few alternatives that could be pursued for them. For example, he said, if CCI wanted to 

send them to the EOP program at SVSP, “they’d be 160th on the list… [and] the EOP hub at 

Lancaster is even harder” to get a prisoner into. He told me that they offered the prisoners as 

much in the way of EOP services as they could—which amounted to seeing them once a 

week—“but these guys are needier than that.”  

257. Dr. Gendalman, a clinician on the unit, told me that one of the prisoners I wanted 

to interview, Prisoner WW, was very paranoid and rarely came out of his cell. He will not take 

his medications and does not appear to be eating. She was aware of an incident I, too, saw 

reflected in his records in which he had urinated on his food tray. “We regard [this] as gassing, 

so he had to be in Ad Seg.” Yet she felt strongly that “he doesn’t appear to be decompensating 

enough to be referred [because] they wouldn’t take him. Bizarre behavior doesn’t get you very 

far up on the list” for DMH transfers.  This prisoner appears on the CCI DMH referral log 

provided to me on the day of the tour as accepted to ASH APP on February 29, 2008 and 

remains on the waitlist. 346  

                                              
345 Id.   
346 Coleman Pls.’ Trial Ex.157. 
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258. When I went to Prisoner WW’s cell to speak with him, he appeared very frail and 

very afraid. He told me he saw his clinician once or so a week and agreed that she was helpful. 

But he told me that he does not like to come out of his cell or be around people at all. He said, 

“I don’t like groups. I only go to yard by myself,” and repeated that he was too afraid to come 

out of his cell. Indeed, even as he spoke to me, his eyes were darting around and he was 

nervously looking behind me to the tier, to see who was out there and what was happening. He 

told me that he is very afraid of being placed on EOP because he is sure that it would result in 

his transfer to another prison where he would be killed. Prisoner WW told me that he gets out 

of prison on November 23rd of this month but that he feels he doesn’t need any more help. “I’ll 

be OK,” he told me.   

259.  I saw Prisoner XX one of the Building 5 prisoners who had been awaiting DMH 

transfer for many months. He was brought out to one of the treatment cages in the hallway 

outside the unit, where I interviewed him. He was so floridly psychotic that it was almost 

impossible to converse with him. In the midst of his disorientation, he did manage to tell me: 

“Prison is a certain level of suffering. I don’t know why people want to torture one another.”  

Prisoner XX did manage to tell me that he had been in prison for about 14 years, including 

some time spent at Patton State Hospital, where he said he had been “many times.” His mind 

wandered throughout our interview. He was often unable to respond cogently and he could not 

remember exactly when he had last seen his clinician. He told me he was currently taking 

Resperidol and he thought that it helped him. Prisoner XX said: “I’ve been told that I should be 

going somewhere else, but I don’t know where or when. I can’t predict the future.”  He also is 

listed on the DMH Referral list as accepted to APP on February 8, 2008, but currently on the 

waitlist. 347  

260.  The last prisoner I interviewed, Prisoner YY was also seen in one of the 

treatment cages in the hallway outside 4A. He told me he had been diagnosed with bi-polar and 

                                              
347 Coleman Pls.’ Trial Ex.157. 
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obsessive compulsive disorders, and that he continued to see and hear things that others did 

not. He said that when he is in close confinement he “can’t take it, the walls close in on me.”  

Prisoner YY said that he was once taking a variety of psychotropic medications 

simultaneously, including Remeron, Zoloft, Depakote, and Geodon, and that, because of the 

serious side effects they produced, he now takes only Geodon. He said that he first came into 

the prison system in 1999, at age 17, to serve a sentence of life with parole. At that time, he 

said, he was guarded about what he perceived to be his “mental health problems” because he 

did not want “to let people take advantage of it.” But his problems worsened by the time he got 

to CCI and he began to have visual hallucinations and to hear voices. “They took me to the 

infirmary, to a bare cell, on the floor, where you sleep. It didn’t help me.” Prisoner YY was 

placed on the EOP caseload in November, 2007, but was taken off a few months ago. Although 

he said he still hears the voices all the time, he is getting very little treatment at CCI. There is 

“no helping, no groups—not any help at all… I have no program at all, since April. We haven’t 

even been to yard. I just stay in my cell and watch the walls close in on me.” He appeared to be 

doing poorly at 3CMS level of care. Staff later confirmed that this unit has been on complete 

lockdown (no yard whatsoever) since April 3, 2008, when several staff members were the 

victims of a serious attack by two prisoners.     

(vi) Lack of Adequate Programming in ASU 
and SHU 

261. The lack of adequate programming and treatment in the segregation units at CCI 

was apparent from the last several interviews described above. In addition, the Special Master 

observed that “limited program space [in the administrative segregation units at CCI] often 

forced clinicians to interview inmates in non-confidential settings.” 348 Very severely mentally 

ill prisoners are being housed under extremely harsh conditions with very little out-of-cell time 

or meaningful treatment being provided to them. Some of them appear to be so ill that they 

cannot utilize even the limited clinical contact they are afforded. I have reviewed documents 

                                              
348 Joint Pls.’ Trial Ex. 57 at 256.   
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indicating that there were two suicides in the CCI SHU in 2007. There was another suicide in 

the Ad Seg unit in March 2008 not long before we toured the prison.349 Remarkably, however, 

no one with whom we discussed the problem of suicides at the institution saw fit to inform us 

that another suicide had taken place just a few days before our visit.350   

262. There were additional overcrowding-related problems with mental health 

programming at CCI. The prison is one of several CDCR facilities that house a Security 

Housing Unit (SHU), where prisoners are placed for having been found guilty of what the 

Department regards as the most serious disciplinary infractions. We toured one of these units, 

4B, Housing Unit 5, B section. As we walked toward the unit from the outside, we passed by 

small exercise cages—so-called “individual exercise modules”—where a number of prisoners 

were outside under the midday sun. Prisoners in the SHU here can be double celled “if they are 

compatible,” and many of them do live this way. In the SHU at CCI, mentally ill prisoners are 

not separated from everyone else, and they are not concentrated in one area of the unit. The 

unit I toured was an “old style” SHU that appeared to predate even the Pelican Bay model. One 

of the COs in the SHU told me that he had two suicides in his housing unit in just one week 

last year (December, 2007). He did not know whether either of them was on the mental health 

caseload.  

263.  I interviewed a SHU prisoner, Prisoner ZZ in a treatment cage just outside the 

housing unit. He told me that he had been in prison most of his life—only five years spent on 

the street since 1970.  Prisoner ZZ had been in the SHU at Pelican Bay three different times 

over this period and came to the CCI SHU about four and a half years ago. This is where he 

decided to “de-brief,” and relinquish his prior gang affiliation He explained that he was placed 

on 3CMS status at CCI about three years ago and he was hoping that the debriefing process 

would be finished by now. In fact, he turned in his “autobiography” some 30 months ago and 
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has become very concerned that he has not been transferred to another facility. The stress of 

the long wait and the uncertainty about his fate has made his psychological condition much 

worse: “I’m under a lot of stress now—things are stacking up on me. I was asking repeatedly 

to see a psychiatrist—it took two weeks before he came to see me. Prisoner ZZ is an active 

participant in a group that is held in the treatment cages—he and two other prisoners 

participate in a “how to survive the SHU” group together, which he finds beneficial. But the 

mental health contact is far too limited. He complained that he received only one group per 

week, and had only one regular psych tech contact per week, but he added that “they don’t 

really do anything.”  He reported that the frequency of psych tech rounding was cut back a year 

ago from daily rounding to a psych tech round only once a week.  

264. A second SHU prisoner, Prisoner AAA, appeared to be significantly impaired. 

He told me that he had been in the CDCR for 12 years, serving a sentence of 385 years to life. 

Although he was on 3CMS status early in his prison term, he is now on EOP status.  Prisoner 

AAA has had one brief stint in Patton State Hospital, which occurred in 1996, when he was 

committed there for 72 hours from the streets. He said that he has moved from prison to prison 

for the last 12 years. Prisoner AAA is both hearing and visually impaired, a member of the 

Clark class of developmentally disabled prisoners, and is an EOP prisoner.  He told me that he 

has been hearing voices since he was a teenager, and has taken a number of anti-psychotic 

medications (including Thorazine and Haldol). He understands that he may represent a threat 

to others: “When I get upset, I want to hurt people who are bugging me. I’ve had lots of 

problems with cellies.” He has also attempted suicide on a number of occasions. He told me: 

“I’m psychotic. They make you psychotic in here.” Prisoner AAA was concerned over the 

level of care he was being provided at CCI. He told me: “I kept telling them I wasn’t getting 

any help. As 3CMS you get nothing. I’ve had two groups—they both ended when the clinician 

left, after I opened up to her. [We had] only a couple of sessions, but it stopped.” He told me 

that the psych techs visit the prisoners on the caseload only once a week, “to give you a 

puzzle.” He told me that he had been made an EOP three or four months ago and has been 

awaiting a transfer ever since.  Prisoner AAA was referred for EOP transfer on March 20, 
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2008, but has remained at CCI well beyond the 60 day transfer timeline because of a “lack of 

beds.” 351  Prisoner AAA said that the EOP program at CCI does not differ much from the 

minimal program he had been getting as a 3CMS, except that he gets group once a week, when 

they bring him out to one of the cages. But he also said that the COs are always rushing his 

clinician, asking her if she is finished yet.   

g. North Kern State Prison (NKSP) 

(i) NKSP Overview 

265.  I toured and inspected and interviewed staff and prisoners at NKSP on July 31, 

2008.  According to CDCR data, the facility was operating at 200% capacity on July 30, 2008, 

with 5,404 prisoners confined in a prison designed for 2,694.352  Staff reported to us during the 

tour that the prisoner census on that day was 5,381 prisoners.  They also reported that there 

were 917 3CMS, 66 EOP and 10 MHCB patients in their census.  NKSP has a large reception 

center population spread over four yards.  Yard A has five 270 housing units, with two for 

general population, one gym and three for reception center prisoners.  Yard B has six 

“wingnut” units all for reception center prisoners.  Yard C has four “wingnut” units and two 

dorms, all for reception center prisoners.  Yard D has six wingnut units, five for reception 

center and one for Ad. Seg.  Yard E is a minimum security facility.  A Yard also has a 

makeshift OHU in building 4, which is a mixed housing unit of RC Ad Seg Overflow and the 

OHU.  The prison is located approximately four miles north of Kern Valley State Prison and is 

an exact replica of a neighboring prison, Wasco State Prison.353 

(ii) Shortages of Space for Offices and 
Treatment 

266. At the initial orientation meeting, the prison staff provided me with a log of all 

MHCB admissions for May-July 2008, a NKSP EOP transfer log, a list of all NKSP MHSDS 
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prisoners, and a log of Mental Health Temporary Housing with lengths of stay and re-housing 

locations. Warden Hense began the meeting by acknowledging that the North Kern facility was 

not built with any real programming or treatment space, yet is now required to provide it.  She 

noted that they recently created a temporary “OHU” by modifying a number of cells, but the 

unit is unlicensed and they did not get any additional staffing allocations associated with the 

OHU beds.  So, as she said, “it’s not an actual OHU.”   However, because of the reported 

waitlist of six to ten days for an MHCB, the staff reported that the OHU is regularly used for 

prisoners waiting for a crisis bed. 

267. Previously the Special Master noted about North Kern that “[a]ccess to MHCBs 

also remained problematic. As a result, holding cell usage continued.”354 Among the 

documents provided to me at the onset of the site inspection was a nine page log of prisoners 

who had been placed in temporary housing during May-July 2008 pending review for possible 

placement in an MHCB.355  Among those prisoners who were ultimately placed in an MHCB, 

the lengths of stay in the “mental health temporary housing” ranged from 1.5 hours to 208.8 

hours (or 8.7 days).  Many on this list were held for several days while they waited placement 

in an MHCB. 356  In addition, in June 2008, NKSP referred 97 prisoners to the Health Care 

Placement Unit in Sacramento for assistance in placing them in an MHCB because their own 

local crisis beds were full.357  However, only one of the referrals was actually placed in a crisis 

bed; the remaining 97 referrals were rescinded because they were either returned to their 

housing unit or eventually were placed in one of North Kern’s crisis beds (e.g. only eight of the 
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twenty-one EOPs referred were eventually placed in NKSP’s MHCB unit, with the remaining 

thirteen returned back to their housing unit from the alternative placements.).358 

268. There was a request that the prison had made for a more substantial increase in 

space—specifically, three additional trailers that would have housed three to five additional 

offices each, with space for group and individual treatment and prisoner assessments. 

However, we were informed that the request was not approved. The staff agreed that this was 

unfortunate because the increased space would have provided what Dr. Hirakawa, Chief 

Psychologist, indicated was “what we need, minimally,” to meet Coleman requirements. When 

I talked later with Dr. Hirakawa about the request for the new trailers, and asked him what he 

thought the odds were that North Kern eventually would get the requested additional clinical 

space, he said: “Our chances of getting those trailers funded is slim to none. We’ll just have to 

continue to make do, I’m sure.” 

269.  One of the ways they were “making do” was apparent at the first area of the 

prison I toured after the orientation meeting—a converted prisoner visiting room (complete 

with a row of phones and glass partitions) that now serves as clinical office space. The desks 

are aligned lengthwise, in the long narrow room, where approximately twenty staff members 

share just two computers, none of which have internet access. There is just one phone for all of 

the staff who work in this area. One of the psychiatrists who accompanied us on much of the 

tour, Dr. Pitts, Senior Supervising Psychiatrist, noted that these facilities were “terrible,” and 

he lamented the fact that, among other things, the mental health staff could not rely on internet 

resources to supplement their knowledge. 

270. The severe space shortage has impacted their delivery of mental health services 

in a variety of ways. For example, because North Kern lacks adequate programming space, 

they had devised a plan to conduct a number of treatment groups for mentally ill prisoners in 

the prison chapel. Dr. McNarren, explained to me that they had obtained permission to use the 
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chapel for treatment space and, even though they knew it would be a makeshift arrangement, 

there was no other space available for them to use. However, even this plan had to be placed on 

hold due to the summer heat and lack of air-conditioning in the unit.  To date, they have been 

unable to get this problem fixed. 

271.  Among other things, the shortage of space has prevented the clinical staff from 

doing all of the confidential interviews that they need to do in their offices, and some of them 

have to be conducted at a desk in a hallway, despite the lack of privacy. They also try to have 

at least one group a day for EOPs in each yard but, as Dr. McNarren told me, “it’s hard, with 

everyone competing for space, not enough space to have them.” 

272.  We toured the A-4 housing unit at North Kern, where there were Reception 

Center prisoners housed, some Ad Seg, and a makeshift OHU. The floor officer stated that this 

unit handles MHCB overflow and Ad Seg overflow as well, something it was presently being 

used for. At first we were told that there were no EOPs presently housed there, but then the 

officer checked a unit roster and determined that there were actually two. (Indeed, one was 

yelling to us that he was EOP and had been in this unit since mid-June.) Dr. Hirakawa did not 

know that there were any EOPs in the unit or why the ones we found were there. Prisoner 

BBB, the one yelling to us, is an SNY prisoner who came into North Kern in October of last 

year, and was placed on EOP status in December.  He told me he has been diagnosed with 

schizophrenia and is bi-polar. Prisoner BBB reported that he has been awaiting a transfer to 

Mule Creek but he was accused of indecent exposure and said he was placed back here, in “the 

hole,” about three weeks ago. Indeed, he is listed on a NKSP EOP transfer log dated May 22, 

2008, as arriving at NKSP on October 29, 2007, with EOP level of care noted on December 12, 

2007.  At that time, he was endorsed for transfer to MCSP with his length of stay noted as 162 

days at NKSP.359  However, on the July 29, 2008, EOP Transfer Log, after he was placed in Ad 

Seg, his arrival date was noted as June 16, 2008, and his length of stay listed as only 38 

                                              
359 Coleman Pls.’ Trial Ex. 159. 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 161 of 267



 

-150- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

days.360  It appears from this log that his referral for transfer to Mule Creek was rescinded due 

to the rules violation issued to him and his transfer timeline was restarted.  He had been getting 

groups five times a week and seeing his doctor until he was placed in this unit, but now “there 

is no programming… You sit in group in the dayroom, where you can’t hear sometimes, or 

other prisoners are at their door listening to you.”  Prisoner BBB indicated that he had to stand 

at his cell door and yell to his doctor that he wanted to see him. He said that his clinician did 

come on a regular basis, but that he was having a hard time getting a review or change in his 

medications. In addition, “when I do see my doc, I have to get pulled out to the cage. You 

don’t feel comfortable talking, especially if there are others around.” He reported further that 

the Ad Seg unit was taking a toll on him: The COs here all call us ‘J-Cats.” I am pacing, I 

haven’t slept all night, trying to hold it together, not losing it. There are quite a few people in 

here with mental health problems like me.”  The “Category J Program” was a pre-Coleman 

mental health unit at California Medical Facility (CMF). 

273.  I toured housing unit D-4 (B side), and spoke to one of the EOP officers on the 

unit. She explained that their EOP population is increasing; when she came there about a year 

ago, there were only five EOPs here, and now there are twenty-six of them in the unit. They try 

to hold one or two groups a day for EOPs. Today, for example, a recreational therapy group 

will be held and a so-called “outlier” group for people who cannot be with others. Recreational 

therapy consists of playing games, socializing and, as she put it, “just getting out of the cell for 

an hour.” The groups “would have 20-24 prisoners, out on benches, in the middle of the unit,” 

in the dayroom area. Indeed, the “group space” consisted of a row of a few secured wooden 

benches in the middle of the dayroom floor. There is no privacy, either from the other prisoners 

or staff in the unit, or from anyone else who happens to be out in the dayroom at the time. 
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(iii) Understaffing 

274.  Like virtually all of the prisons in the overcrowded California system, North 

Kern is also plagued by serious staffing shortages. Although the facility had an additional 20 

psychologist positions allocated to them about six months ago to meet their growing need, they 

found it was simply “impossible to fill them.” Thus, they now have a total of 39 psychologist 

positions allocated to them, but only 19 are filled by regular CDCR employees. Some 10 

psychologist positions (of the total shortfall of 19) have been filled through the registry.  In the 

CDCR June 2008 staffing data provided to the Special Master, NKSP reported that nearly a 

quarter—21.59 of 89.59—of its clinical positions were vacant, including 18 psychologist 

positions.361 Only 8 of the 18 psychologist positions were covered by registry clinicians.  362 

275.  I learned from Dr. Hirakawa that they have someone in a temporary or 

“overflow” MHCB every day at North Kern.  Dr. Pitts, Senior Supervising Psychiatrist at the 

prison, told me that the combination of staffing and space shortages affected many aspects of 

mental health care at the facility. For example, he indicated that he had to “steal a psychiatrist 

to staff R & R,” even though “they should be seeing patients but can’t.” He noted that, “when 

you see how many obstacles we face, it’s a miracle there aren’t more suicides.” 

276. James McNarren, Mental Health Supervisor, was also candid about the ways in 

which overcrowding has compromised the delivery of mental health services at North Kern. 

For example, he told me: “[We have] huge space problems. This place was never designed for 

what we are having to do. We are too crowded to do the things we are supposed to do. [We] 

don’t have the space to do treatment, but we try to do the best we can.”  He told me later that 

he thought the problem of excessively long waits for transfers to DMH was getting worse 

rather than better: “It takes forever. There are not enough beds. [We] just can’t get gravely 

disabled prisoners in there.” In addition, he felt that space limitations had forced them to create 
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makeshift treatment areas. “We’ve been having groups on benches in the dayrooms of housing 

units,” for example. 

277.  Dr. McNarren also addressed the very limited level of care that is being 

provided for 3CMS prisoners due to the significant overcrowded-related problem that plague 

North Kern. He explained that these prisoners “are just getting an initial evaluation and then 

only 90-day follow ups—no groups or clinical contact on a regular basis after that. We don’t 

have the staffing or the space to see them. I wish we could, but the Reception Centers, 3CMS 

prisoners are not getting anything. If they make a request, of course, we try to see them, but 

[we] can’t be proactive at all.” 

278. The various ways in which both space and staffing shortages interact with one 

another to compromise mental health programming for Coleman class members was 

underscored in the interviews I conducted with several prisoners at North Kern. The first, 

Prisoner CCC told me he has been at North Kern since January, 2008, approximately 7 months. 

He seemed somewhat disoriented at times, and had difficulties with memory. Prisoner CCC 

told me that he had only completed the 6th grade in school. With respect to his mental health 

status, he told me he is a 3CMS prisoner who hears voices and has long taken psychotropic 

medications. Prisoner CCC said he took Seroquel and Wellbutrin in the past but the doctors 

will not prescribe these medications here.  He said that he had problems getting seen by mental 

health and medical staff in a timely fashion.  For example, he told me that he had finally seen a 

doctor yesterday, after requesting a visit for 88 days.  The longer we talked, the clearer it 

became that Prisoner CCC was very impaired, and that he had a hard time expressing himself.  

He indicated that, while at North Kern, he “had a seizure and officers left me on the floor.” He 

also said that he believed the nurse and the COs were trying to kill him and, “I am afraid for 

my life in here but they don’t care.” Prisoner CCC has about 10 more months before he 

completes the prison term for his parole violation and will be released. He said that he was told 

he would do this entire prison term at North Kern, although he was supposed to transfer to 

CMC.  He explained that he had been “locked up” and eventually brought to this unit about a 

week ago because “I was suffering and I was thinking about killing myself.” When the staff 
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became aware of this, he said, “they put me in a cage, in front of the medical [unit]—they 

didn’t give me any food—I just sat in the cage for 5 or 6 hours before someone came to see 

me. Then they brought me here. Then, just yesterday, a psychologist came to see me.” 

(iv) Reception and Receiving Problems 

279.  North Kern serves as a Reception Center for several Southern California 

counties. The Receiving and Reception area of the prison is struggling under the press of the 

numbers of people who must be processed, with limited space and staffing, on a daily basis. I 

was told that the paperwork that new prisoners come with, off the bus from the county jails and 

into R & R, is minimal. Dr. Hirakawa told me: “We have to try to figure it out—a hundred a 

day—who is mentally ill, who isn’t. We don’t get the information we need from county and 

there are just too many of them.” In addition, because many of the inmates are short-termer 

prisoners, coming in on parole violations and about to be released relatively soon, it is difficult 

to stabilize them before they leave the prison: “We have a guy in a MHCB right now who is 

suicidal. He is paroling today. Our job is to try to stay on top of it with parole.”  

280.  A floor officer at the R & R, explained that, as with all of the Reception Centers, 

“the county is supposed to let us know that a guy has mental health problems. If they don’t, we 

try to pick it up here,” through the brief psychological screening they do. The R & R area at 

North Kern is a large open room, with a semi-circular counter, forming a kind of rotunda area 

in the center, with several large cells or holding tanks arranged along the perimeter. One of the 

psychologists, Dr. Murphy, acknowledged the space problems with which the unit is plagued. 

In fact, the psychiatrist and psychologist who work in the R & R unit must share a converted 

cell that serves as their office.  The area is cramped—there can be two clinicians and two 

prisoners in it on occasion—so Dr. Murphy prefers to do his interviews at the large counter 

area in the center of R & R, even though there is a fair amount of traffic and not a great deal of 

privacy afforded there. He told me that the facility typically receives somewhere between 70-

150 new prisoners, five days a week, and that mental health staff does more extensive 

screening with about 20% of them. When they do, typically “we are blind to detailed medical 
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information [and] just have what county tells us or what the nurse picks up” from the earlier 

brief screening that has been done. 

281.  At the end of the day, I entered C West Building, a regular dormitory housing 

unit that housed 200 reception center prisoners in 100 bunk beds. C West dorm is a mirror 

image of C East dorm.  I was also informed that C Yard has two-story dorms in buildings C1-

4, which I did not visit at NKSP (but did see the same type of structure the next day during my 

tour of Wasco Reception Center).  I had an opportunity to interview several recently arrived 

prisoners who had a perspective on what it was like to be recently processed through R & R. 

(These were prisoners whose names the state’s expert randomly drew from the roster in the 

housing unit.) Because there was no available treatment or office space on the unit, the 

prisoners agreed to be interviewed at the dining tables in the center of the dormitory, as the 

other prisoners in the unit looked on. Also, because dinner was about to be served and the 

tables we were using were needed to feed the prisoners, we were able to interview only a few 

prisoners. 

282.  Prisoner DDD told me he had recently arrived at North Kern and been there for 

a little over a month.  Because he once worked for a sheriff’s department in California, he has 

protective custody concerns. He also suffers from a generalized anxiety disorder for which he 

was taking Zoloft and Trazadone for 10 years on the streets. This was his first prison term and 

he said that he was traumatized by what happened to him at the North Kern R & R—the “worst 

experience I’ve had in my life.” He described being stripped naked at R & R when he arrived, 

and then being moved to a holding cell where he was finally provided with boxers and left by 

himself for six to eight hours. Prisoner DDD said he was then placed in a larger holding tank 

with ten to fifteen other prisoners who were all given mats to sleep on, on the floor of the large 

cell. He believes he was held in R & R for a total of about 36 hours before being moved into an 

actual housing unit. “They said they were waiting for beds to open up.”  It was approximately 

seven days before he was allowed to take his first shower. Other than showers every several 

days after that, he said there was no program whatsoever—not even dayroom—in the housing 

unit where he was kept. Prisoner DDD was dismayed to learn that the medications he had been 
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taking on the street would not be administered to him in prison. The prison psychiatrist told 

him that it simply wasn’t possible. He complained about the lack of mental health care overall: 

“There is no one-to-one therapy of any kind, just a meds consultation where they tell you that 

you can’t have what you need.” As we ended the interview, he told me, “Aside from wanting 

to be dead, I’m doing OK.” 

283.  Prisoner EEE arrived on May 9, 2008, and is also a first termer.  He told me that 

he has only a short sentence to do and should be released in about six months.  He said it was a 

shock to come to North Kern, in part because there were so many people, and so many fights in 

the dorms. (In fact, he said, we had just missed one that occurred in this dorm before we got 

there.) Prisoner EEE had mental health problems on the streets, where his physician had 

prescribed anxiety medication for him. He also said he was taking Wellbutrin at the country 

jail, before coming to North Kern. At North Kern, however, he was taken off Wellbutrin and 

put on Prozac, which was then changed to Effexor (which he told me he finds more effective). 

However, he, too, acknowledged that, aside from the brief clinical contact he had with a 

psychiatrist to review his medications, he has had “no other contact with clinicians,” even 

though, as he said, he “would like to very much.” He told me he felt that his anxiety disorder 

was aggravated by living in the dormitory setting, which has disturbed his sleep and made him 

feel nervous and unsafe.  As he put it, the experience at North Kern is tearing him down 

without giving him an opportunity to build himself back up. 

(v) Lack of Programming 

284. Very little activity and programming appeared to be taking place at North Kern. 

Of course, such widespread idleness is likely taking a toll on prisoners in general and mentally 

ill prisoners in particular. As Dr. Hirakawa acknowledged to me: “The Reception Center is 

locked down most of the time. That’s why there’s so much acuity—no jobs, they don’t know 

where they are going, and only get yard two times a week.” 

285.  Not surprisingly, the lack of programming and activity was especially evident in 

the Ad Seg unit at North Kern. I toured the D-6 Ad Seg unit, where the total count in the unit 

was 157, and there were overflow Ad Seg prisoners on the other side of the unit. The 
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supervising sergeant explained that their EOPs are supposed to be moved out of this unit and 

into a hub EOP. Instead, they “often aren’t and wait for a while in this unit.” According to 

NKSP’s EOP Transfer Log, three of the nine EOPs listed as EOP Ad Seg, were not transferred 

to an EOP Hub within the transfer timeline of 30 days and have remained in the Ad Seg, for 50 

days, 226 days, and 363 days.363 The cell assignment board in the unit indicated that this side 

of the unit held a total of 6 EOP prisoners and about 30 who were 3CMS. Although the 

sergeant did not know offhand exactly who the EOP prisoners in the unit were, or how long 

any particular one had been here, he did know that the EOPs in Ad Seg were treated a bit 

differently from the other Ad Seg prisoners (who essentially had no program at all). The 

sergeant indicated that their policy was to double cell everyone in Ad Seg because of space 

shortages and the difficulty of finding single cells. However, he said that single cell 

assignments could be made when there were obvious gang or safety issues involved or, on 

occasion, when mental health staff intervened.   

286.  Prisoners throughout the CDCR have talked about the pressures that are put on 

them to double cell, even if they feel they cannot handle it, or have a history of having had cell 

fights in the past. This is true of Coleman class members as well as others, despite the fact that 

their mental health conditions may render them singularly ill-suited to have a cell mate. As it 

turned out, this issue was underscored by the two prisoners whom I happened to interview 

next.  

287.  I interviewed Prisoner FFF who told me that he is 28 years old, and has been to 

prison several times before. However, he had never been on the mental health caseload until he 

came into the system this last time, having been returned to custody for a parole violation. He 

said that he has been given a diagnosis of bi-polar disorder, and is now taking Depakote and 

Effexor. His level of care is 3CMS. Although he did not ask for mental health help when he 

was first processed into North Kern, he ended up getting into a fight and was put on suicide 

                                              
363 Coleman Pls.’ Trial Ex. 159. 
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watch after that. He told me that he has always had a problem with his anger, and that he had a 

tendency to “black out” in fights. After his initial fight at North Kern, he served a couple 

month term in the prison Ad Seg.   He was then double-celled and got into another fight—a 

very serious fight—with his cellmate in which he (Prisoner FFF) was sent to the hospital. After 

this hospitalization, he was sent to Ad Seg a second time, because of the cell fight, and served 

an 11-month term. He told me that he was fortunate enough to receive some badly needed 

mental health contact from the clinician who was assigned to the unit, Dr. Roberts. 

Unfortunately, this clinical contact terminated when Prisoner FFF was released from Ad Seg. 

He said that now “I only see my psych every 90 days—I’ve only seen her once. Also, they 

insisted on having a CO in the room with us, and I’m not comfortable doing that.” In fact, he 

said, he keeps putting in requests about his mental health status but they keep being ignored. 

He, too, complained about the overall lack of programming and treatment. Prisoner FFF told 

me he gets yard twice a week, dayroom on the non-yard days, and has a porter job.  Besides 

this limited time—yard and job—the only time he gets out of his cell is to eat in the dayroom. 

There is no other formal programming available. “We don’t even get phone calls here. Visits 

last one hour, behind glass.” He believes “they are handling people by medicating them, ‘here, 

take this, go to sleep.’” 

288. I interviewed an Ad Seg prisoner, Prisoner GGG who told me he re-entered 

CDCR in January, 2007, after one prior prison term. He once had been an active gang member 

and had served more than six years in the Security Housing Units at Corcoran and Pelican Bay. 

However, he dropped out of the gang in 1998, while he was at PBSP SHU. He explained that 

he knew that he had mental health problems for a long time but, because receiving mental 

health treatment was not looked on favorably by his fellow gang members, he did not seek any 

help. When he got out of prison in 2000, he said “I had a really hard time adjusting on the 

streets.” When Prisoner GGG arrived at North Kern in 2007, he got into a very serious fight 

with his cellmate. He ended up in Ad Seg and that’s where he first asked for help with his 

mental health problems. However, Prisoner GGG complained about the lack of treatment or 

programming for 3CMS prisoners at North Kern: “We are lucky if we get 10 minutes of 
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clinical time or contact. I got put on 3CMS but nothing much changed—no change in meds—

they bring you to a cage—you either stand up or sit down, but nothing much happens there.” 

Prisoner GGG acknowledged that 3CMS prisoners also could receive “group” in Ad Seg: “We 

go into the little room next door, stand in those cramped cages, and watch a movie for an hour. 

That’s our ‘group.’”  

289.  I was later able to determine that Prisoner GGG and Prisoner FFF had been 

mutual combatants in the cell fight that resulted in Prisoner FFF’s hospitalization and that led 

to both of them being sent to Ad Seg. Prisoner GGG explained the dilemma for people who are 

having mental health problems, who may have a history of having cell fights and who, because 

they are not be getting along with their present cellmate or feel that they need to be single-

celled, are at risk of subsequent conflicts: “You get a write-up if you won’t double cell. It will 

hold up your transfer for at least 90 days. They force you to take a cellie, even if you’ve had 

multiple instances of cell violence like I have.” In fact, both Prisoner GGG and Prisoner FFF  

were not only on 3CMS status but both said that they have had anger problems in the past. Yet 

they were celled together, got into a very serious fight where one of them was very badly 

injured, and they both did Ad Seg time.   

290.  While I was at the Ad Seg unit, I went into the “treatment” room at the end of 

the unit. It consists of a small, cramped room, with three cages arranged inside. None of the 

cages has seats.  Dr. McNarren told me that they had ordered new cages, ones with seats, a 

while ago but that “we don’t know what happened to them.” I was told that individual mental 

health contacts typically took place out on the unit dayroom floor, also in treatment cages. 

There were three cages arranged in a row on the dayroom floor, with “privacy screens” or 

partitions between them that supposedly protected the individual prisoners from being watched 

by other prisoners in the unit during their counseling session. The unit sergeant told me that he 

made a point of moving the privacy screens back reasonably far from the treatment cages 

themselves, to maximize the distance at which the clinician could stand, “in case the prisoner 

wants to spit on [them] through the cage.” One of the prisoners (Prisoner GGG) told me that he 

felt that the “privacy screens” were superfluous, given the public nature of the sessions 
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themselves. He said: “I have no idea why they use the screens. Everybody can still hear you, 

everybody knows who is going behind the screen, so it makes no sense.” 

(vi) Overcrowding in Housing Units 

291. As I noted above, North Kern was operating at 200% of capacity the day I toured 

there. Not surprisingly, this level of overcrowding translated into the extensive use of “non-

traditional” or “bad” beds—housing prisoners under inappropriate conditions, especially 

inappropriate for the confinement of mentally ill prisoners. For example, I toured a mainline 

housing unit at North Kern, A-2, which has makeshift dayroom housing. The floor officer 

initially indicated that he did not believe there were any mental health caseload prisoners 

housed there, or perhaps there were just a few. If there were any, he did not know who they 

were specifically. In fact, when the prisoner roster was checked, we learned that there were 

some forty-five 3CMS prisoners in this unit alone. There was no program being run for the 

3CMS prisoners in the unit itself; instead, the officer indicated that they would be given ducats 

to go to the clinic, where he thought they could participate in groups. The floor officer also told 

me that it was definitely harder to supervise a unit with dayroom housing like this. There are 

“too many people, too much movement on the floor, [and it] also gets hotter because of so 

many people. Things like showers take longer and so on.” 

292. I also toured the A Yard gym, a large makeshift gym dormitory that holds some 

140 prisoners. This is a unit comprised entirely of working prisoners, including one who is on 

the mental health caseload. A floor officer told me that he typically did not know whether there 

were mental health caseload prisoners in the unit or, if so, who they were:  “I overhear them 

talking to a nurse about meds, and then I know.” But, otherwise, he would not. However, he 

also acknowledged that, although it is rare, he does remember that there have been mental 

health caseload prisoners housed in the gym, sometimes for months. 

(vii) Lack of Beds at Appropriate Level of Care 
and Delays in Transfers 

293. From the very start of our tour at North Kern—from the morning orientation 

meeting and for much of the rest of the day—we heard about the crisis bed shortages at the 
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facility. Chief Psychologist, Dr. Hirakawa told us that the North Kern gets about 100 new 

prisoners each day, and that nowadays it seems many more of them are coming into prison 

who need crisis beds. But the crisis beds simply are not available. On any particular day, he 

said, “we have a census of 6-10 people waiting for a crisis bed… We had to become creative. 

[You’ll] see EOPs, and CCCMSs, Ad Segs in hallways. The reality is that we have no place to 

see patients. It’s a serious problem.”  

294.  In this regard, I toured the CTC trailer at North Kern. It has holding cells in the 

front that are used for prisoners with special needs, and overflow from the CTC itself. The cells 

are not suicide proof. The North Kern CTC has 10 licensed MHCBs. Although there were 

exactly 10 prisoners in the crisis beds on the day we visited, Dr. Schmidt, a psychologist who 

works in the unit, told me that “I’ve been here for 10 years. This is the second time I’ve seen 

no one in our overflow.” He went on to tell me that it was a “big problem” to house the CTC 

overflow “all the way over in A4,” because it limited staff access to them.   

295. This general issue—the lack of beds at the appropriate level of care at North 

Kern—was underscored and illustrated in some of the interviews I conducted with prisoners. 

For example, while in the D-4 housing unit, I interviewed Prisoner HHH.  Prisoner HHH told 

me: “I need help. I’m 3CMS, have been since 1998, diagnosed as a paranoid schizophrenic.” 

He said that he had been sent to Patton State Hospital in the past, and had two prior suicide 

attempts. He also was in an outpatient mental health program the last time he was on the 

streets. Prisoner HHH was returned to CDCR about a year ago and has requested EOP level of 

care to address increased mental health symptoms. However, the request has been refused. He 

is currently taking Geodon, although he has taken Remeron, Zoloft, and Seroquel in the past. 

Prisoner HHH went on to explain that the staff at North Kern “tried to put me in dorms” but 

that he “got suicidal—I hated it.” He is especially concerned about being sent to a dormitory at 

Corcoran State Prison, which he believes is what is in store for him. But, because he is SNY, 

he does not want to go there. In fact, he says, he very much wants to participate in groups, to 

receive some form of counseling or treatment, but feels he is getting nothing but medication 

here. Because he gets out of prison in November, 2009, he says, “I want to get the help I need.” 
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But it does not appear to be available at North Kern. He indicated that he is still hearing voices, 

gets paranoid, and “I worry that people are out to get me.” Yet, even after he has requested 

help and explained his problems, “still nothing happens.” His “program” at North Kern, as he 

described it to me, is that, in addition to twice weekly dayroom: “I stay in the cell all the time, 

except for yard. I go a couple of times a week. That, and TV, and showers, is it.” 

296. North Kern has also found it impossible to meet EOP transfer deadlines. At the 

general orientation meeting, staff informed us that they continued to be concerned about the 

length of time that EOP prisoners were staying at their facility, one that they conceded was not 

designed to house EOPs on a long-term basis. The mental health staff indicated that the 

problem was not so much getting the EOPs endorsed for placement elsewhere but rather 

finding the beds once they were endorsed. The Warden also acknowledged that “we have a lot 

of them, and it’s hard to place [these] inmates.” In fact, the prison’s own data indicate that 25 

of the 66 EOP prisoners (or 38%) at NKSP on July 29, 2008 were there beyond the Coleman 

transfer timelines.364   More problematic, however, was the fact, that EOPs represented 21 

percent of the admissions to the MHCB between May and July 2008, although they are only a 

small percentage of the overall MHSDS population (on July 29, 2008, only 7 percent of the 

overall MHSDS).365  It seems that EOP prisoners who are housed at NKSP without EOP level 

of care do not fair well. The Special Master found that NKSP’s failure to transfer their EOP 

prisoners in a timely fashion was not due to institutional delays, but rather “attributed to lack of 

beds around the state.”366   

297. In addition to problems transferring EOPs, the Special Master found that 

“[a]ccess to DMH acute care was inadequate over the monitoring period.” 367 Indeed, Dr. 

                                              
364 Coleman Pls.’ Trial Ex. 159. 
365 Coleman Pls.’ Trial Ex. 159, Coleman Pls.’ Trial Ex. 160. 
366 Joint Pls.’ Trial Ex. 57 at 238. 
367 Id. at 237. 
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Hirakawa told me something that was echoed everywhere I went, namely that “DMH transfers 

are a real problem. Unless your guy is suicidal, you can’t get him in. [He] sits on the waiting 

list.” Dr. Pitts agreed, saying that the backlog for transfer of gravely disabled prisoners was “a 

real problem. Our gravely disabled patients stay 90 days or so often in the CTC.” Dr. Hirakawa 

said that they have found it very difficult to find any crisis beds elsewhere in the state, and that 

it is rare for their CTC to have an empty bed: “We often have 10 or even 15, which means we 

need to go elsewhere.” 

298.  At the CTC, Dr. Schmidt noted that their DMH referrals “used to languish here 

for 45-60 days,” and that this had “gotten somewhat better in recent months.” But the referrals 

were still staying too long—he could not estimate how long—and if they were not suicidal 

they still “languish a very long time.”  Staff told us about one patient in the CTC who had been 

in the unit for a month since he had been referred and accepted in DMH on June 23, 2008, 38 

days ago.  He was currently number 16 on the DMH waitlist for an acute bed.  There were 

several other patients in the unit who had either been referred to DMH or had extended stays 

and were being evaluated for an acute referral.  Dr. Schmidt noted that “when we put people on 

the DMH referral list for grave disability, they just don’t go, even if they are profoundly 

disabled or dangerous.”  

h. Wasco State Prison (WSP) 

(i) WSP Overview 

299. I toured and inspected and interviewed staff and prisoners at Wasco State Prison 

on August 1, 2008. The prison staff provided me with charts and data reporting the MHSDS 

census, the crisis bed census, EOP transfer data including delay factors, and DMH referrals and 

transfers.  On July 30, 2008, the prison population was reported as 5,938, or 199% of its design 

capacity of 2,984.368   The prison staff reported to us that the mental health population on July 

29, 2008 was 1117 3CMS and 105 EOP and 6 MHCB patients.  Wasco’s physical plant is 

                                              
368 Joint Pls.’ Trial Ex. 59. 
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similar to NKSP, with reception center housing on Yards A-D, in a mix of celled and dorm 

settings.  General population prisoners are housed on Yard A and the Ad Seg is located on 

Yard D.  Yard E is a minimum security facility.  In addition to the CTC which has 6 designated 

MHCBs, the clinical staff reported the existence of overflow crisis beds in B-2, B-6 and D-6.    

300.  Wasco is faced with a number of serious overcrowding-related problems. As we 

were leaving the Administration Building, the Chief Medical Officer (CMO), Dr. Michael 

Songer told me that “we are coming apart at the seems. We don’t have enough space to put 

people, don’t have enough space to see them. Plus, we can’t hire psychiatrists. We just can’t. 

We can hire psychologists but not psychiatrists. It’s a big problem.” These serious 

overcrowding-related issues—lack of clinical staff (in particular, psychiatrists), lack of 

treatment and programming space, and far too many prisoners—jointly undermine the 

treatment of Coleman class members at this facility. 

(ii) Shortages of Space for Offices and 
Treatment 

301.  The Acting Chief Psychologist, Troy Newton told me that he and his staff did 

not have “anywhere near” enough space to do the things they are required to do for the 

overwhelming numbers of prisoners for whom they are responsible. The space shortages 

required all sorts of improvised, makeshift approaches that, in turn, often had unintended 

consequences or compromised the delivery of services in other ways. For example, the lack of 

space required them to convert a prisoner holding area into clinical office space. However, the 

resulting lack of a holding area precluded clinicians from seeing patients in these offices, as 

they originally had intended. 

302.  When Dr. Newton took me to one of the areas where the clinicians are housed, 

he showed me the converted space, which he said staff referred to as “the homeless shelter.” In 

the individual offices that were located in the same building, several psychologists shared each 

one of the desks. Each office had only one phone and no computers. Apparently, some 

computers had been purchased but not hooked up because “we don’t have the tech staff” to do 

it. The space for clerical staff in the clinical office area was also extremely overcrowded. Six 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 175 of 267



 

-164- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

staff members worked inside a very small area, including in a storage closet that had been 

converted into clerical office space. In Dr. Newton’s opinion, mental health staff at Wasco 

need “2 or 3 more buildings” equivalent in size to the two trailers they now occupy. 

303.  I toured the RC EOP “mental health clinic.” The room is reasonably large and 

certainly appropriate to accommodate group therapy or counseling. However, the psychiatric 

technician in the clinic at the time, Ms. Bell, explained that “this is the only room we have for 

group.” With over 90 EOPs, “there can be 20 guys in here at a time—it’s not unusual for the 

room to be jammed.” She also said that the staff tries to run an active EOP group program but 

that sometimes the groups have to be cancelled because of workload issues. Although “group 

is a priority,” she has a number of other responsibilities that prevent her from doing more 

groups, and sometimes interfering with those that are scheduled. For example, she noted that 

she had to cancel some of her groups the week before—“I didn’t have enough time and had too 

much [else] to do”—and that no one had been able to cover them. There are only two 

psychiatric technicians “for 90+ EOPs—we have to walk all over the place because they are all 

over the facility. It takes forever to see them.” The psychiatric technician supervisor who came 

into the clinic as we were leaving confirmed that “it’s really hard to do rounds with 91 EOPs.”  

304.  Wasco’s CMO, Dr. Songer, discussed another overcrowding-related problem 

with me. He told me “at times it’s overwhelming in these suicide watches— 12 outside the 

CTC—we can’t oversee them. There are too few places in the state where we can find crisis 

beds. The [local] hospitals won’t accept a non-acute medical patient anymore, we don’t have 

any way to create space.” He indicated that there have been times in the past when every bed in 

the CTC was filled with MHCB prisoners. Moreover, he talked about tensions with custody 

staff and their inability or unwillingness to provide escorts for prisoners with mental illness and 

medical needs who must be transported throughout the prison to receive proper care: “People 

are ducated and they just don’t get there. It’s frustrating as hell.” He indicated further that this 

was a “huge” problem for the EOPs at Wasco. He acknowledged, as Dr. Newton had earlier, 

that space continues to be a serious problem at the prison. Mental health staff does not have 

enough space for clinicians to see their clients. They have to go on the units to do so, but even 
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this is cumbersome, with custody staff not necessarily always willing to facilitate their contact 

in the units. 

(iii) Overcrowding in Housing Units 

305.  I toured the A Gym, a large three-level bunked makeshift dormitory housing unit 

that, according to the floor officer, currently housed 107 men. It suffered from the same kind of 

degraded environmental conditions and potential security problems as the other makeshift gym 

housing units I have seen in different CDCR facilities. The floor officer noted that, although 

she was not sure whether there were any 3CMS prisoners currently housed in this unit, some 

certainly had been in the past. She told me that even though an effort is made not to retain 

prisoners in this housing unit any longer than necessary, at least one prisoner had been housed 

there since February—a period of some six months. When I asked about the challenges she 

faced working in this unit, she told me “it is a hard place to oversee. We have a gunner, but it’s 

hard to see everything and it gets hot in here a lot,” so prisoners sometimes have a difficult 

time. When she or other officers notice that a prisoner “can’t handle it,” they call mental health 

to arrange a visit. 

(iv) Lack of Beds at Appropriate Level of Care 
and Transfer Delays 

306. I toured one of the Reception Center housing units, B-2(B). One of the floor 

officers in the unit, explained that this unit housed “a little bit of everything, including EOPs, 

SNYs, Armstrong class members, DDPs, and Suicide Watch overflows.” There were 13 men 

living in makeshift triple and double bunks, set out on the dayroom floor, directly in front of 

the unit television on the wall. He acknowledged that EOP prisoners could be housed in these 

open bunks, depending on their circumstances—“I have done it lots of times.” As I found was 

true of most of the units in the various prisons I toured, however, the officer did not know 

offhand how many EOPs he presently had in his unit, and he was not at all certain of exactly 

who any of them were: “We don’t have an open list and I don’t know.” He indicated that a 

number of groups were held in the housing unit. However, they were conducted at the fixed 
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metal tables on the dayroom floor, ones that he said were open to everyone in the unit, 

regardless of their mental health status. 

307.  I asked the Unit Sergeant about the suicide watch cells in the unit. He told me: “I 

don’t think it is a good idea to have suicide watch cells in here. This is not set up for it. But the 

prison wrote the procedure and we have to follow it. On a bad day, we have had as many as ten 

suicide watch inmates here; we’ve had them for several days at a time. After three or four days, 

they take them to CTC.” Dr. Newton added at this juncture that: “We are in desperate need of 

more CTC beds. This suicide watch procedure is dangerous. It’s only a matter of time before 

someone kills [him]self.”   

308. Wasco officials indicated that they regularly contact the Health Care Placement 

Unit in Sacramento for assistance in placing prisoners in a mental health crisis bed when their 

CTC is full.  For example in April 2008, the prison referred eight prisoners for MHCB 

placement because their MHCBs were full. However, none of these referred patients were 

transferred.369  The four EOPs who were referred for MHCB placement were eventually 

returned to their housing unit after waits of up to seven days.370  Similarly, in May 2008, the 

prison referred seven EOP and one 3CMS prisoner for MHCB placement system-wide, but 

none were transferred.371  Four of the EOPs were eventually admitted to the crisis unit at 

Wasco.372  In June 2008, it appears that neither of the EOPs referred to HCPU were transferred 

to an MHCB system-wide during their waits of 9 and 19 days before they were admitted to the 

                                              
369 Coleman Pls.’ Trial Ex. 133. 
370 Id.   
371 Coleman Pls.’ Trial Ex. 134. 
372 Id. 
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NKSP MHCB.373  The CTC Overflow table provided to me on the day of my site inspection 

lists 18 prisoners, including 13 EOPs, with lengths of stay ranging from 2 to 24 days.374   

309. The Special Master confirmed that the use of holding cells pending MHCB 

admission was problematic at Wasco:  “Lengths of stay often exceeded four hours ...  

[a]lternative holding cells were utilized frequently, and for prolonged periods of time in many 

different settings throughout the institution.  There was no indication that the CTC was used as 

the priority setting.  Documentation revealed suicide watches conducted in the CTC, holding 

cells, administrative segregation, and R & R.  Records showed at least 134 uses of alternative 

cell placement in a six-month period, including several prisoners with multiple admissions.  

One quarter of the prisoners in the alternative settings were held on suicide watch for three to 

nine days.”375 

310.  In the D-6 Ad Seg unit, the housing officer showed me the modifications in the 

cells where prisoners on suicide watch were placed. The cells have solid doors (unlike the 

standard Ad Seg doors in this unit, which have perforated cell coverings with Plexiglas placed 

over them), and concrete bottom bunks, to prevent prisoners from getting under them. All of 

the windows were painted over (“to prevent communication” but also precluding any view of 

the outside world). One of the offices in this part of the Ad Seg unit is used for “groups” and 

three treatment cages had been placed inside the room. The officer indicated that he had about 

13 or so EOP prisoners in his unit and “a lot of 3CMSs.” Although the EOPs were getting 

groups, in the cages mentioned above, the 3CMS prisoners were limited to psych tech rounding 

contact. 

311. Dr. Newton also noted that, because of the shortage of appropriate beds where 

prisoners with similar needs could be housed in one centralized location, “EOPs are being put 

                                              
373 Coleman Pls.’ Trial Ex. 135. 
374 Coleman Pls.’ Trial Ex. 161. 
375 Joint Pls.’ Trial Ex. 57 at 217. 
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in with SNY’s and PCs, which put stress on all the groups.” In addition, he noted, “we get 

people here who really should be in mental hospitals.” Wasco has six licensed MHCBs and 

they convert other beds in the CTC to MHCBs as needed. As Dr. Newton noted, however, the 

problem is that they only “have staffing for the six licensed beds,” without any additional staff 

allocated for the “overflow,” which can be substantial at Wasco. In fact, I was told that it was 

not uncommon at Wasco for them to have as many as 12 or 13 overflow crisis beds in use, and 

“we have had as many as 20-21,” despite not having the staff “to cover that the way we 

should.” All of the MHCBs in the CTC were full the day I visited Wasco, and there were at 

least six mentally ill prisoners in “overflow” beds located throughout the facility. 

312.  Inside the CTC itself, there were complaints from staff that that the delays in 

obtaining DMH beds continued to back up the use of MHCBs at the facility. As one of 

clinicians put it, “I’ve heard it before that the DMH referrals have been improved but nothing 

changes.” In fact, there were a number of prisoners in the CTC who had been there for a 

considerable period. One prisoner had been in the CTC for 102 days, awaiting a transfer to the 

appropriate DMH facility. Despite this long-term retention of mentally-ill prisoners, the CTC is 

not able to offer them regular therapeutic or treatment groups. In fact, the first group that staff 

could remember being conducted there in a long time had been held the week before. 

313.  We encountered one particular tragic case as we passed through the Wasco 

CTC. I saw a prisoner lying down in one of the cells near the entrance to the unit. We were told 

that he had been in the CTC for a very long time. I asked to interview him. Inmate III was 

brought to an area in the CTC that is used for IDTT and that doubles as clinician office space, 

and talked with me. Mr. III, is a 49 year-old prisoner who has had one leg amputated just 

below his knee (the result of being shot by prison staff at Tehachapi) and he requires a 

wheelchair for mobility. He confirmed that he had come to the CTC at Wasco approximately 

102 days ago. He told me that he was picked up on the streets for soliciting a prostitute and, 

because the prospect of returning to prison for a parole violation was so overwhelming, he 

attempted suicide by slashing his wrists and throat. By all accounts, it was a very serious 
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suicide attempt. After a few days of hospitalization, Mr. III was transported to Wasco as a 

parole violator.  

314.  The severity of his suicide attempt resulted in his immediate placement in the 

CTC, some 102 days ago. Although obviously in need of a higher level of care than could be 

provided in the CTC, Mr. III was held there in part because he had “appealed his parole 

violation” (and DMH would not consider him for transfer until that issue had been resolved). 

However, his hearing date was postponed because the Wasco clinical staff had determined that 

Mr. III’s precarious mental health status required that a nurse accompany him on the trip to 

Fresno (where his parole violation hearing was to be held). Unfortunately, the prison lacked 

any available staff for this purpose. Because his hearing was delayed, his transfer to DMH or 

another more appropriate facility was postponed indefinitely and he remained in his MHCB 

cell in the CTC. I later learned that the hearing was apparently held on July 18th, and Mr. III’s 

transfer is now imminent.  

315.  The conditions of Inmate III’s confinement during this 102-day waiting period 

were abysmal. The MHCBs lack furniture so, for more than three months, Inmate III lived his 

life—slept, ate, and otherwise just sat—literally on the floor of his barren cell. In addition to 

his amputation, Inmate III indicated that he has four artificial disks in his spine, so that being 

forced to live on the floor was physically very painful as well as degrading. As he put it, “I’m a 

wreck, physically and mentally.” He told me that about three weeks ago a correctional officer 

took pity on him and provided him with a thin mattress to sleep on; he asked for a pillow too 

but this request was denied. During his hundred days in MHCB, Inmate III was clothed for this 

time in a standard smock and was required to eat from a paper plate, without any utensils, even 

plastic ones. He told me that he tore off a piece of the paper plate to use as a makeshift spoon 

because he did not want to be forced to eat with his hands. Because his amputation made it 

impossible for him to walk, he was forced to “scuttle” when he wanted to move around in his 

cell and he showed me the calluses on his knees from this practice.  

316.  Other than routine cell front check-ups from mental health staff, and an 

occasional visit from the recreational therapist who comes by the unit to see all of the patients 
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there, Inmate III received no regular individual or group therapy while he was confined in the 

CTC. He said that he had never been taken out of his cell for mental health treatment of any 

kind; the staff  “tell me that’s not their job—just [do it] through the door.” Because of his 

MHCB status, he also could not have social visits from outside the prison or receive canteen. A 

brief review of Inmate III’s records in the CTC confirmed the basic facts that he relayed to me.  

(v) Reception Center Problems 

317.  Wasco State Prison serves as one of the Reception Centers for intake into the 

CDCR for prisoners from a number of areas in Southern California. I toured the Receiving and 

Reception (“R & R”) area of the prison, which is laid out virtually identically to the North 

Kern facility visited the day before. However, I was told that the Wasco R & R receives a 

larger percentage of parole violators compared to North Kern. I talked to a contract 

psychiatrist, Dr. Christina Golden, who was assigned to R & R at Wasco. She told me that she 

shared office space on the unit with a nurse, so typically tried to conduct more or less 

confidential psychiatric evaluations with prisoners by sitting outside the bars of the large 

holding cells where they were kept. She was very candid about the consequences of 

overcrowding and the lack of appropriate bed space at the prison, in particular at the CTC: 

“We do the best we can, but we put people in overflow all the time. We’re desperate for beds.”  

318.  In her view, the situation certainly had not improved recently: “In the last two 

weeks, custody has been pulling its hair out because they do not have beds anywhere.” Dr. 

Golden was equally candid about the challenges faced by clinicians who are doing screening in 

the R & R: “We don’t really catch all the people who need 3CMS and EOP that come in—the 

psych screening is so brief. I don’t really have records. [I] never have them before I see [a 

prisoner]. I’ve never seen a doctor’s note or history on the courts’ record—never—I just have a 

medication record—the rest is my clinical judgment.” 

319.  Dr. Golden also told me about a prisoner, Inmate JJJ, who entered the facility 

the day before, and whose case she thought illustrated some of these problems. Inmate JJJ had 

come in the day before acting strangely and was identified by custody staff as needing 

immediate psychiatric attention. She interviewed him, without any paperwork that might have 
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indicated his medication needs or prior mental health history. She immediately determined that 

he needed to be put on suicide watch in an appropriate MHCB. However, she also knew that 

this might be difficult to arrange. He was moved to a “dry cell,” on the floor of the R &R unit, 

to await transfer to an MHCB. However, instead of being moved to an MHCB that day, where 

they could care for him, as he should have been, she said, Inmate JJJ remained in the holding 

cell in the R & R today. She told me, with much concern: “I just saw him. He shouldn’t be 

here. A custody person has had to watch him.” Then she added: “We are struggling here, trying 

to provide decent psychiatric care in a place like this, but it is really hard.”  

320. When I went to look for Inmate JJJ, I found that he was being kept in a separate 

cell off the main rotunda area of R & R. There was blanket on the floor, but no bunk, mattress, 

toilet, or sink in the cell. Inmate JJJ was standing straight up in the middle of the cell, almost at 

attention, dressed in a suicide gown; he had urinated on the floor. A nurse’s assistant, who was 

sitting outside his cell, holding suicide watch, confirmed that he had been like this for quite a 

while. Inmate JJJ had a fixed gaze and he would not make eye contact. He appeared to be 

completely unresponsive, virtually catatonic. The nurse told that he had been standing more or 

less motionless for hours and that, in fact, he had been in exactly this state when she had left 

him the day before: “his behavior hasn’t changed.” He clearly had not eaten—the food tray that 

sat on the bench behind him did not appear to have been touched. As I was trying 

(unsuccessfully) to talk with Inmate JJJ, and asking the nurse about his case, the mental health 

staff members who handle the CTC overflow showed up for the first time. When they arrived, 

Dr. Newton indicated to me that the “overflow staff should have been in to see him last night.” 

The psychiatrist explained that, unfortunately, they currently had “no place to put him; we’ll 

have to move someone” in order to make room for him. 

321. When I discussed Inmate JJJ’s case with the Lieutenant, who oversees R & R, he 

acknowledged the serious challenges his staff regularly faces in R & R. For one, he told me, 

they do not often have much information about individual incoming prisoners when they come 

off the bus. “When parole violators come in, there is no information with them. [The 

paperwork] says, ‘parole hold,’ with a picture of the guy and where he’s from.” So the prison 
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staff has to do their mental health and other assessments essentially from scratch in most cases. 

In Inmate JJJ’s case, the Lieutenant recalled that “he was basically catatonic when he came in.” 

We determined from examining the unit logs that Inmate JJJ had been processed in at 1330 

hours the day before. Thus, he remained in a catatonic state, standing in a bare holding cell, 

awaiting a transfer to an MHCB, for nearly 24 hours. He was still there when we left the unit. 

(vi) Profoundly Mentally Ill Prisoners 
Receiving Little or No Treatment 

322.  One of the most unsettling consequences of the profound level of overcrowding 

that plagues the CDCR facilities that I have inspected is the frequency with which seriously 

mentally ill prisoners are being consigned to “back ward” type housing units where they are 

subjected to extremely harsh conditions of confinement and receive little or no genuine mental 

health care. Despite the good intentions of many of the clinical and custody staff, there are 

simply too many of these prisoners to be cared for properly under these conditions and they 

end up figuratively lost and hopeless in the system. I interviewed several of these prisoners at 

Wasco. 

323.  I conducted interviews with several prisoners in the D-6 Ad Seg unit, in an 

office space on the other side of the housing unit that also contained treatment cages and was 

used for EOP “groups.” The first prisoner, Prisoner KKK appeared to be profoundly psychotic. 

He was extremely confused and disoriented, and answered each of my questions with a stream 

of consciousness that was mostly impossible to follow. Prisoner KKK was able to focus only 

momentarily, but then his answer dissolved into a floridly psychotic speech that included the 

assertion that he was a member of the CIA, an “Alpha Omega,” and that he was being asked 

“to prosecute the state of France.”  Among other things he was able to tell me that he thought 

he had been at the prison for about two months, knew that he currently had a cellmate, and had 

been to Patton State Hospital in the past. He said he was not presently taking medications, and 

did not know when he would be getting out of prison or Ad Seg. 

324.  Dr. Newton later told me that he was troubled to hear about Prisoner KKK’s  

serious psychosis and the fact that he’d been in Ad Seg for many months.  He indicated that, 
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given the seriousness of his mental health problems, he “should be treated.” When I inquired 

further about Prisoner KKK’s status, the unit staff said they thought he was in a situation 

similar to Prisoner III —that is, that he could not be transferred to DMH until his parole status 

was resolved. 

325.  The next prisoner, Prisoner LLL also appeared to be psychotic, but not as 

floridly as the previous prisoner. Prisoner LLL told me that he was 34 years old, an EOP 

prisoner who had been in Ad Seg for about 5 months, and was currently taking Risperdol and 

Depakote. He said that he had been to a number of state hospitals, including Patton, 

Metropolitan, and Atascadero, and believed that he was on the waiting list for DMH or Salinas 

Valley. He told me what his life consists of in Ad Seg: “I masturbate, draw, and read…” He 

acknowledged that “it’s hard in here because I have no money, [and] can’t get canteen. I got a 

bag of chips last month. It was great, delicious,” he said, wistfully. Because of “problems with 

cellies in the past,” he said, he is single celled now, and also goes to the yard by himself. 

Prisoner LLL said that he has a history of multiple self mutilations and three or four suicide 

attempts. He still thinks about suicide.  

326.  I interviewed another Ad Seg prisoner in D-6, Prisoner MMM.  Prisoner MMM 

is an EOP prisoner who has been waiting at least six months at Wasco Reception center to 

transfer to an EOP program.376  He originally was returned to custody on a parole violation, but 

because of a cell fight, he was now facing more serious charges and did not know when he 

would be released. He said that his mental health problems began in 2004, during an earlier 

term of incarceration, after he had been beaten up by a group of several other prisoners and 

rendered unconscious. Apparently, he began to have delusions after that and, as he put it, “just 

lost it.” When he returned to prison the last time, he was placed on EOP status as well, 

diagnosed as suffering from schizo-affective disorder, but was housed with another prisoner 

who was not on the mental health caseload. They did not get along and it precipitated the cell 
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fight for which Prisoner MMM now faces new charges. He acknowledged that the EOP 

program had improved some since he had been placed on it many years ago, when there 

literally “was nothing.”  Nonetheless, this EOP prisoner has been delayed in his transfer to an 

EOP program well beyond the required 60 days.    

327. I attempted to interview another Ad Seg EOP prisoner, Prisoner NNN.  Because 

he refused to be escorted out of his cell by officers, I tried to speak with him cell front. It was 

impossible to do so. Prisoner NNN is an older prisoner who was disheveled, unkempt, and 

very troubled on the day I tried to interview him. He spoke a constant stream of words, as he 

sat on the top bunk in his cell and, although it was extremely difficult to hear him through the 

Plexiglas covering on his cell door, he seemed very upset and totally incoherent. One of the 

floor officers on the unit told me that he does this all the time—that is, he sits atop his bunk 

and talks constantly but incoherently to anyone who comes by. The officer said Prisoner NNN 

never comes out of his cell, does not go to yard, and he was not sure whether he ever 

showered. I was told that Prisoner NNN had refused to sign the conditions of his parole when 

he was last released from prison, which resulted in his parole being immediately violated. This 

EOP prisoner arrived at the reception center on November 28, 2007, but no explanation was 

provided on the prison’s EOP log for his transfer delay of more than seven months.377   

328.  At the end of the day, I conducted interviews with three additional prisoners, 

outside of the Ad Seg unit. Prisoner OOO paroled out of Wasco Reception Center on June 24, 

2008, while he was waiting to transfer to the DMH program at SVPP.378 He returned to Wasco 

RC on July 3, 2008, as a parole violator, only 9 days later.  He is currently an EOP who said he 

was taking Effexor and two other medications whose names he could not remember. Prisoner 

OOO seemed very well oriented and coherent at first, expressing his desire to be taken off the 

mental health caseload and to no longer be given medications. However, as our conversation 

                                              
377 Coleman Pls.’ Trial Ex. 162. 
378 Coleman Pls.’ Trial Ex. 163. 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 186 of 267



 

-175- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

proceeded, an elaborate set of delusional beliefs eventually emerged. He told me he had 

become suspicious and “paranoid of the COs in here, as well as the other inmates.” As he 

continued, he described a set of personal concerns that involved underdeveloped genitals, other 

inmates and people on the streets who threatened and berated him because of this anatomical 

problem, and voices that told him to engage in homosexual acts and threatened him with gang 

rape. He said that when he tells the voices that they are not making any sense and that he wants 

them to stop, they simply get louder. Prisoner OOO was adamant that these experiences were 

objectively true, and was so frustrated by mental health staff member’s suggestions that they 

might not be true, that he no longer wanted to see any clinicians.  Prisoner OOO remains 

housed at Wasco State Prison without access to EOP or DMH level of care for which he was 

referred and accepted months ago. 

329.  Prisoner PPP told me that he had come into CDCR in 1996 and subsequently 

had a number of short recommitments, due primarily to parole violations. He had been 

hospitalized in state mental hospitals in the past, including Atascadero for five months (during 

which time he was declared an MDO), and several others in Oregon, Washington, and 

California. He said that he was diagnosed with schizophrenia, and bi-polar, schizo-affective 

type. He takes Abilify and another medication for his anxiety. Prisoner PPP was placed on 

EOP status several years ago, and was an EOP prisoner when he returned to Wasco about 21 

months ago.  He was referred and accepted at DMH’s program at SVPP on February 11, 2008, 

and is listed as #43 on the waiting list for a bed.379  He has had many problems with his 

cellmates in the past, and gotten into fights with them. As a result, he has been on single cell 

status for approximately 14 months. However, he believes the social isolation is having an 

adverse effect on him: “I am finding it hard to talk to people—I feel like a vegetable.” 

Although he tries to go to groups, he finds that he sometimes does not feel comfortable around 

others and has to return to his cell. Prisoner PPP said that he hears a single voice talking to him 
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frequently; he acknowledged that it was talking to him in the course of our interview. He told 

me that he was referred to DMH about four months ago, but has continued to wait for his 

transfer to occur. He has been to the CTC here several times, for suicide attempts, and is eager 

to receive the treatment he hopes will be provided at a DMH facility. He said: “I got a lot out 

of Atascadero. I’m a program guy. I did a ton of programs there.” But there are very few useful 

programs at Wasco. Prisoner PPP told me: “I’ve been here almost two years, getting stagnant. 

EOP ‘program’ here is only an hour and a half a day, at best. What do you do the rest of the 

time?” Although the groups here do serve the purpose of getting you out of your cell, he said, 

they mostly consist of watching movies. “I am just losing my mind here. I know I’m mentally 

ill, but I’m not getting better in here. I am becoming a vegetable in here.” In Ad Seg, he noted, 

the situation was much worse. Despite being a “program guy,” he had a hard time with the 

cages: “I couldn’t handle the cages. I never got my head right in there.” 

330.  The next prisoner I interviewed at Wasco was Prisoner QQQ, a 24-year old man 

from Bakersfield who told me he had a 10th grade education. Prisoner QQQ said he was an 

EOP prisoner, diagnosed with schizophrenia, and hears voices that have been talking to him 

since he was about 11 years old. He was somewhat disoriented during our conversation and 

had difficulty remembering things (such as how long he was at his present institution, or the 

process he underwent when he first entered Wasco). The voices he hears bother him all night, 

so he cannot sleep. This means that he is often sleepy all day, too sleepy to go out to the yard. 

Prisoner QQQ has been to the CTC because he was going to hurt himself—something he told 

me he has done a number of times on the street, but he cannot remember when or how long he 

stayed there. He is waiting for a transfer to another prison—he thinks it might be Mule Creek, 

but is not sure of this. He appeared to be very psychotic and very depressed. Prisoner QQQ 

indicated that he will be released from prison in about a year.  Prisoner QQQ was referred and 

accepted to SVPP on April 23, 2008, and is #107 on the waitlist.380 
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331.  Finally, I interviewed Prisoner RRR, who was very concerned about being 

placed in jeopardy for talking with me. He was convinced that some of the staff at Wasco were 

out to get him and that he was at risk. Prisoner RRR is a long-term prisoner in the California 

system, having done some 18 years in prison, and a total of about eight years in the SHU (at 

Tehachapi and New Folsom). He has been taking psychotropic medications for 25 years, and 

currently suffers from Hepatitis C, and is an SNY prisoner. He has heard voices in the past and, 

although he is classified as a 3CMS prisoner now (taking Zoloft and Zyprexa), has been on 

EOP status a number of times in the past, including being subjected to Keyhea orders. Prisoner 

RRR reported mental health problems because “I get no treatment in here—just meds—the 

psych tech doesn’t even come by my door. They haven’t offered me any groups… I get out in 

two months. They haven’t helped me at all. I asked and was told that they don’t have the 

resources here. But I’ve been in prison almost 15 years straight and I am going to have a hard 

time back on the streets.” Prisoner RRR is due to be released from prison at the end of 

September. 

3. General Observations About the Impact of Overcrowding in 
These Facilities 

332. Below I summarize some of the numerous overcrowding-related problems that I 

encountered on these tours and interviews, ones that I either saw directly, heard staff members 

describe, or about which prisoners repeatedly and consistently complained.  

a. Backlogs Due to Overcrowding 

333. There are troublesome and potentially dangerous backlogs at virtually every 

critical juncture in the mental health delivery system, whether they involve the flow of critical 

information (such as the forwarding of medical and mental health records), delays in the time it 

takes to make appropriate referrals and to transfer prisoners to their proper destinations (where 

they would receive badly needed care and treatment), or the speed at which mentally ill 

prisoners are removed from inappropriate housing and units (whether they are Ad Seg, “bad 

beds,” or holding cages). For example, a correctional counselor at CIM told me candidly that 

“the transfer process is not working as well as it should” and estimated that it was taking as 
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many as 120 days for EOPs to move through the classification process and be sent to their 

proper destination. Other professional staff told me that they have “had EOPs in Ad Seg on my 

caseload for months. I know I’m not supposed to but I do.” The same person later told me that 

“I’ve had EOP guys in Ad Seg for 6 months or more.”   

334.  These comments and my observations are representative of a system in overall 

crisis, one that cannot meet the court-mandated and agreed upon mental health transfer 

timelines.  For example, in CDCR’s monthly summary of mental health crisis bed referrals and 

transfers from the Chief of the Health Care Placement Oversight Program, Rick Johnson,381 for 

June 2008, there were a total of 355 MHCB referrals of which only 52 were actually placed. A 

large number (303, or 85%) of referrals were “rescinded” by the referring clinician before 

Health Care Placement Oversight Program staff could locate an empty mental health crisis bed 

within CDCR.  Approximately one-third of those rescinded were ultimately placed in a crisis 

bed at the prison where they were housed.  However, over a third of the prisoners referred to an 

MHCB (114/303) waited an average of more than a week (8.46 days) before their referral was 

rescinded.382  Those 52 prisoner/patients who were successfully transferred to an MHCB in 

another prison spent an average of nearly 10 days (9.33) awaiting transfer; with 40 days as the 

outer range for days waiting to transfer.  Only 5 prisoners, less than 2% of those referred, were 

transferred to an MHCB within the required 24 hours.383 

b. Staff Shortages 

335. Every facility I visited suffered significant staff shortages of some kind—ranging 

from significant shortages of custody staff to a drastic shortage of psychologists, to the overuse 

of contract psychiatrists. In various ways, serious staffing shortages all translate into 

inadequacies in the mental health delivery system and, in some instances, an outright denial of 
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needed and mandated mental health services. In many of the units this means that professional 

staff are doubling up on duties, performing more tasks than they should be called upon to 

handle, and managing far larger caseloads than is appropriate or effective. One psychologist at 

CIM told me “I can’t keep up with everything. I’ve been doing too much. We hired new staff, 

but that hasn’t helped.” He also told me “in my opinion, we are doing about 50% of what we 

should be doing.”    

336. The CDCR June 2008 system-wide staffing data corroborates what I saw and 

heard at the individual prisons I toured. With 440 mental health vacancies system-wide, 

representing 24% of the overall positions, more than 206 psychologist and 88 psychiatrist 

positions were vacant in June 2008.384 A total of 80 of the psychologist and 38 of the 

psychiatrist vacancies were covered by registry, leaving significant missing staff in these 

critical positions.385  Of perhaps greater concern is the revelation in the Special Master’s review 

of the long-awaited workload study that CDCR’s 2008-09 staffing requests (based on the 

workload study numbers) significantly underestimated the staffing needed to implement 

critical portions of the Coleman Program Guide requirements (for example, the EOP Ad Seg 

program, the RC EOP program, the RC EOP pre-release planning component and so on).386  

Furthermore, key tasks were omitted when determining staffing workloads, including central 

file reviews, frequency of case manager contacts, psychiatric review of the medical records and 

so on. Finally, there were concerns expressed about key assumptions provided to the 

researchers upon which they based their calculations (including, for example, that only 30 

percent of the 3CMS population were taking medication, although the actual percentage is 

approximately 80 percent.).387 CDCR has now been tasked with revising the workload study 
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calculations with the Special Master’s critique in mind, to conduct reviews of the staffing 

needs twice a year, and to involve the Coleman experts in the process.  Once the more accurate 

staffing needs have been calculated that provide for the implementation of the Coleman 

Program Guide, a more valid staffing augmentation can be determined for each prison, along 

with a calculation of the additional treatment and office space that will be needed to 

accommodate the much expanded clinical teams.  In short, however, the actual clinical and 

custody staffing necessary to provide the mental health care required by the Coleman Program 

Guide is significantly greater than the existing budgeted levels; yet defendants have been 

unable to recruit and retain staff even to meet the budgeted levels.  In my opinion, the serious 

deficiencies in office and treatment spaces I observed throughout the system are themselves an 

obstacle to ever achieving appropriate clinical staffing.  The working conditions are terrible 

and there is no space, in any event, for more clinicians. 

c. Space Shortages 

337. Although the specific kinds of staff shortages varied from place to place, and 

some facilities reported having nearly all of their budgeted positions filled (at least in one or 

another clinical category), shortages in space were widespread, generic, and severe. Each one 

of the facilities I toured was short of significant amounts of space needed to perform otherwise 

critical tasks and responsibilities. The shortages of offices were perhaps most obvious at (but 

certainly not restricted to) those facilities fortunate enough to have even near their allotted 

number of filled staff positions. And every prison had inadequate space in which to conduct 

treatment. In some units, prisoners had to be transported to other parts of the prison for 

treatment—a time consuming and custody-staff intensive practice—because, as clinician after 

clinician told me, “we don’t have any program space here at all.” Even in facilities that had 

added new clinical staff to handle the mental health caseloads, space was at a premium. For 

example, the chief psychologist at VSPW told me that they expected their newly hired staff to 

increase the number of groups they could offer and reduce the long waiting lists but, “as far as 

space, we are literally crawling all over each other… We’ve been going through the prison 

inch by inch, looking at storage rooms, anything that is possible to use for mental health 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 192 of 267



 

-181- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

space.” Indeed, clinicians and mental health clerical staff were literally operating out of 

converted visiting rooms, closets, and storage rooms. Storage spaces, benches sitting out in the 

middle of open dayroom floors, and chapels were being used as clinical “treatment” areas. 

Another clinician told me, “we don’t have space to have the confidential contacts we need,” 

and that fact was clearly and repeatedly evident in every facility I toured. These kinds of 

complaints were echoed again and again by staff members at every prison I visited. 

338. In many of the units I toured, the critical shortage of treatment space meant that  

prisoners were forced to draw unwanted, embarrassing, and potentially problematic attention to 

their mental health status, as they were taken out of their cells or from their housing units, 

sometimes to participate in group or individual counseling in full view of the rest of the 

prisoners on the unit. As one mental health staff member told me, many of the groups were 

being underutilized because “prisoners don’t like the stigma.” 

d. Lack of Meaningful Activity and Treatment 

339. Idleness has increased at all of the prisons, presumably due to overcrowding and 

the fact that there are too few programming activities, jobs, escorts, and treatment opportunities 

for the number of prisoners at each prison. In some VSPW units, for example, women told me 

that they used to get out of their cells twice a day for programming, but that has now been cut 

to just once per day.  Everywhere I went in the prisons I visited, most of the prisoners were in 

their cells during most of the day I was at the prison. The one exception to this was Mule 

Creek, where several of the large outdoor yards were being put to good use. But even there, 

prisoners complained widely about the lack of adequate programs (as opposed to recreation) 

and the content of the programs they were provided. And, in any event, the prisoners at the 

other facilities did not fare nearly as well. In literally every prison I visited, large numbers of 

prisoners, many of whom were on the mental health caseload, were sitting or milling about, 

with no programs or activities in which to participate. This was most striking in the makeshift 

dorm or dayroom housing units—or the bizarre “caged-in” dayroom dorms at CIM—where a 

hundred men or women at a time were sitting atop or standing around their double or triple 
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bunks. But it was true of the celled housing units as well, where there was typically little or no 

inmate movement or meaningful activity in progress.  

340. And the enforced idleness is even more profound—almost total—for the 

mentally ill prisoners who have been placed in the Ad Seg and SHU units. One CIM prisoner’s 

comment was typical of what I saw and heard. He told me: “I just lay on my bunk all day long. 

That’s all I do. I have group on Wednesday and Fridays—about how not to be depressed. 

Nobody else goes. You have to sit in a cage, with your handcuffs on. But I go for something to 

do. I am the only member of my ‘group’ sitting there in the cage.” The numbers of such 

Coleman class members living under these severe conditions is substantial and periods of time 

that they spend there quite substantial. For example, the Health Care Placement Unit 

Information Report (dated June 20, 2008) shows that at SATF alone there are approximately 

50 CCCMS prisoners who have been housed in Ad Seg for more than 200 days, several for 

over 1000 days.388  

341. In addition, the content of the therapy groups I observed or learned about in 

many of the units was frankly questionable. Many of the groups appeared to serve little more 

purpose than to get the prisoners out of their cells (not an insignificant goal, but hardly 

psychotherapy for seriously mentally ill prisoners). Thus, I watched two Ad Seg EOP prisoners 

at CIM stand side-by-side in their treatment cages for “group”—which consisted of watching 

the film “Mission Impossible.” At another prison, Coleman class members told me they had 

recently watched “The Mummy” in one of the “group therapy” sessions. In fact, numerous 

prisoners told me that their groups consisted of little more than watching movies, and that they 

participated largely because this was one of the only ways that they could get out of their cells, 

however briefly and infrequently. 

342. Indeed, many of the prisoners I interviewed complained about the lack of real 

treatment at the prisons where they were housed. Although some said that they were getting 

                                              
388 Coleman Pls. Trial Ex. 57 at R10-14, R10-15. 
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contacts with the clinical staff (a number did not), they nonetheless felt that little was being 

done to truly help them with their mental health problems. In addition, however, a uniformly 

expressed complaint on the part of prisoners who were nearing release dates was that they had 

been given little or no preparation for their return to free society. One told me, “it’s difficult to 

come into prison to begin with. But my mind has been off, and I haven’t been thinking about 

reality, and still I got no real help here. So I’m trying to help myself, and I am proud of myself 

for doing that.” 

343. Numerous prisoners complained about waiting to be transferred out of the 

reception center or waiting to go to another more appropriate program than they had been 

cleared for, and never being told why they were forced to continue to wait or when they would 

get the help they needed. And a very large number voiced complaints about their medication—

for example; being abruptly taken off medication that they felt was effective, or being given 

heavy doses of medication that had such adverse effects that they stopped taking it. 

e. Use of Holding Cages 

344. The use of holding cages is rampant throughout the CDCR. Prisoners are kept in 

holding cages when they are awaiting transport or escorts, when they are waiting to see 

medical or mental health staff and, for some of them, when they are supposed to be receiving 

individual counseling (even in cages that sit inside a clinician’s office) or participating in 

“group therapy” sessions (inside cages that are arranged in semi-circles). Some of the cages are 

small, many are in disrepair (with paint peeling in them), and most of them are dirty. Many of 

them lack seats, so that prisoners must engage in “group therapy” standing up, or a prisoner 

who may be in crisis and awaiting transport must manage to remain upright until his escort 

arrives. In the hallway outside the infirmary at CIM an officer told me that they try to keep the 

prisoners who are waiting to see a nurse or doctor—and who, therefore, presumably have some 

sort of medical problem—“in the small cages no more than 4 hours.” Inside the infirmary at 

CIM, a large group of about 10 Sensitive Need Yard prisoners or “SNY” (those who need to be 

separated from other prisoners because of special vulnerabilities or for other reasons) were 
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sitting and standing together in a much larger cage—but still clearly a cage—waiting to receive 

medical help. 

f. Overcrowded Housing Units 

345. As I mentioned earlier, many of the housing units in the prisons I visited almost 

defied description, and ranged from uncomfortable to uninhabitable. It should be noted that the 

so-called “bad beds” are pervasive in the CDCR; I myself literally saw many hundreds of them 

in my tours of just eight prisons. Even the prisoners who are housed in traditional cells have 

been double bunked in cells designed for one. One CIM prisoner told me that he has to lift his 

legs up whenever his cellmate uses the toilet in their small cell, because his legs otherwise 

hang over it. As inconvenient and uncomfortable as this arrangement is, this prisoner is more 

fortunate than most because he is in a cell.  

346. In discussing the dormitory housing units I saw on these tours, I have often 

referred to them as “makeshift” dormitories, to underscore the way in which they represent an 

exigent response to the prison overcrowding crisis. The dormitory housing units I saw were in 

spaces that were originally intended for other uses—first built as gymnasiums and dayrooms. 

They are not appropriate spaces for housing prisoners and, unlike other forms of dormitory 

housing in some other prison systems, they were not constructed with this purpose in mind. 

The converted spaces are highly problematic in a number of ways, including the sheer density 

of the housing; the impossibility of monitoring prisoner behavior (especially in the larger 

makeshift gymnasium dorms, but also on the dayroom floors where officer stations and sight 

lines that were designed for cellblocks are obstructed by the bunks); the inadequacy of the 

toilet and other hygiene-related facilities, ventilation, and heating and cooling systems (all of 

which entail converting and supplementing existing infrastructure in ways that cannot possibly 

meet the extraordinary levels of use to which they are subjected); the lack of sufficient, 

dedicated recreational and programming space, accommodations for basic prisoner privacy 

needs, appropriate storage for prisoners’ personal possessions, and so on.  

347. Despite the impermanent and makeshift “feel” of the units, large numbers of 

prisoners are spending many months and years housed inside the barely habitable spaces. Not 
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only are many of these makeshift dormitories shocking to see—especially the huge “triple 

bunk” dormitories located inside gymnasiums—but such housing units are dangerous and 

degrading, and they are likely to take an especially severe toll on prisoners who have pre-

existing mental health and medical problems. 

g. Lockdowns 

348. Lockdowns appear to me to be used in California prisons far more than I have 

seen (or heard of) being used in any other prison system in the country. They are particularly 

problematic when used on such a frequent or long-term basis. Prisoners in CDCR facilities are 

being confined to their cells, denied programming and recreational activity, and must eat all of 

their meals in their cells. Elsewhere in the country lockdowns are used as a last resort by prison 

systems that cannot control their prisoner populations any other way; in some California 

prisons (C Facility at SVSP, for example), they have become routine, a way of life. When 

lockdowns and similar modified programs are overused, as they are in California, in my 

opinion, they represent another clear indication that the prison system is in crisis. This is true in 

part because lockdowns usually prove to be highly counter-productive. That is, the increased 

frustration they generate often increases rather than decreases the very tensions and conflicts 

they are supposed to help alleviate, and they deepen antagonisms between groups (who blame 

one another for the especially harsh and deprived conditions under which they are forced to 

live). In the meantime, prisoners—especially those with pre-existing psychiatric conditions—

suffer emotionally and psychologically.  

349. In fact, the former CDCR Chief Deputy Secretary of Adult Institutions, Scott 

Kernan, has attributed the extraordinary number of lockdowns and “modified programs”—as 

much as 1,435 days at one prison—directly to overcrowding. Crowded conditions lead to riots, 

which produce long lockdowns that, in addition to subjecting prisoners to especially harsh 

conditions of confinement that raise tensions, also:  

…deflect prison resources so that while correctional officers now 
must respond to the increased security concerns and maintain 
watch over an increasingly dangerous prison population, they are 
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not able to assist [prison officials in] addressing the inmates’ 
mental health concerns by escorting prisoners to appointments and 
providing access to yard.389 

350. I could not agree more. Yet I saw little evidence in the prisons I visited that this 

enlightened perspective had altered CDCR’s overall sense of urgency about the magnitude of 

the overcrowding crisis it faces or decreased the willingness of individual wardens to continue 

to rely on lockdowns as an ill-advised strategy for managing prisoner conflict.  

h. Impact of Overcrowding Effects on Quality of Mental 
Health Care and Suicide Prevention 

351. Because of the subjective nature of the experience of mental illness, it is 

sometimes difficult to precisely measure whether and how the quality of mental health care in 

a prison system has improved the overall mental health of prisoner/patients. This is one of the 

reasons that indirect but objective measures—staffing, program and contact hours, waiting 

times to receive appropriate levels of care, and so on—are typically relied on to estimate or 

monitor progress (or deterioration) in the quality of care provided.  One obvious exception to 

this occurs when the subjective suffering associated with mental illness results in someone 

taking his or her life. Moreover, because of the extreme and tragic nature of suicide, it is 

regarded as a basic measure of whether and how well a mental health care delivery system is 

functioning. That is, whatever else such a system does, it should be reasonably effective at 

preventing its patients from taking their own lives. And, when it does not, it is possible to 

analyze the events that led up to the suicide, which may help to account for it having happened, 

and to learn what could have or should have been done to prevent it.  

352. This is the logic by which the Special Master’s annual “Report on Suicides” is 

conducted. The information that it contains is revealing, and identifies some of the ways that 

the overcrowding-related problems that plague the CDCR continue to severely undermine the 

quality of mental health care provided. For example, the “Report on Suicides Completed in 

California Department of Corrections and Rehabilitation in Calendar Year 2005”—the seventh 

                                              
389 Coleman Pls.’ Trial Ex. 53 at 2 (Declaration of Scott Kernan).   
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such annual report that has been written—was forwarded by the Coleman Special Master on 

November 26, 2007.390 The Special Master calculated the number of suicides in CDCR to be 

43, 17 more than in calendar year 2004. Nearly three-quarters (72.1%) had a history of suicidal 

behavior, fully 86% had a history of past mental health treatment. In addition, about a third 

(32.6%) were housed in an ASU or SHU, and two-thirds (67.4%) were on the Mental Health 

Services Delivery System caseload at the time of their death.391  

353. Indications of “inadequate treatment” (including “canceled appointments not 

rescheduled, referrals not responded to, past medical records not reviewed, unsupported 

diagnoses, non-compliance with treatment without reassessment, assignment to inappropriate 

LOC, failure to provide five-day clinical follow-up, [and] failure to provide immediate CPR”) 

were present in three-quarters (74.4%) of the cases. Based on the longitudinal data provided in 

the Report, it appears that the most recently calculated suicide rate—for 2005—is higher than 

any previous year. Between 1998 and 2005, the suicide rate has varied somewhat, from a low 

of 9.3 per 100,000 in 2000 to a high of 26.2 per 100,000 in 2005.392 

354.  A number of the inadequacies in treatment that the Special Master identified 

appear to be the direct result of the severe overcrowding-related problems from which the 

CDCR continues to suffer. Thus, the failure to reschedule appointments, respond to referrals, 

review medical records, reassess treatment compliance, employ appropriate levels of care, and 

conduct required five-day clinical follow-ups all represent the kind of poor quality of care that 

comes about in understaffed, overpopulated prison systems. In addition, the Special Master 

identified a host of other overcrowding-related problems that were likely to have directly 

impacted suicide rates. These included: the continuing failure of CDCR clinicians “to utilize 

information available in unit health records (UHRs) or central files (C-Files) or through 

                                              
390 Joint Pls.’ Trial Ex. 61 at 1-2. 
391 Id. at 7-9. 
392 Id. at 10. 
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custody referrals,” which would have “alerted mental health staff… to inmates’ relative 

potential for suicide;” “[f]ailure to screen inmates in confidential settings” which “limit[ed] the 

adequacy of information that clinicians were able to elicit when completing SRACs [Suicide 

Risk Assessment Checklist] and intake assessments of inmates on admissions or transfers to 

(particular) facilities; the “[u]ntimely administration and inadequate completion of SRACs…;”  

inadequate staff training “on procedures for the initiation and supervision of Keyhea orders and 

guardianships or conservatorships for inmates in need of such support;” and the failure of 

“clinicians to monitor suicidal inmates more closely and, where appropriate, aggressively refer 

decompensating suicidal inmates, especially those at Level III and IV custody levels, to DMH 

programs” and to provide “appropriate crisis-level care until such transfers to DMH programs 

can be achieved.”393 

355.   Finally, the Special Master identified another overcrowding-related problem 

that he concluded was directly implicated in a number of suicides in 2005. Specifically: 

The crisis in the availability of MHCBs [Mental Health Crisis Beds], which 
became evident in early 2005, led to the spreading use of “alternative” and 
supposedly “temporary” housing in Mental Health Outpatient Housing 
Units (MHOHUs), Outpatient Housing Units (OHUs), and a variety of 
other holding cells for suicidal inmates for whom no bed was available in 
an MHCB unit. Defendants’ dependence on these alternative placements 
emerged as a factor in a number of suicides in 2005. In addition, an 
increasing failure by clinicians to refer inmates who were clearly 
decompensating and in need of treatment at more intensive LOCs 
contributed to several successful suicides in 2005.394 
 
356. Although the Special Master’s Suicide Report was based on data that were 

collected in 2005, I have reviewed the 2006 suicide report and more recent suicide data which 

indicate that the overall number of suicides in the CDCR has remained high.  Moreover, and 

perhaps more importantly, many of the very problems to which the Special Master has pointed 

                                              
393 Id. at 11-13. 
394 Id. at 11. 

Case 2:90-cv-00520-LKK-JFM     Document 3201      Filed 10/30/2008     Page 200 of 267



 

-189- 
EXPERT REPORT OF PROFESSOR CRAIG HANEY, NOS.:  CIV S 90-0520 LKK-JFM, C01-1351 TEH  [248286-1] 

to in his Report as playing an instrumental role in these suicides in 2005 persist in 2008. In 

fact, the last one mentioned above—the crisis in available MHCBs—has become increasingly 

problematic, as I will discuss at greater length near the end of this report. In any event, the 

Special Master’s analysis illustrates a clear nexus between overcrowding-related dysfunction, 

decreased quality of overall mental health care, and an extreme and tragic set of mental health 

outcomes. 

i. Disproportionate Impact of Overcrowding on 
Vulnerable Parole Population 

357. Because they are among the most vulnerable Coleman class members, and are so 

significantly affected by the State’s inability to manage the population, I would like to briefly 

but separately address the group of mentally ill prisoners who cycle back and forth from 

CDCR prisons to parole, serving short revocation terms for violations of parole. I am informed 

that these terms cannot exceed twelve months without a revocation extension, and generally 

average between three and four months.  This means that this group of prisoners generally 

serves their entire revocation terms in reception centers.  Documents drafted by the State that I 

reviewed estimate that more than 10,000 parolees with mental illness were returned to custody 

in 2005, and more than 6,000 of them are returned for minor or technical violations related to 

unmet mental health need.395  The documents I reviewed also show that at any one time, out of 

the approximately 500 EOP prisoners backlogged in reception centers, some 200 of them are 

serving parole revocation terms likely related to their mental illness.396  

358. Based on interviews I conducted with prisoners who were in precisely this 

situation at CIM and VSPW, and what I have learned about the parole system more generally 

in California, I understand that mentally ill parolees often do not receive meaningful mental 

health treatment when they are on parole. More specifically, these parolees often do not have 

                                              
395 Coleman Pls.’ Trial Ex. 51 at Exhibit A and B. 
396 Coleman Pls.’ Trial Ex. 52 at Exhibit V. 
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access to appropriate psychiatric medications, or stop taking them as a result of lack of clinical 

supervision, and then often decompensate.  

359. Frequently as a result of their decompensation, many are returned to prison, often 

for technical or minor violations. Thus, many of the parole violations that return them to prison 

are directly related to their unmet mental health needs.  When they return to prison, these 

vulnerable prisoners are then packed into overcrowded reception centers. There they find that 

their out-of-cell time is severely limited and, even with the beginning of the EOP RC program 

implementation, they receive little individual or group treatment. One of CDCR’s senior 

clinicians stated in a declaration before the Coleman Court that: "In the overall inmate 

population, approximately 18% of inmates are in the mental health caseload. In the Reception 

Center population, an even higher percentage of inmates are in need of immediate mental 

health services at the time of arrival.  Upon entry, inmates with mental health needs are often 

severely decompensated because they have not had access to mental health care resources, 

particularly medication management, in the community."397   

360. Based on my observations and my review of documents provided by Plaintiffs’ 

counsel, I have concluded that mentally ill prisoners in reception centers are generally not 

receiving adequate mental health treatment.  In addition, none of the prisoners I interviewed 

had received meaningful pre-release planning before they paroled. Especially for this group of 

vulnerable mentally-ill prisoners, the lack of meaningful pre-release planning virtually 

guarantees their return to prison. Indeed, it was typical for the prisoners in this population 

whom I interviewed to have multiple releases and revocations in a single year. Moreover, the 

time that they actually spent on parole between release and revocation tended to be short, 

sometimes as brief as one day. 

361. In addition to being revoked for violations related to their unmet mental health 

needs, this group of prisoners also appear to receive extensions of their revocation terms for 

                                              
397 Coleman Pls.’ Trial Ex. 53 (McAloon Decl.) at 2:19-23. 
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actions related to their mental illness, adding to the cycle of punishment without treatment for 

mentally ill prisoners in this overcrowded system. In these inter-related ways, they are doubly 

or triply affected by the overcrowding that plagues the CDCR and the adverse conditions and 

policies it generates. 

362. Indeed, these prisoners seem to be lost in a “population shuffle” or cycle of 

“catch and release” that is tremendously destabilizing and life-altering for them. Each time 

cycle through this dysfunctional system in this way, the probability is increased that they will 

become sicker, and that their illness will become harder to stabilize and manage. 

j. Perniciousness of Overcrowding Effects 

363. Finally, as I have tried to show throughout this report, chronic overcrowding has 

such pernicious consequences in correctional settings in large part because it can impact so 

many levels and aspects of the prison environment.  The closed nature of a prison environment 

means that its different parts are unusually interconnected, and problems that remain unsolved 

in part of the environment have a way of reverberating throughout the institution and even the 

larger prison system. Thus, even though my discussion of the eight institutions I visited 

focused on specific aspects of the overcrowding-related crises that each facility faced, I 

continued to be struck by how deficiencies in one part of the institution impacted the services 

that could be delivered in another area of the prison. The tours and interviews I conducted and 

the voluminous documents I reviewed all underscore the degree to which the chronic and 

severe problem of overcrowding in the CDCR is so widespread and its harmful consequences 

so interconnected that it does not translate to a piecemeal solution, despite the best efforts of 

the many individual custody and clinical staff members I encountered who were laboring 

mightily to overcome this insurmountable obstacle. 
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D. The Only Remedy to the Continuing Constitutional Violations That Are 
Primarily Caused by Overcrowding is to Reduce the Population of the 
CDCR 

364. In the Plata Receiver’s recent report on overcrowding, he noted: 

“[O]vercrowding has been a way of life in the CDCR for twenty years.”398 I have been a direct 

witness to that fact. The overcrowding crisis that now consumes the CDCR and prevents it 

from discharging its constitutional responsibilities began decades ago. It was largely ignored 

by the Department of Corrections until a number of courts forced prison officials to at least 

acknowledge its presence. But the Department never fully addressed the magnitude of the 

problem or treated it with the urgency it deserved. CDCR continues to refuse to take decisive 

actions reasonably designed to bring about a solution or even “instituted any effective response 

to the worsening overcrowding crisis.”399 Instead, a culture of overcrowding has emerged in the 

system in which CDCR officials have gotten used to a certain level of “tolerable” 

overcrowding (that is, of course, intolerable to the prisoners and line staff who live within it). 

The CDCR has become accustomed to questionable practices (many of which I have detailed 

above) and to redefining the overcrowding problem in ways designed to normalize rather than 

solve it 

365. Now, however, the problem has reached truly crisis-level proportions. It has 

reached this point despite the Herculean efforts of courts and litigators and monitors and 

receivers and their associated staffs to require the CDCR to alleviate and resolve it. As the 

Coleman Court noted, although it has issued at least seventy-seven orders over more than 

eleven years directed at bringing California’s prison mental health care system into 

constitutional compliance, “the system still falls woefully short of meeting the requirements of 

the Eighth Amendment.”400 

                                              
398 Joint Pls.’ Trial Ex. 26 at 8. 

399 Id. at 2. 
400 Coleman Pls. Trial Ex. 46 at 8. 
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366. Obviously, prison overcrowding is not a self-correcting problem. To the 

contrary, as I have tried to show, because of its wide ranging and profoundly negative effects, 

and the destructive dynamics they set in motion, overcrowding is a self-exacerbating problem 

that gets much worse if it is not aggressively made better. 401 All of the judicial tools and 

administrative techniques of which I am aware to effect institutional change have been tried 

and failed with this intransigent system save one—to force the direct solution of the problem 

by meeting it head on and in a comprehensive way. There are several reasons why no other 

solution, including ones proposed by the CDCR itself, are inadequate to the task of resolving 

this crisis. 

367. The first is the urgency of the problem itself, and the unacceptably time-

consuming nature of alternative solutions. 402  The Defendants’ own projection for providing 

adequate mental health care beds is 2013 without including the construction projects outside 

the responsibility of the Receiver.  As I will point out below, even this seems unrealistic, given 

their inability to address the wide range of glaring inadequacies in this system over the last 

decade. In this context, however, it is fair to note that mentally ill prisoners in California have 

been subjected to inadequate or non-existent mental health care since long before the Court’s 

order in Coleman and the attempts to remedy these problems began in 1995. It has been more 

than 10 years since these efforts began, and the CDCR is still not in compliance with 

constitutional standards. Now, under the best case scenario—one that does not necessarily have 

any better chance of succeeding than prior, similar projections—the class of mentally ill 

prisoners is being asked to wait many more years before the system can deliver the care to 

which they are constitutionally entitled. Institutional change in response to problems this 

                                              
401 A Federal District Court in Rhode Island understood this when it wrote: “[O]vercrowding 
must be confronted before it becomes uncontrollable. A delay under the present conditions can 
give rise to problems of staggering magnitude not the least of which could be serious riots 
and/or a medical epidemic.”  Palmigiano v. Garrahy, 639 F. Supp. 244, 258 (D.R.I. 1986). 

402 Coleman Plaintiffs’ Trial Ex. 12.  
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massive and endemic cannot occur on such an incremental basis. In my opinion, this is not 

only an unreasonable response but also a dangerous one. 

368. The second reason that any remedy short of a prisoner release order is unlikely to 

succeed pertains to the track record and capacity of the CDCR to solve this problem through its 

preferred methods and in its preferred manner. The severe and chronic overcrowding that 

plagues the California prison system is so profound and systemic that it appears to have 

overwhelmed CDCR officials in charge of all administrative functions, undermining their 

ability to plan, initiate, and implement overcrowding-related program initiatives.  The CDCR 

and its institutions are so beset by the magnitude and multiplicity of the overcrowding-related 

challenges and crises that they confront on a daily basis that all they appear to be able to do is 

manage the prisoner population and respond to emergencies. Constitutional and professional 

standards and goals have fallen by the wayside, and so too has the capacity to anticipate the 

next round of overcrowding-related set of problems and plan to address it, let alone to 

effectively resolve the panoply of pre-existing overcrowding-related issues with which the 

Department is struggling. 

369. On October 29, 2007, for example, CDCR officials filed their final plan to 

address the serious shortfall of small management yards (“SMYs”) that are necessary for 

defendants to be able to provide even the basic minimum of 10 hours a week of yard time for 

prisoners housed in administrative segregation units.403  The plan was in response to a Coleman 

Court order to implement various measures, including the construction of these yards, in an 

effort to reduce the high rate of suicides in CDCR’s administrative segregation units.404  The 

Court ordered that CDCR construct all of the necessary yards no later than the end of fiscal 

year 08/09.405  However, CDCR’s plan lists a series of reasons and excuses why they cannot 

                                              
403 Coleman Pls.’ Trial Ex. 39. 
404 Coleman Pls.’ Trial Ex. 45. 
405 Id. 
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comply with the Court order and, thus, will not be able to provide prisoners in administrative 

segregation with even 10 hours a week of yard for several years.406  In response to the Court’s 

order to also maximize the existing SMYs while the shortfall is addressed, CDCR’s plan stated 

that:  “[t]he institutions do not currently have sufficient escort and security staff to expand the 

Administrative Segregation Unit Yard Program beyond the hours currently offered.” 407 

370.  Moreover, I have reviewed documents indicating that, on the very day that the 

defendants filed their plan, they also submitted a request to the Legislature to reduce the scope 

of their small management yard (SMY) project to construct 80 (SMYs) for prisoners housed in 

administrative segregation units at Mule Creek, Solano State Prison, Wasco State Prison and 

RJ Donovan. The request informed the Legislature that the change in scope would postpone 

the construction of 20 SMYs at Solano State Prison and revert $395,000 dollars to the 

budget.408 This kind of delay—here for construction of  20 small management yards—when the 

CDCR has been ordered to build a total of 1,162 additional such yards does not bode well for 

its ability to comply with the Coleman court’s order to complete the construction by the end of 

Fiscal Year 2008/2009.”409 

371. Finally, the CDCR’s proposed solution of incrementally increasing the system’s 

capacity by adding new facilities and additional staff, and doing very little else, not only is 

expected to take far more time than this urgent problem permits, with much uncertainty 

surrounding the CDCR’s capacity to deliver on even its own distant projections, but the very 

                                              
406 Coleman Pls. Trial Ex. 39 at 3 (Defendants’ Plan states that they cannot comply with the 
Court Order to complete construction of all 476 SMYs by June 30, 2009, for the following 
reasons that include: the absence of any viable mechanism for funding the project in the 
current budget year, the existence of various statutory code sections that will delay the funding, 
bidding and approval of plans, and long procurement periods for obtaining the necessary 
materials ranging from 23 weeks for fabricated enclosures to 33 weeks for steel toilets and 
locks).  
407 Coleman Pls. Trial Ex. 39 at 3.   
408  Coleman Pls. Trial Ex. 107.   
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nature of approach is inadequately conceived. As jail and prison construction began in earnest 

in the late 1980s and early 1990s, most scholars understood that correctional systems could not 

build their way out of the overcrowding problems they faced. For example, as two well-known 

experts noted, “projections show that such construction will not alleviate crowding if past 

trends in incarcerative policies and crime rates continue.”410 They were right. 

372. Indeed, if the last two decades of experience in California have proven anything, 

it is that the overcrowding crisis cannot be remedied through prison construction programs. 

The Plata Receiver is correct when he argues that: “[D]espite spending billions of dollars on 

construction, the level of overcrowding in California’s prison system has not decreased; 

despite waves of prison expansion overcrowding has now reached crisis levels… By 2007, 

19 institutions were at or above 200 percent of [capacity]. To summarize, despite massive 

waves of construction, prison overcrowding has grown worse in California.”411   

373.  Perhaps even more pointedly, there is evidence that the worsening prison 

overcrowding crisis has had a corresponding effect on the quality of mental health care 

afforded Coleman class members. In his May 31, 2007 Report to the Court, the Coleman 

Special Master concluded that “nearly 12 years after the determination that mental health 

service in CDCR were egregiously unconstitutional, hundreds certainly, possibly thousands, of 

CDCR inmates/patients, all members of the Coleman class certified in the early 1990s, are still 

looking for beds at the level of treatment their mental health requires.”412   More than a year 

                                                 
409 Coleman Docket 2644 at ¶ 2 (Order re Small Management Yards).   

410 H. Pontell & W. Welsh, Incarceration as a Deviant Form of Social Control: Jail 
Overcrowding in California, 40 Crime & Delinquency 18-36 (1994), at 19. Further, as they 
also noted: “There also is a long time lag between current problems and the potential opening 
of new facilities. There is also no guarantee, nor any body of systematic scientific evidence, 
that shows that when such new facilities are opened they will solve the overcrowding problem” 
(at 32). 
411 Joint Pls.’ Trial Ex. 26 at 9. 
412 Joint Pls.’ Trial Ex. 35, at 9. 
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MHCB Transfers
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later, that still appears to be the case. In fact, the situation appears to be worsening, not 

improving, in a number of respects.  

374. Several charts prepared at my request and under my supervision illustrate some 

of the important dimensions along which the treatment of Coleman class members has 

deteriorated in recent years. For example, as Chart 1 illustrates below, the average number of 

days that inmate/patients must wait before being transferred to a mental health crisis bed 

(MHCB) has actually increased, from 1.67 days waiting in November, 2006, to an average of 

9.33 days waiting in June, 2008. The maximum number of days an inmate/patient spent 

waiting reflects a similar deterioration in the standard of care. Thus, the longest wait that an 

inmate/patient experienced in November, 2006 was 6 days; by June, 2008, that waiting time 

had increased to 40 days.    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(Chart 1)413 

                                              
413 Compilation of data found in Coleman Pls.’ Trial Ex. 119-135. 
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375. Chart 2 illustrates a similar worsening pattern in the access to mental health care 

over time. Thus, the total number of persons referred to an outside MHCB has increased very 

significantly over time, from 85 inmate/patient referrals in November, 2006, to a total of 355 in 

June, 2008 (suggesting, among other things, a deterioration of the quality of care afforded to 

inmate/patients at a lower level of acuity). Nonetheless, despite this significant rise in the 

number of total referrals (from 85 to 355 over a less than 2-year period), there was no 

consistently corresponding or proportionate increase in the number of inmate/patients actually 

transferred.  For example, in April, 2007, when “only” 101 inmate/patients were referred for 

MHCB placement, a total of 50 were actually transferred. In June, 2008, nearly the same 

number of transfers occurred (52), despite a much larger number of referrals—355.   

(Chart 2)414 
 

                                              
414 Compilation of data found in Coleman Pls.’ Trial Ex. 119-135. 
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376. Chart 3 illustrates, there has been no corresponding improvement in the number 

of inmate/patients on the Acute Psychiatric Program waiting list. After a low of 14 

inmate/patients on the waiting list for admission to the Acute Psychiatric Care Program, that 

number has risen to 52 inmate/patients—those who are presumably the most psychiatrically 

disturbed in the system—waiting for the appropriate level of care. 

 
 
 

 
(Chart 3)415 

 

                                              
415 Compilation of data found in Coleman Pls.’ Trial Ex. 109-118. 
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SVPP Wait List Chart
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377. Chart 4 illustrates the explosive growth in the waitlist for the DMH operated 

Salinas Valley Psychiatric Program (SVPP) from September 2007 to July 31, 2008.  The  

number of inpatient DMH beds available in SVPP is 176; the number of patients on the June 

2008 waiting list now approaches this same number.       

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
(Chart 4)416 

 
378. Thus, as I say, as the overcrowding problem in general has intensified in the 

CDCR, the quality of mental health care afforded Coleman class members has been 

corresponsingly and negatively affected. It appears to have worsened rather than improved. 

IV. CONTINUING CONSTITUTIONAL VIOLATIONS THAT ARE PRIMARILY 
CAUSED BY OVERCROWDING SHOULD BE REMEDIED BY OVERALL 
POPULATION REDUCTIONS TO BETWEEN 100-145% OF CDCR’S DESIGN 
CAPACITY  

379. Because CDCR is an enormous and enormously complex system, there is no 

simple formulaic method for determining the precise reductions in the size of its prisoner 

population that will eliminate the continuing constitutional violations that are primarily caused 

by overcrowding. Instead, I believe that a range of reasonable goals can be established, ones 

                                              
416 Compilation of data found in Coleman Pls.’ Trial Ex. 65-78. 
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based on the most intelligent and informed estimates, reliable data, and appropriate, 

meaningful parameters. These goals can and should be adjusted as the nature and magnitude of 

the constitutional violations are continually monitored and assessed. 

380. As a starting point for establishing the range of reasonable goals, let me begin 

with what was once understood to be collective correctional wisdom (rather than an expedient 

approach to a largely politics-driven problem). As I mentioned earlier in this report, until the 

massive overcrowding crises that befell correctional systems in the United States beginning in 

the mid-1970s, most correctional scholars, experts, and administrators viewed prisons as 

dangerously overcrowded when they began to approximate 100% of their design capacity. The 

wisdom in this view was based on several commonsense assumptions. The first was that 

prisons were virtually always designed sparsely, from very basic and minimalist perspectives 

and premises, so that a prison that was reaching 100% of its capacity really was pushing 

against the limits of the number of prisoners that it could safely and humanely hold. In a 

related way, prison design traditionally maximized housing capacities and minimized space 

allocated to programming needs, opportunities, and demands. Thus, when a prison began to 

operate at near its rated capacity, there was typically little or no space available to pursue all 

but the most basic programming options. A prison administration that wanted to preserve at 

least some of its programming possibilities knew that those options would be all but foreclosed 

as its institutions neared 100% of capacity. In addition, correctional administrators, especially, 

knew that they were likely to face a number of unexpected contingencies and challenges, and 

that they would need at least some flexibility—to move or separate prisoners in response to 

conflict or confrontation, to accommodate to the special needs of a changing inmate 

population, or to address any one of a number of other unforeseeable but inevitable demands—

that had not been factored into an original design capacity. 

381. Aside from the way that the overcrowding crises of the last several decades has 

forced administrators to accept the unthinkable, nothing has changed to undermine that earlier 

view—namely, that a prison that is approximating 100% of its design capacity is beginning to 

place its staff and inmates at risk. With this in mind, I see no reason why a proposed range of 
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goal-based remedies for what are significant and chronic constitutional violations should not at 

least begin with what once was regarded as the outer limit of acceptability, albeit, in this 

instance, as a concession to exactly how dire a situation has been allowed to come about, set as 

its most ambitious goal.  

382. How then to set the maximum allowable population? Fortunately, there is an 

existing estimate that has been proffered by informed analysts that I believe provides a useful 

(albeit very conservative) outer limit. The Corrections Independent Review Panel that was 

appointed by Governor Schwarzenegger undertook an analysis of the various ways that an 

acceptable CDCR “capacity” could and should be defined and established.  Entirely consistent 

with the observations that I have made throughout this report, the panel concluded in 2004 that 

the overall population of male prisons in the state “exceeds a safe maximum, and individual 

housing units in some prisons are so severely over-crowded as to be at a crisis stage.”417 As 

part of its work, the panel convened a group of experienced wardens to determine what they 

termed the “Maximum Operable Capacity” (MOC) of the prisons system—the percent of 

design capacity at which a “prison can be operated both safely and can provide programming 

for every inmate, consistent with the inmate’s ability.”418  The “programming” that was  

contemplated in calculating the MOC included educational, vocational, substance abuse, and 

other rehabilitation programming. It explicitly did not take into account the kind of 

programming that would be required to provide constitutionally adequate mental health and 

medical treatment.419  Nonetheless, the Panel concluded that the statewide MOC for male 

prisons was 145% of design capacity.420   

                                              
417 Joint Pls’ Trial Ex. 4 at 124. 
418 Id  at 161. 
419 Coleman Pls’. Trial Ex. 108 at 113, l. 15-17. 
420 Joint Pls’ Trial Ex. 4 at 124.  Design capacity was determined to be 76,879 inmates at that 
time.  Id.  On January 25, 2007, the Little Hoover Commission issued a report updating the 
design capacity to 83,219.  Joint Plts. Trial Ex. 3 at 19.   
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383. The Corrections Independent Review Panel’s estimate assumed several other 

things. Thus, the use of all “bad beds” would have to be ended, so that adequate program space 

would be available. Of course, it also assumed that, in addition to available space, there would 

be “staff with requisite experience” provided to manage effective programming.421 Indeed, the 

Panel noted that the CDCR estimates of appropriate staffing “packages” that were operative at 

that time needed to be updated “to reflect position reductions, redirections, accommodations 

for ‘overcrowding,’ court decisions and other mandates that have affected staffing 

allocations.”422 Moreover, as I noted above, the Panel’s estimate of an MOC did not 

specifically contemplate, take into account, or attempt to calculate the additional space and 

staffing levels that would be required to provide constitutionally adequate mental health and 

medical care.  

384. In fact, of course, there is every reason to believe that the necessary space and 

staffing levels needed to provide constitutionally adequate mental and medical are truly 

substantial. That is certainly my own judgment; it is the very clear conclusion reached on the 

basis of the observations and analysis I have detailed in much of this report. It also reflects the 

judgment of numerous other independent experts who have evaluated, analyzed, and monitored 

the CDCR.423 In fact, although I have not attempted to provide a quantitative estimate of the 

extent of the shortcomings—in space and personnel—that plagues the CDCR in this regard, the 

Coleman Special Master has done so. Specifically, he reported to the Court on May 31, 2007 

that: “Given the inadequacies of programming space, program beds and mental health staffing, 

it is clear that a significant portion of the MHSDS caseload is not receiving the necessary 

mental health services…defendants cannot meet at least a substantial portion, amounting in 

                                              
421 Joint Pls’ Trial Ex. 4 at 161. 
422 Id at 126-27. 
423 Those numerous experts include, as I noted earlier, in addition to the Corrections 
Independent Review Panel, members of the Little Hoover Commission and the CDCR Expert 
Panel. 
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some loose amalgam to about 33 percent, of acknowledged mental health needs with current 

staffing resources. Insufficient intensive mental health treatment beds and a chronic lack of 

programming space for mental health treatment contribute further to defendants’ inability to 

meet required mental health services.”424 This quantitative estimate of the current shortfall 

brought about by inadequacies in space, beds, and housing—fully a third of mental health 

needs unmet—suggests that the magnitude of the incremental needs ignored in the Panel’s 

estimate of maximum operable capacity is substantial. 

385. When these crucial mental health and medical treatment needs are taken into 

account—as they must be in any calculation aimed at addressing the primary cause of these 

continuing constitutional violations—then the appropriate percentage for maximum operable 

capacity would certainly be lower than the Panel’s and wardens’ estimate of 145%.  Thus, in 

this important sense, a limit of 145% of design capacity can only be regarded as a very 

conservative estimate of the MOC, and seems an appropriate figure to establish as the outer 

limit or maximum capacity in a range that is intended to eliminate the constitutional violations 

that are at issue here. 

386. There is another reason to regard the Independent Review Panel’s estimate of a 

viable MOC as a very conservative outside limit. Specifically, it is based on the judgments of a 

group of experienced California wardens, many of whose own perspectives on “Maximum 

Operable Capacity” were likely forged in a system in which a certain amount of 

institutionalized acceptance of overcrowding has occurred. I note, for example, that the Plata 

Receiver described what he called “CDCR’s institutionalized acceptance of overcrowding and 

the lowering of correctional standards to accommodate overcrowding.”425 In fact, the Receiver 

documented not only the decades of prison overcrowding in California but also the parallel 

                                              
424 Joint Pls’ Trial Ex. 35 at 12-14. 
425 Joint Pls’ Trial Ex. 26 at 10. 
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evolution of “a correctional mindset that allows overcrowding rather than sound correctional 

management to drive crucial construction and prisoner management policy.”426  

387. Moreover, the Receiver identified the same failure to take medical, mental 

health, and dental care programming needs into account in the CDCR’s Facility Master Plans 

(spanning 1993-2003) as was reflected in the Corrections Independent Review Panel’s report.  

As he put it: “All the plans focus on corrections, as if medical, mental health, and dental care 

have no place in prison design, prison construction, or prison management.”427 In fact, the 

Receiver found that the acceptance of overcrowding was institutionalized to such a degree in 

CDCR management that it knowingly planned construction of even its newest prisons to 

provide at most fifty percent of all health care related space needs, “ignoring pre-existing plans 

to double-cell the prison up to 200 percent of capacity.”428  These facts suggest that the 

Maximum Operable Capacity would actually have been quite a bit lower than 145% if the 

Corrections Independent Review Panel had taken these critically important needs into account. 

388. At a minimum, then, using the Panel’s estimate of 145% as a very conservative 

outside limit, remedial steps should be taken to reduce CDCR’s prison population to its viable, 

defensible maximum operable capacity.  This would mean that all bad beds must be 

eliminated,429 sufficient program space must be identified and made available, and the number 

of inmates not to exceed appropriate numbers of available, qualified staff to provide necessary 

programming. Necessary staffing must be calculated in such a way as to provide programming 

opportunities and sufficient custody/escort staff to enable that programming to occur. Indeed, it 

is not clear that, given the “serious staffing shortfalls” that continue to plague CDCR, its 

                                              
426 Id. at 10 (emphasis in original). 
427 Id. at 11. (emphasis in original). 
428 Id. at 20. Even the personnel, accounting, inmate records, procurement, receiving and 
release, and family visiting areas were built to accommodate only 130 percent overcrowding.    
429 This task, alone, will be difficult to accomplish. According to recent data, there are 13,791 
“non-traditional” beds throughout the prison system.  Joint Pls.’ Trial Ex. 68. 
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prisons can possibly safely and humanely accommodate even 145% of capacity (much less the 

near-double capacity they now face).430  

389. Moreover, as I have suggested, a “maximum operable capacity” that provides for 

the constitutional delivery of mental health care must incorporate and take centrally into 

account the mental health treatment standards established by the Coleman Court.  To parallel 

the Corrections Independent Review Panel’s assumptions in this context, then, all “bad” mental 

health beds must be eliminated. For example, this includes reducing the population to eliminate 

the use of alternative crisis beds, EOP “overflow” housing that does not have appropriate space 

for individual or group mental health contacts, RC EOP housing for EOP stays greater than 60 

days, and DMH units such as those currently run in SVSP D-5 and D-6 and CMF P-2 and P-3, 

which are not set up to provide care consistent with inpatient standards.   

390. Furthermore, the programming considerations of the Independent Review Panel 

must be expanded to reflect the requisite mental health “program” that is set forth in the 

Coleman remedy. Thus, adequate mental health programming space must be afforded under 

any defensible definition of the MOC. Moreover, whatever operable capacity is finally 

implemented must also be related to the number of mental health and custody staff in the 

prison system who are tasked with providing mental health care. For example, as I noted 

above, the Special Master found that current staffing cannot provide for roughly one-third of 

the prisoners with identified mental illness. Finally, the maximum operable capacity must also 

account for the intersection of space availability and staffing levels. This means, as the 

Receiver noted, California’s long-standing policy of building “only to base staffing levels”—a 

policy that “has left the CDCR in crisis regarding the clinical space needed to provide 

constitutional levels of access to health care”—must be correspondingly changed.431   

                                              
430 “[O]vercrowding is accompanied by serious staffing shortfalls for both clinical providers 
and correctional officers.”  Joint Pls’ Trial Ex. 26 at 11. 
431 Id. at 22. 
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V. CONCLUSION

391. Numerous previous court orders--most of which were issued a considerable

period of time ago--and virtually every other approach to judicially-mandated institutional

change of which I am aware have been tried and tailed to solve this chronic (and in many

ways, worsening) problem. In my opinion, a carefully crafted prisoner release order is the only

remedy that is capable of addressing this severe overcrowding crisis and beginning the process

of finally solving the wide range of dangerous and debilitating problems it has brought about.

Dated: August 15, 2008
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HONORS AWARDS GRANTS

2006 Herbert Jacobs Prize for Most Outstanding Book published on law
and society in 20o5 (from the Law & Society Association, for Death
by Design).

Nominated for National Book Award (by American Psychological
Association Books, for Reforming Punishment).

"Dream course" instructor in psychology and law, University of
Oklahoma.

2005 Annual Distinguished Faculty Lecturer, University of California,
Santa Cruz.

2004

2002

2000

Arthur C. Helton Human Rights Award from the American
Immigration Lawyers Association (co-recipient).

Scholar-in-Residence, Center for Social Justice, Boalt Hall School of
Law (University of California, Berkeley).

"Golden Apple Award" for Distinguished Teaching, awarded by the
Social Sciences Division, University of California, Santa Cruz.

National Science Foundation Grant to Study Capital Jury
Decisionmaking

Santa Cruz Alumni Association Distinguished Teaching Award,
University of California, Santa Cruz.

United States Department of Health & Human Services/Urban
Institute, "Effects of Incarceration on Children, Families, and Low-
Income Communities" Project.

American Association for the Advancement of Science/American
Academy of Forensic Science Project: "Scientific Evidence Summit"
Planning Committee.

Teacher of the Year (UC Santa Cruz Re-Entry Students’ Award).

Invited Participant White House Forum on the Uses of Science and
Technology to Improve National Crime and Prison Policy.
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1999

1997

1996

1995

1994

1999

1991

199o

1989

1976

1975-76

1974-76

1974

1969-71

Excellence in Teaching Award (Academic Senate Committee on
Teaching).

Joint American Association for the Advancement of Science-
American Bar Association Science and Technology Section National
Conference of Lawyers and Scientists.

American Psychology-Law Society Presidential Initiative
Invitee ("Reviewing the Discipline: A Bridge to the Future")

National Science Foundation Grant to Study Capital Jury
Decisionmaking (renewal and extension).

National Science Foundation Grant to Study Capital Jury
Decisionmaking.

Teacher of the Year (UC Santa Cruz Re-Entry Students’ Award).

Gordon Allport Intergroup Relations Prize (Honorable Mention)

Excellence in Teaching Convocation, Social Sciences Division

Outstanding Contributions to Preservation of Constitutional Rights,
California Attorneys for Criminal Justice.

Psychology Undergraduate Student Association Teaching Award

SR 43 Grant for Policy-Oriented Research With Linguistically
Diverse Minorities

Alumni Association Teaching Award ("Favorite Professor")

Prison Law Office Award for Contributions to Prison Litigation

UC Mexus Award for Comparative Research on Mexican Prisons

Hilmer Oehlmann Jr. Award for Excellence in Legal Writing at
Stanford Law School

Law and Psychology Fellow, Stanford Law School

Russell Sage Foundation Residency in Law and Social Science

Gordon Allport Intergroup Relations Prize, Honorable Mention

University Fellow, Stanford University
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1969-74

1969

1967-1969

Society of Sigma Xi

B.A. Degree Magna cum laude with Honors in Psychology

Phi Beta Kappa

University Scholar, University of Pennsylvania

UNIVERSITY SERVICE AND ADMINISTRATION

2004-2006

1998-2oo2

1994-1998

1992-1995

1995 (Fall)

1995-1996

199o-1992

1991-1992

1984-1986

Chair, Committee on Academic Personnel

Chair, Department of Psychology

Chair, Department of Sociology

Chair, Legal Studies Program

Committee on Academic Personnel

University Committee on Academic Personnel (UCAP)

Committee on Academic Personnel

Chair, Social Science Division Academic Personnel
Committee

Chair, Committee on Privilege and Tenure

WRITINGS AND OTHER CREATIVE ACTIVITIES IN PROGRESS

Books:

Context and Criminali _ty: The Role of Social History_ and Circumstance in
Crime Causation (working title, in preparation).

Articles:

"The Psychological Foundations of Capital Mitigation: Why Social Historical
Factors Are Central to Assessing Culpability," in preparation.
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PUBLISHED WRITINGS AND CREATIVE ACTIVITIES

Books.

2006 Reforming Punishment: Psychological Limits to the Pains of
Imprisonment, Washington, DC: American Psychological
Association Books.

2005 Death by Design: Capital Punishment as a Social Psychological
System. New York: Oxford University Press.

Monographs and Technical Reports

1989 Employment Testing and Employment Discrimination (with A.
Hurtado). Technical Report for the National Commission on
Testing and Public Policy. New York: Ford Foundation.

Articles in Professional Journals and Book Chapters

2008 "Counting Casualties in the War on Prisoners: The Effects of Prison
Overcrowding on People and Places," University_ of San Francisco
Law Review., in press.

"The Stanford Prison Experiment," in John Levine & Michael Hogg
(Eds.), Encyclopedia of Group Processes and Intergroup Relations.
Thousand Oaks, CA: Sage Publications, in press.

"Evolving Standards of Decency: Advancing the Nature and Logic of
Capital Mitigation," Hofstra Law Review, 3_6_6, 835-882.

"A Culture of Harm: Taming the Dynamics of Cruelty in Supermax
Prisons," Criminal Justice and Behavior, 35, 956-984.

"Persistent Dispositionalism in Interactionist Clothing:
Fundamental Attribution Error in Explaining Prison Abuse," (with
P. Zimbardo), Personality_ and Social Psychology_ Bulletin, in press.

"The Stanford Prison Experiment," in J. Bennett & Y. Jewkes (Eds.),
Dictionary_ of Prisons (pp. 278-280). Devon, UK: Willan Publishers.
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"Capital Mitigation," in Brian Cutler (Ed.), The Encyclopedia of
Psychology_ and the Law (pp. 60-63). Volume I. Thousand Oaks, CA:
Sage Publications.

Death Qualification of Juries," in Brian Cutler (Ed.), The
Encyclopedia of Psychology_ and the Law (pp. 19o-192). Volume I.
Thousand Oaks, CA: Sage Publications.

"Stanford Prison Experiment," in Brian Cutler (Ed.), The
Encyclopedia of Psychology_ and the Law (pp. 756-757). Volume II.
Thousand Oaks, CA: Sage Publications.

"Supermax Prisons," in Brian Cutler (Ed.), The Encyclopedia of
Psychology_ and the Law (pp. 787-790). Volume II. Thousand Oaks,
CA: Sage Publications.

"The Consequences of Prison Life: Notes on the New Psychology of
Prison Effects," in D. Canter & R. Zukauskiene (Eds.), Psychology_
and Law: Bridging the Gap (pp. 143-165). Burlington, VT: Ashgate
Publishing.

2006 "The Wages of Prison Overcrowding: Harmful Psychological
Consequences and Dysfunctional Correctional Reactions,"
Washington University_ Journal of Law & Policy, 22, 265-293.

"Exonerations and Wrongful Condemnations: Expanding the Zone
of Perceived Injustice in Capital Cases," Golden Gate Law Review,
32, 131-173.

"Preface," D. Jones (Ed.), Humane Prisons. San Francisco, CA:
Radcliffe Medical Press (2oo6), forthcoming.

2005 "The Contextual Revolution in Psychology and the Question of
Prison Effects," in Alison Liebling and Shadd Maruna (Eds.), The
Effects of Imprisonment (pp. 66-93). Devon, UK: Willan
Publishing.

"Achieving Educational Equity: Beyond Individual Measures of
Merit," (with A. Hurtado), Harvard Journal of Hispanic Policy, 17,
87-92.

"Conditions of Confinement for Detained Asylum Seekers Subject to
Expedited Removal," in M. Hetfield (Ed.), Report on Asylum
Seekers in Expedited Removal. Volume II: Expert Reports.
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Washington, DC: United States Commission on International
Religious Freedom.

2004 "Disciplinary Segregation," in Mary Bosworth (Ed.), Encyclopedia
of U.S. Prisons and Correctional Facilities (240-244). Volume 1.
Thousand Oaks, CA: Sage Publications.

"Super-Maximum Secure Prisons," in Mary Bosworth (Ed.),
Encyclopedia of U.S. Prisons and Correctional Facilities (pp. 938-
944). Volume 2. Thousand Oaks, CA: Sage Publications.

"Abu Ghraib and the American Prison System," The
Commonwealth, 98 (#16), 40-42.

"Special Issue on the Death Penalty in the United States" (co-edited
with R. Weiner), Psychology_, Public Policy, and Law, lO, 374-621.

"Death Is Different: An Editorial Introduction" (with R. Wiener),
Psyeholo~¢, Public Policy, and Law, lO, 374-378.

"The Death Penalty in the United States: A Crisis of Conscience"
(with R. Wiener), Psychology, Public Policy, and Law, lO, 618-621.

"Condemning the Other in Death Penalty Trials: Biographical
Racism, Structural Mitigation, and the Empathic Divide," DePaul
Law Review, 53, 1557-159o.

"Capital Constructions: Newspaper Reporting in Death Penalty
Cases" (with S. Greene), Analyses of Social Issues and Public Policy
(ASAP), 4, 1-22.

2OO3 "Mental Health Issues in Long-Term Solitary and ’Supermax’
Confinement," Crime & Delinquency (special issue on mental health
and the criminal justice system), 49, 124-156. [Reprinted in:
Roesch, R., & Gagnon, N. (Eds.), Psychology_ and Law: Criminal and
Civil Perspectives. Hampshire, UK: Ashgate (2oo7).]

"The Psychological Impact of Incarceration: Implications for Post-
Prison Adjustment," in Travis, J., & Waul, M. (Eds..), Prisoners
Once Removed: The Impact of Incarceration and Reentry on
Children, Families, and Communities (pp. 33-66). Washington, DC:
Urban Institute Press.

"Comments on "Dying Twice": Death Row Confinement in the Age
of the Supermax," Capital University Law Review, in press.
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2002 "Making Law Modern: Toward a Contextual Model of Justice,
Psychology_, Public Policy, and Law, 7, 3-63.

"Psychological Jurisprudence: Taking Psychology and Law into the
Twenty-First Century," (with John Darley, Sol Fulero, and Tom
Tyler), in J. Ogloff (Ed.), Taking Psychology and Law into the
Twenty-First Century_ (pp. 35-59). New York: Kluwer
Academic/Plenum Publishing.

"Science, Law, and Psychological Injury: The Daubert Standards
and Beyond," (with Amy Smith), in Schultz, I., Brady, D., and
Carella, S., The Handbook of Psychological Injury (pp. 184-201).
Chicago, IL: American Bar Association. [CD-ROM format]

2001 "Vulnerable Offenders and the Law: Treatment Rights in Uncertain
Legal Times" (with D. Specter). In J. Ashford, B. Sales, & W. Reid
(Eds.), Treating Adult and Juvenile Offenders with Special Needs
(PP. 51-79). Washington, D.C.:American Psychological Association.

"Afferword," in J. Evans (Ed.), Undoing Time (pp. 245-256).
Boston, MA: Northeastern University Press.

2000 "Discrimination and Instructional Comprehension: Guided
Discretion, Racial Bias, and the Death Penalty" (with M. Lynch),
Law and Human Behavior, 2__4, 337-358.

"Cycles of Pain: Risk Factors in the Lives of Incarcerated Women
and Their Children," (with S. Greene and A. Hurtado), Prison
Journal., 8o, 3-23.

1999 "Reflections on the Stanford Prison Experiment: Genesis,
Transformations, Consequences (’The SPE and the Analysis of
Institutions’)," In Thomas Blass (Ed.), Obedience to Authority.:
Current Perspectives on the Milgram Paradigm (pp. 221-237).
Hillsdale, NJ: Erlbaum.

"Ideology and Crime Control," American Psychologist, 5_4, 786-788.

1998 "The Past and Future of U.S. Prison Policy: Twenty-Five Years After
the Stanford Prison Experiment," (with P. Zimbardo), American

8
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Psychologist, 53, 709-727. [Reprinted in special issue of Norweigian
journal as: USAs fengselspolitikk i fortid og fremtid, Vardoger, 25,
171-183 (2000); in H. Tischler (Ed.), Debating Points: Crime and
Punishment. Englewood Cliffs, NJ: Prentice-Hall, in press; and in
Annual Editions: Criminal Justice. Guilford, CT: Dushkin/McGraw-
Hill, in press; Herman, Peter (Ed.), The American Prison System
(pp. 17-43) (Reference Shelf Series). New York: H.W. Wilson
(2OOl); and in Edward Latessa & Alexander Holsinger (Eds.),
Correctional Contexts: Contemporary_ and Classical Readings. Third
Edition. Roxbury Publishing, in press.]

"Riding the Punishment Wave: On the Origins of Our Devolving
Standards of Decency," Hastings Women’s Law Journal, O, 27-78.

"Becoming the Mainstream: "Merit," Changing Demographics, and
Higher Education in California" (with A. Hurtado and E. Garcia), La
Raza Law Journal, lO, 645-690.

1997 "Regulating Prisons of the Future: A Psychological Analysis of
Supermax and Solitary Confinement," (with M. Lynch), New York
University_ Review of Law and Social Change, 2_3, 477-570.

"Psychology and the Limits to Prison Pain: Confronting the Coming
Crisis in Eighth Amendment Law," Psychology_, Public Policy, and
Law, 3, 499-588.

"Commonsense Justice and the Death Penalty: Problematizing the
’Will of the People,’" Psychology_, Public Policy, and Law, 3, 3o3-
337.

"Violence and the Capital Jury: Mechanisms of Moral
Disengagement and the Impulse to Condemn to Death," Stanford
Law Review, ~kq, 1447-1486.

"Mitigation and the Study of Lives: The Roots of Violent Criminality
and the Nature of Capital Justice." In James Acker, Robert Bohm,
and Charles Lanier, America’s Experiment with Capital
Punishment: Reflections on the Past, Present, and Future of the
Ultimate Penal Sanction. Durham, NC: Carolina Academic Press,
343-377.

"Clarifying Life and Death Matters: An Analysis of Instructional
Comprehension and Penalty Phase Arguments" (with M. Lynch),
Law and Human Behavior, 21, 575-595.
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"Psychological Secrecy and the Death Penalty: Observations on ’the
Mere Extinguishment of Life,’" Studies in Law, Politics, and Society_,
16, 3-69.

1995 "The Social Context of Capital Murder: Social Histories and the
Logic of Capital Mitigation," Santa Clara Law Review, 35, 547-609.

"Taking Capital Jurors Seriously," Indiana Law Journal, 7o, 1223-
1232.

"Death Penalty Opinion: Myth and Misconception," California
Criminal Defense Practice Reporter, 100.~(1), 1-7.

1994 "The Jurisprudence of Race and Meritocracy: Standardized Testing
and ’Race-Neutral’ Racism in the Workplace," (with A. Hurtado),
Law and Human Behavior., 18, 223-248.

"Comprehending Life and Death Matters: A Preliminary Study of
California’s Capital Penalty Instructions" (with M. Lynch), Law and
Human Behavior., 18, 411-434.

"Felony Voir Dire: An Exploratory Study of Its Content and Effect,"
(with C. Johnson), Law and Human Behavior, 18, 487-506.

"Broken Promise: The Supreme Court’s Response to Social Science
Research on Capital Punishment" (with D. Logan), Journal of Social
Issues (special issue on the death penalty in the United States), 5_0_,
75-101.

"Deciding to Take a Life: Capital Juries, Sentencing Instructions,
and the Jurisprudence of Death" (with L. Sontag and S. Costanzo),
Journal of Social Issues (special issue on the death penalty in the
United States), 5_0_, 149-176. [Reprinted in Koosed, M. (Ed.), Capital
Punishment. New York: Garland Publishing (1995).]

"Modern’ Death Qualification: New Data on Its Biasing Effects,"
(with A. Hurtado and L. Vega), Law and Human Behavior., 18, 619-
633.

"Processing the Mad, Badly," Contemporary Psychology_, 39, 898-
899.

"Language is Power," Contemporary_ Psychology, 39, lO39-1o4o.
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1993 "Infamous Punishment: The Psychological Effects of Isolation,"
National Prison Project Journal, 8, 3-21. [Reprinted in Marquart,
James & Sorensen, Jonathan (Eds.), Correctional Contexts:
Contemporary_ and Classical Readings (pp. 428-437). Los Angeles:
Roxbury Publishing (1997); Alarid, Leanne & Cromwell, Paul (Eds.),
Correctional Perspectives: Views from Academics, Practitioners,
and Prisoners (pp. 161-17o). Los Angeles: Roxbury Publishing
(2001).]

"Psychology and Legal Change: The Impact of a Decade," Law and
Human Behavior., 17, 371-398. [Reprinted in: Roesch, R., & Gagnon,
N. (Eds.), Psychology and Law: Criminal and Civil Perspectives.
Hampshire, UK: Ashgate (2oo7).]

1992 "Death Penalty Attitudes: The Beliefs of Death-Qualified
Californians," (with A. Hurtado and L. Vega). Forum, l_q, 43-47.

"The Influence of Race on Sentencing: A Meta-Analytic Review of
Experimental Studies." (with L. Sweeney). Special issue on
Discrimination and the Law. Behavioral Science and Law, lO, 179-
195.

1991 "The Fourteenth Amendment and Symbolic Legality: Let Them Eat
Due Process," Law and Human Behavior., ~_5, 183-2o4.

1988 "In Defense of the Jury," Contemporary_ Psychology_, 33, 653-655.

1986 "Civil Rights and Institutional Law: The Role of Social Psychology
in Judicial Implementation," (with T. Pettigrew), Journal of
Community_ Psychology, 1_4, 267-277.

1984 "Editor’s Introduction. Special Issue on Death Qualification," Law
and Human Behavior, 8, 1-6.

"On the Selection of Capital Juries: The Biasing Effects of Death
Qualification," Law and Human Behavior., 8, 121-132.

"Examining Death Qualification: Further Analysis of the Process
Effect," Law and Human Behavior, 8, 133-151.

"Evolving Standards and the Capital Jury," Law and Human
Behavior., 8, 153-158.
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"Postscript," Law and Human Behavior., 8, 159.

"Social Factfinding and Legal Decisions: Judicial Reform and the
Use of Social Science." In Muller, D., Blackman, D., and Chapman,
A. (Eds.), Perspectives in Psychology_ and Law. New York: John
Wiley, pp. 43-54.

1983 "The Future of Crime and Personality Research: A Social
Psychologist’s View," in Laufer, W. and Day, J. (Eds.), Personality_
Theory_, Moral Development, and Criminal Behavioral Behavior.
Lexington, Mass.: Lexington Books, pp. 471-473.

"The Good, the Bad, and the Lawful: An Essay on Psychological
Injustice," in Laufer, W. and Day, J. (Eds.), Personality Theory_,
Moral Development, and Criminal Behavior. Lexington, Mass.:
Lexington Books, pp. lO7-117.

"Ordering the Courtroom, Psychologically," Jurimetrics., 2_3, 321-
324.

1982 "Psychological Theory and Criminal Justice Policy: Law and
Psychology in the Formative Era," Law and Human Behavior., _6,
191-235. [Reprinted in Presser, S. and Zainaldin, J. (Eds.), Law and
American History_: Cases and Materials. Minneapolis, MN: West
Publishing, 1989.]

"Data and Decisions: Social Science and Judicial Reform," in P.
DuBois (Ed.), The Analysis of Judicial Reform. Lexington, Mass.:
D.C. Heath, pp. 43-59.

"Employment Tests and Employment Discrimination: A Dissenting
Psychological Opinion," Industrial Relations Law Journal, 5, PP. 1-
86.

"To Polygraph or Not: The Effects of Preemployment Polygraphing
on Work-Related Attitudes," (with L. White and M. Lopez),
Polygraph, 11, 185-199.

1981 "Death Qualification as a Biasing Legal Process," The Death Penalty
Reporter, 1 (LO_), PP. 1-5. [Reprinted in Augustus: A Journal of
Progressive Human Sciences, 9(3.l, 9-13 (1986).]
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198o "Juries and the Death Penalty: Readdressing the Witherspoon
Question," Crime and Delinquency, October, pp. 512-527.

"Psychology and Legal Change: On the Limits of a Factual
Jurisprudence," Law and Human Behavior, 6, 191-235. [Reprinted
in Loh, Wallace (Ed.), Social Research and the Judicial Process.
New York: Russell Sage, 1983.]

"The Creation of Legal Dependency: Law School in a Nutshell"
(with M. Lowy), in R. Warner (Ed.), The People’s Law Review.
Reading, Mass.: Addison-Wesley, pp. 36-41.

"Television Criminology: Network Illusions of Criminal Justice
Realities" (with J. Manzolati), in E. Aronson (Ed.), Readings on the
Social Animal. San Francisco, W.H. Freeman, pp. 125-136.

1979 "A Psychologist Looks at the Criminal Justice System," in A. Calvin
(Ed.), Challenges and Alternatives to the Criminal Justice System.
Ann Arbor: Monograph Press, pp. 77-85.

"Social Psychology and the Criminal Law," in P. Middlebrook (Ed.),
Social Psychology_ and Modern Life. New York: Random House, pp.
671-711.

"Bargain Justice in an Unjust World: Good Deals in the Criminal
Courts" (with M. Lowy), Law and Society Review, 1_3, pp. 633-650.
[Reprinted in Kadish, Sanford and Paulsen, Robert (Eds.), Criminal
Law and Its Processes. Boston: Little, Brown, 1983.]

1977 "Prison Behavior" (with P. Zimbardo), in B. Wolman (Ed.), Th__~e
Encyclopedia of Neurology., Psychiatry_, Psychoanalysis, and
Psychology_, Vol. IX, pp. 70-74.

"The Socialization into Criminality: On Becoming a Prisoner and a
Guard" (with P. Zimbardo), in J. Tapp and F. Levine (Eds.), Law.
Justice, and the Individual in Society.: Psychological and Legal
Issues (pp. 198-223). New York: Holt, Rinehart, and Winston.

1976 "The Play’s the Thing: Methodological Notes on Social
Simulations," inP. Golden (Ed.), The Research Experience, pp. 177-
19o. Itasca, IL: Peacock.

13
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1975 "The Blackboard Penitentiary: It’s Tough to Tell a High School from
a Prison" (with P. Zimbardo). Psychology_ To__Q_d_~da, 26ff.

"Implementing Research Results in Criminal Justice Settings,"
Proceedings, Third Annual Conference on Corrections in the U.S.
Military, Center for Advanced Study in the Behavioral Sciences,
June 6-7.

"The Psychology of Imprisonment: Privation, Power, and
Pathology" (with P. Zimbardo, C. Banks, and D. Jaffe), in D.
Rosenhan and P. London (Eds.), Theory_ and Research in Abnormal
Psychology_. New York: Holt Rinehart, and Winston. [Reprinted
in: Rubin, Z. (Ed.), Doing Unto Others: Joining, Molding,
Conforming, Helping, Loving. Englewood Cliffs: Prentice-Hall,
1974. Brigham, John, and Wrightsman, Lawrence (Eds.)
Contemporary. Issues in Social Psychology_. Third Edition.
Monterey: Brooks/Cole, 1977. Calhoun, James Readings, Cases,
and Study Guide for Psychology_ of Adjustment and Human
Relationships. New York: Random House, 1978.]

1973 "Social Roles, Role-Playing, and Education" (with P. Zimbardo),
The Behavioral and Social Science Teacher, Fall, 1(1), pp. 24-45.
[Reprinted in: Zimbardo, P., and Maslach, C. (Eds.) Psychology For
Our Times. Glenview, Ill.: Scott, Foresman, 1977. Hollander, E.
and Hunt, R. (Eds.) Current Perspectives in Social Psychology_.
Third Edition. New York: Oxford University Press, 1978.]

"The Mind is a Formidable Jailer: A Pirandellian Prison" (with P.
Zimbardo, C. Banks, and D. Jaffe), The New York Times Magazine,
April 8, Section 6, 38-6o. [Reprinted in Krupat, E. (Ed.),
Psychology Is Social: Readings and Conversations in Social
Psychology. Glenview, Ill.: Scott, Foresman, 1982.]

"Interpersonal Dynamics in a Simulated Prison" (with C. Banks and
P. Zimbardo), International Journal of Criminology_ and Penology_,
1, pp. 69-97. [Reprinted in : Steffensmeier, Darrell, and Terry,
Robert (Eds.) Examining Deviance Experimentally. New York:
Alfred Publishing, 1975; Golden, P. (Ed.) The Research Experience.
Itasca, Ill.: Peacock, 1976; Leger, Robert (Ed.) The Sociology_ of
Corrections. New York: John Wiley, 1977; A ldserleti tarsadalom-
lelektan foarma. Budapest, Hungary: Gondolat Konyvkiado, 1977;
Johnston, Norman, and Savitz, L. Justice and Corrections. New
York: John Wiley, 1978; Research Methods in Education and Social
Sciences. The Open University, 1979; Goldstein, J. (Ed.), Modern
Sociology_. British Columbia: Open Learning Institute, 198o; Ross,
Robert R. (Ed.) Prison Guard/Correctional Officer: The Use and
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Abuse of Human Resources of Prison. Toronto: Butterworth’s 1981;
Monahan, John, and Walker, Laurens (Eds.), Social Science in Law:
Cases, Materials, and Problems. Foundation Press, 1985: Siuta,
Jerzy (Ed.), The Context of Human Behavior. Jagiellonian
University Press, 2001; Ferguson, Susan (Ed.), Mapping the Social
Landscape: Readings in Sociology_. St. Enumclaw, WA: Mayfield
Publishing, 2001; Pethes, Nicolas (Ed.), Menschenversuche
(Experiments with Humans). Frankfurt, Germany: Suhrkamp
Verlag, 2oo6.]

"A Study of Prisoners and Guards" (with C. Banks and P.
Zimbardo). Naval Research Reviews, _~-~7. [Reprinted in Aronson,
E. (Ed.) Readings About the Social Animal. San Francisco: W.H.
Freeman, 198o; Gross, R. (Ed.) Key Studies in Psychology_. Third
Edition. London: Hodder & Stoughton, 1999; Collier, C. (Ed.), Basic
Themes in Law and Jurisprudence. Anderson Publishing, 2ooo.]

MEMBERSHIP/ACTIVITIES IN PROFESSIONAL ASSOCIATIONS

American Psychological Association

American Psychology and Law Society

Law and Society Association

National Council on Crime and Delinquency

INVITED ADDRESSES AND PAPERS PRESENTED AT PROFESSIONAL ACADEMIC
MEETINGS AND RELATED SETI’INGS (SELECTED)

2008 "Media Criminology and the Empathic Divide: The Continuing
Significance of Race in Capital Trials," Invited Address, Media,
Race, and the Death Penalty Conference, DePaul University School
of Law, Chicago, IL, March.

"The State of the Prisons in California," Invited Opening Address,
Confronting the Crisis: Current State Initiatives and Lasting
Solutions for California’s Prison Conditions Conference, University
of San Francisco School of Law, San Francisco, CA, March.

"Mass Incarceration and Its Effects on American Society," Invited
Opening Address, Behind the Walls Prison Law Symposium,
University of California Davis School of Law, Davis, CA, March.

[232610-1]
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2007 "The Psychology of Imprisonment: How Prison Conditions Affect
Prisoners and Correctional Officers," United States Department of
Justice, National Institute of Corrections Management Training for
"Correctional Excellence" Course, Denver, CO, May.

"Statement on Psychologists, Detention, and Torture," Invited
Address, American Psychological Association Annual Convention,
San Francisco, CA, August.

"Prisoners of Isolation," Invited Address, University of Indiana Law
School, Indianapolis, IN, October.

"Mitigation in Three Strikes Cases," Stanford Law School, Palo Alto,
CA, September.

"The Psychology of Imprisonment," Occidental College, Los
Angeles, CA, November.

2006 "Mitigation and Social Histories in Death Penalty Cases," Ninth
Circuit Federal Capital Case Committee, Seattle, WA, May.

"The Crisis in the Prisons: Using Psychology to Understand and
Improve Prison Conditions," Invited Keynote Address, Psi Chi
(Undergraduate Psychology Honor Society) Research Conference,
Santa Francisco, CA, May.

"Exoneration and ’Wrongful Condemnation’: Why Juries Sentence
to Death When Life is the Proper Verdict," Faces of Innocence
Conference, UCLA Law School, April.

"The Continuing Effects of Imprisonment: Implications for Families
and Communities," Research and Practice Symposium on
Incarceration and Marriage, United States Department of Health
and Human Services, Washington, DC, April.

"Ordinary People, Extraordinary Acts," National Guantanamo
Teach In, Seton Hall School of Law, Newark, N J, October.

"The Next Generation of Death Penalty Research," Invited Address,
State University of New York, School of Criminal Justice, Albany,
NY, October.

16
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2005 "The ’Design’ of the System of Death Sentencing: Systemic Forms of
’Moral Disengagement in the Administration of Capital
Punishment, Scholar-in-Residence, invited address, Center for
Social Justice, Boalt Hall School of Law (Berkeley), March.

"Humane Treatment for Asylum Seekers in U.S. Detention Centers,
United States House of Representatives, Washington, DC, March.

"Prisonworld: What Overincarceration Has Done to Prisoners and
the Rest of Us," Scholar-in-Residence, invited address, Center for
Social Justice, Boalt Hall School of Law (Berkeley), March.

2004 "Recognizing the Adverse Psychological Effects of Incarceration,
With Special Attention to Solitary-Type Confinement and Other
Forms of ’Ill-Treatment’ in Detention," International Committee of
the Red Cross, Training Program for Detention Monitors, Geneva,
Switzerland, November.

"Prison Conditions in Post-"War on Crime" Era: Coming to Terms
with the Continuing Pains of Imprisonment," Boalt Law School
Conference, After the War on Crime: Race, Democracy, and a New
Reconstruction, Berkeley, CA, October.

"Cruel and Unusual? The United States Prison System at the Start
of the 21st Century," Invited speaker, Siebel Scholars Convocation,
University of Illinois, Urbana, IL, October.

"The Social Historical Roots of Violence: Introducing Life
Narratives into Capital Sentencing Procedures," Invited
Symposium, XXVIII International Congress of Psychology, Beijing,
China, August.

"Death by Design: Capital Punishment as a Social Psychological
System," Division 41 (Psychology and Law) Invited Address,
American Psychological Association Annual Convention, Honolulu,
HI, July.

"The Psychology of Imprisonment and the Lessons of Abu Ghraib,"
Commonwealth Club Public Interest Lecture Series, San Francisco,
May.

"Restructuring Prisons and Restructuring Prison Reform," Yale Law
School Conference on the Current Status of Prison Litigation in the
United States, New Haven, CN, May.

17
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"The Effects of Prison Conditions on Prisoners and Guards: Using
Psychological Theory and Data to Understand Prison Behavior,"
United States Department of Justice, National Institute of
Corrections Management Training Course, Denver, CO, May.

"The Contextual Revolution in Psychology and the Question of
Prison Effects: What We Know about How Prison Affects Prisoners
and Guards," Cambridge University, Cambridge, England, April.

"Death Penalty Attitudes, Death Qualification, and Juror
Instructional Comprehension," American Psychology-Law Society,
Annual Conference, Scottsdale, AZ, March.

2003 "Crossing the Empathic Divide: Race Factors in Death Penalty
Decisionmaking," DePaul Law School Symposium on Race and the
Death Penalty in the United States, Chicago, October.

"Supermax Prisons and the Prison Reform Paradigm," PACE Law
School Conference on Prison Reform Revisited: The Unfinished
Agenda, New York, October.

"Mental Health Issues in Supermax Confinement," European
Psychology and Law Conference, University of Edinburgh, Scotland,
July.

"Roundtable on Capital Punishment in the United States: The Key
Psychological Issues," European Psychology and Law Conference,
University of Edinburgh, Scotland, July.

"Psychology and Legal Change: Taking Stock," European
Psychology and Law Conference, University of Edinburgh, Scotland,
July.

"Economic Justice and Criminal Justice: Social Welfare and Social
Control," Society for the Study of Social Issues Conference, January.

"Race, Gender, and Class Issues in the Criminal Justice System,"
Center for Justice, Tolerance & Community and Barrios Unidos
Conference, March.

2002 "The Psychological Effects of Imprisonment: Prisonization and
Beyond." Joint Urban Institute and United States Department of
Health and Human Services Conference on "From Prison to Home."
Washington, DC, January.
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"On the Nature of Mitigation: Current Research on Capital Jury
Decisionmaking." American Psychology and Law Society, Mid-
Winter Meetings, Austin, Texas, March.

"Prison Conditions and Death Row Confinement." New York Bar
Association, New York City, June.

2001 "Supermax and Solitary Confinement: The State of the Research
and the State of the Prisons." Best Practices and Human Rights in
Supermax Prisons: A Dialogue. Conference sponsored by University
of Washington and the Washington Department of Corrections,
Seattle, September.

"Mental Health in Supermax: On Psychological Distress and
Institutional Care." Best Practices and Human Rights in Supermax
Prisons: A Dialogue. Conference sponsored by University of
Washington and the Washington Department of Corrections,
Seattle, September.

"On the Nature of Mitigation: Research Results and Trial Process
and Outcomes." Boalt Hall School of Law, University of California,
Berkeley, August.

"Toward an Integrated Theory of Mitigation." American
Psychological Association Annual Convention, San Francisco, CA,
August.

Discussant: "Constructing Class Identities--The Impact of
Educational Experiences." American Psychological Association
Annual Convention, San Francisco, CA, August.

"The Rise of Carceral Consciousness." American Psychological
Association Annual Convention, San Francisco, CA, August.

2000 "On the Nature of Mitigation: Countering Generic Myths in Death
Penalty Deeisionmaking," City University of New York Second
International Advances in Qualitative Psychology Conference,
March.

"Why Has U.S. Prison Policy Gone From Bad to Worse? Insights
From the Stanford Prison Study and Beyond," Claremont
Conference on Women, Prisons, and Criminal Injustice, March.

"The Use of Social Histories in Capital Litigation," Yale Law School,
April.
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"Debunking Myths About Capital Violence," Georgetown Law
School, April.

"Research on Capital Jury Decisionmaking: New Data on Juror
Comprehension and the Nature of Mitigation," Society for Study of
Social Issues Convention, Minneapolis, June.

"Crime and Punishment: Where Do We Go From Here?" Division 41
Invited Symposium, "Beyond the Boundaries: Where Should
Psychology and Law Be Taking Us?" American Psychological
Association Annual Convention, Washington, DC, August.

1999 "Psychology and the State of U.S. Prisons at the Millennium,"
American Psychological Association Annual Convention, Boston,
MA, August.

"Spreading Prison Pain: On the Worldwide Movement Towards
Incarcerative Social Control," Joint American Psychology-Law
Society/European Association of Psychology and Law Conference,
Dublin, Ireland, July.

1998 "Prison Conditions and Prisoner Mental Health," Beyond the Prison
Industrial Complex Conference, University of California, Berkeley,
September.

"The State of US Prisons: A Conversation," International Congress
of Applied Psychology, San Francisco, CA, August.

"Deathwork: Capital Punishment as a Social Psychological System,"
Invited SPPSI Address, American Psychological Association Annual
Convention, San Francisco, CA, August.

"The Use and Misuse of Psychology in Justice Studies: Psychology
and Legal Change: What Happened to Justice?," (panelist),
American Psychological Association Annual Convention, San
Francisco, CA, August.

"Twenty Five Years of American Corrections: Past and Future,"
American Psychology and Law Society, Redondo Beach, CA, March.

1997 "Deconstructing the Death Penalty," School of Justice Studies,
Arizona State University, Tempe, AZ, October.

2O
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"Mitigation and the Study of Lives," Invited Address to Division 41
(Psychology and Law), American Psychological Association Annual
Convention, Chicago, August.

1996 "The Stanford Prison Experiment and 25 Years of American Prison
Policy," American Psychological Association Annual Convention,
Toronto, August.

1995 "Looking Closely at the Death Penalty: Public Stereotypes and
Capital Punishment," Invited Address, Arizona State University
College of Public Programs series on Free Speech, Affirmative
Action and Multiculturalism, Tempe, AZ, April.

"Race and the Flaws of the Meritocratic Vision," Invited Address,
Arizona State University College of Public Programs series on Free
Speech, Affirmative Action and Multieulturalism, Tempe, AZ, April.

"Taking Capital Jurors Seriously," Invited Address, National
Conference on Juries and the Death Penalty, Indiana Law School,
Bloomington, February.

1994 "Mitigation and the Social Genetics of Violence: Childhood
Treatment and Adult Criminality," Invited Address, Conference on
the Capital Punishment, Santa Clara Law School, October, Santa
Clara.

1992 "Social Science and the Death Penalty," Chair and Discussant,
American Psychological Association Annual Convention, San
Francisco, CA, August.

1991 "Capital Jury Decisionmaking," Invited panelist, American
Psychological Association Annual Convention, Atlanta, GA, August.

199o "Racial Discrimination in Death Penalty Cases," Invited
presentation, NAACP Legal Defense Fund Conference on Capital
Litigation, August, Airlie, VA.

1989 "Psychology and Legal Change: The Impact of a Decade," Invited
Address to Division 41 (Psychology and Law), American

21
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Psychological Association Annual Convention, New Orleans, LA.,
August.

"Judicial Remedies to Pretrial Prejudice," Law & Society Association
Annual Meeting, Madison, WI, June.

"The Social Psychology of Police Interrogation Techniques" (with R.
Liebowitz), Law & Society Association Annual Meeting, Madison,
WI, June.

1987 "The Fourteenth Amendment and Symbolic Legality: Let Them Eat
Due Process," APA Annual Convention, New York, N.Y. August.

"The Nature and Function of Prison in the United States and
Mexico: A Preliminary Comparison," InterAmerican Congress of
Psychology, Havana, Cuba, July.

1986 Chair, Division 41 Invited Address and "Commentary on the
Execution Ritual," APA Annual Convention, Washington, D.C.,
August.

"Capital Punishment," Invited Address, National Association of
Criminal Defense Lawyers Annual Convention, Monterey, CA,
August.

1985 "The Role of Law in Graduate Social Science Programs" and
"Current Directions in Death Qualification Research," American
Society of Criminology, San Diego, CA, November.

"The State of the Prisons: What’s Happened to ’Justice’ in the ’7os
and ’8os?" Invited Address to Division 41 (Psychology and Law);
APA Annual Convention, Los Angeles; CA, August.

1983 "The Role of Social Science in Death Penalty Litigation." Invited
Address in National College of Criminal Defense Death Penalty
Conference, Indianapolis, IN, September.

1982 "Psychology in the Court: Social Science Data and Legal Decision-
Making." Invited Plenary Address, International Conference on
Psychology and Law, University College, Swansea, Wales, July.
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1982 "Paradigms in Conflict: Contrasting Methods and Styles of
Psychology and Law." Invited Address, Social Science Research
Council, Conference on Psychology and Law, Wolfson College,
Oxford University, March.

1982 "Law and Psychology: Conflicts in Professional Roles." Invited
paper, Western Psychological Association Annual Meeting, April.

198o "Using Psychology in Test Case Litigation," panelist, American
Psychological Association Annual Convention, Montreal, Canada,
September.

"On the Selection of Capital Juries: The Biasing Effects of Death
Qualification." Paper presented at the Interdisciplinary Conference
on Capital Punishment. Georgia State University, Atlanta, GA,
April.

"Diminished Capacity and Imprisonment: The Legal and
Psychological Issues," Proceedings of the American Trial Lawyers
Association, Mid-Winter Meeting, January.

1975 "Social Change and the Ideology of Individualism in Psychology and
Law." Paper presented at the Western Psychological Association
Annual Meeting, April.

SERVICE TO STAFF OREDITORIAL BOARDS OF FOUNDATIONS, SCHOLARLY
JOURNALS OR PRESSES

2oo7-present

2oo4-present

2000-2003

2ooo-present

1997-present

Editorial Board Member, Journal of Offender Behavior and
Rehabilitation.

Editorial Board Member, American Psychology and Law Society
Book Series, Oxford University Press.

Reviewer, Society for the Study of Social Issues Grants-in-Aid
Program.

Editorial Board Member, ASAP (on-line journal of the Society for
the Study of Social Issues)

Editorial Board Member, Psychology_, Public Policy, and Law
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1991

1989

1988-

1985

1985-present

1985

1985

198o-present

1997

198o-present

1979-1985

1997-present

1993-present

Editorial Consultant, Brooks/Cole Publishing

Editorial Consultant, Journal of Personality_ and Social
Psychology.

Editorial Consultant, American Psychologist

Editorial Consultant, American Bar Foundation Research Journal

Law and Human Behavior., Editorial Board Member

Editorial Consultant, Columbia University Press

Editorial Consultant, Law and Social Inquiry_

Reviewer, National Science Foundation

Reviewer, National Institutes of Mental Health

Editorial Consultant, Law and Society Review

Editorial Consultant, Law and Human Behavior

Editorial Consultant, Legal and Criminological Psychology_

Psychology, Public Policy, and Law, Editorial Consultant

GOVERNMENTAL, LEGAL AND CRIMINAL JUSTICE CONSULTING

Training Consultant, Palo Alto Police Department, 1973-1974.

Evaluation Consultant, San Mateo County Sheriff’s Department, 1974.

Design and Training Consultant to Napa County Board of Supervisors, County
Sheriff’s Department (county jail), 1974.

Training Consultation, California Department of Corrections, 1974.

Consultant to California Legislature Select Committee in Criminal Justice, 1974,
198o-1981 (effects of prison conditions, evaluation of proposed prison
legislation).
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Reviewer, National Science Foundation (Law and Social Science, Research
Applied to National Needs Programs), 1978-present.

Consultant, Santa Clara County Board of Supervisors, 1980 (effects of jail
overcrowding, evaluation of county criminal justice policy).

Consultant to Packard Foundation, 1981 (evaluation of inmate counseling and
guard training programs at San Quentin and Soledad prisons).

Member, San Francisco Foundation Criminal Justice Task Force, 198o-1982
(corrections expert).

Consultant to NAACP Legal Defense Fund, 1982- present (expert witness, case
evaluation, attorney training).

Faculty, National Judicial College, 198o-1983.

Consultant to Public Advocates, Inc., 1983-1986 (public interest litigation).

Consultant to California Child, Youth, Family Coalition, 1981-82 (evaluation of
proposed juvenile justice legislation).

Consultant to California Senate Office of Research, 1982 (evaluation of causes
and consequences of overcrowding in California Youth Authority
facilities).

Consultant, New Mexico State Public Defender, 198o-1983 (investigation of
causes of February, 1980 prison riot).

Consultant, California State Supreme Court, 1983 (evaluation of county jail
conditions).

Member, California State Bar Committee on Standards in Prisons and Jails, 1983.

Consultant, California Legislature Joint Committee on Prison Construction and
Operations, 1985.

Consultant, United States Bureau of Prisons and United States Department of the

Interior (Prison History, Conditions of Confinement Exhibition, Alcatraz Island),
1989-1991.

Consultant to United States Department of Justice, 198o-199o (evaluation of
institutional conditions).

Consultant to California Judicial Council (judicial training programs), 2000.
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Consultant to American Bar Association/American Association for Advancement
of Science Task Force of Forensic Standards for Scientific Evidence, 2o00.

Invited Participant, White House Forum on the Uses of Science and Technology
to Improve Crime and Prison Policy, 2000.

Member, Joint Legislative/California Department of Corrections Task Force on
Violence, 2001.

Consultant, United States Department of Health & Human Services/Urban Institute,
"Effects of Incarceration on Children, Families, and Low-Income Communities"
Project, 2002.

Detention Consultant, United States Commission on International Religious Freedom
(USCRIF). Evaluation of Immigration and Naturalization Service Detention
Facilities, July, 2004-present.

Consultant, International Committee of the Red Cross, Geneva, Switzerland, Consultant
on international conditions of confinement.

Member, Institutional Research External Review Panel, California Department of
Corrections, November, 2004-present.

Consultant, United States Department of Health & Human Services on programs
designed to enhance post-prison success and community reintegration, 2006.

Consultant/Witness, U.S. House of Representatives, Judiciary Committee, Evaluation of
legislative and budgetary proposals concerning the detention of aliens, February-
March, 2005.

Invited Expert Witness to National Commission on Safety and Abuse in America’s
Prisons (Nicholas Katzenbach, Chair); Newark, New Jersey, July 19-20, 2005.

Testimony to the United States Senate, Judiciary Subcommittee on the
Constitution, Civil Rights, and Property Rights (Senators Brownback and
Feingold, co-chairs), Hearing on "An Examination of the Death Penalty in
the United States," February 7, 2006.

National Council of Crime and Delinquency "Sentencing and Correctional Policy
Task Force," member providing written policy recommendations to the
California legislature concerning overcrowding crisis in the California
Department of Corrections and Rehabilitation.

Trainer/Instructor, Federal Bureau of Prisons and United States Department of Justice,
"Correctional Excellence" Program, providing instruction concerning conditions
of confinement and psychological stresses of living and working in correctional
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environments to mid-level management corrections professionals, May, 2004-
present.

Invited Expert Witness, California Commission on the Fair Administration of Justice,
Public Hearing, Santa Clara University, March 28, 2oo8.

PRISON AND JAIL CONDITIONS

EVALUATIONS AND LITIGATION

Hoptowit v. Ray [United States District Court, Eastern District of Washington,
198o; 682 F.2d 1237 (9th Cir. 1982)]. Evaluation of psychological effects of
conditions of confinement at Washington State Penitentiary at Walla Walla for
United States Department of Justice.

Wilson v. Brown (Marin Country Superior Court; September, 1982, Justice
Burke). Evaluation of effects of overcrowding on San Quentin mainline
inmates.

Thompson v. Enomoto (United States District Court, Northern District of
California, Judge Stanley Weigel, 1982 and continuing). Evaluation of
conditions of confinement on Condemned Row, San Quentin Prison.

Toussaint v. McCarthy [United States District Court, Northern District of
California, Judge Stanley Weigel, 553 F. Supp. 1365 (1983); 722 F. 2d 149o (9th

Cir. 1984) 711 F. Supp. 536 (1989)]. Evaluation of psychological effects of
conditions of confinement in lockup units at DVI, Folsom, San Quentin, and
Soledad.

In re Priest (Proceeding by special appointment of the California Supreme
Court, Judge Spurgeon Avakian, 1983). Evaluation of conditions of
confinement in Lake County Jail.

Ruiz v. Estelle [United States District Court, Southern District of Texas, Judge
William Justice, 503 F. Supp. 1265 (1980)]. Evaluation of effects of
overcrowding in the Texas prison system, 1983-1985.
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Atascadero State Hospital (Civil Rights of Institutionalized Persons Act of 198o
action). Evaluation of conditions of confinement and nature of patient care at
ASH for United States Department of Justice, 1983-1984.

In re Rock (Monterey County Superior Court 1984). Appointed to evaluate
conditions of confinement in Soledad State Prison in Soledad, California.

In re Mackey (Sacramento County Superior Court, 1985). Appointed to
evaluate conditions of confinement at Folsom State Prison mainline housing
units.

Bruscino v. Carlson (United States District Court, Southern District of Illinois
1984 1985). Evaluation of conditions of confinement at the United States
Penitentiary at Marion, Illinois [654 F. Supp. 609 (1987); 854 F.2d 162 (7th Cir.
1988)].

Dohner v. McCarthy [United States District Court, Central District of
California, 1984-1985; 636 F. Supp. 4o8 (1985)]. Evaluation of conditions of
confinement at California Men’s Colony, San Luis Obispo.

Invited Testimony before Joint Legislative Committee on Prison Construction
and Operations hearings on the causes and consequences of violence at Folsom
Prison, June, 1985.

Stewart v. Gates [United States District Court, 1987]. Evaluation of conditions
of confinement in psychiatric and medical units in Orange County Main Jail,
Santa Ana, California.

Duran v. Anaya (United States District Court, 1987-1988). Evaluation of
conditions of confinement in the Penitentiary of New Mexico, Santa Fe, New
Mexico [Duran v. Anaya, No. 77-721 (D. N.M. July 17, 1980); Duran v: King, No.
77-721 (D. N.M. March 15, 1984)].

Gates v. Deukmejian (United States District Court, Eastern District of
California, 1989). Evaluation of conditions of confinement at California
Medical Facility, Vacaville, California.

Kozeak v. McCarthy (San Bernardino Superior Court, 199o). Evaluation of
conditions of confinement at California Institution for Women, Frontera,
California.

Coleman v. Gomez (United States District Court, Eastern District of California,
1992-3; Magistrate Moulds, Chief Judge Lawrence Karlton, 912 F. Supp. 1282
(1995)). Evaluation of study of quality of mental health care in California
prison system, special mental health needs at Pelican Bay State Prison.
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Madrid v. Gomez (United States District Court, Northern District of California,
1993, District Judge Thelton Henderson, 889 F. Supp. 1146 (N.D. Cal. 1995).
Evaluation of conditions of confinement and psychological consequences of
isolation in Security Housing Unit at Pelican Bay State Prison, Crescent City,
California.

Clark v. Wilson, (United States District Court, Northern District of California,
1998, District Judge Fern Smith, No. C-96-1486 FMS), evaluation of screening
procedures to identify and treatment of developmentally disabled prisoners in
California Department of Corrections.

Turay v. Seling [United States District Court, Western District of Washington
(1998)]. Evaluation of Conditions of Confinement-Related Issues in Special
Commitment Center at McNeil Island Correctional Center.

In re: The Commitment of Durden, Jackson, Leach, & Wilson. [Circuit Court,
Palm Beach County, Florida (1999).] Evaluation of Conditions of Confinement
in Martin Treatment Facility.

Ruiz v. Johnson [United States District Court, Southern District of Texas,
District Judge William Wayne Justice, 37 F. Supp. 2d 855 (SD Texas 1999)].
Evaluation of current conditions of confinement, especially in security housing
or "high security" units.

Osterback v. Moore (United States District Court, Southern District of Florida
(97-28o6-CIV-MORENO) (2OOl) [see, Osterback v. Moore, 531 U.S. 1172
(2OO1)]. Evaluation of Close Management Units and Conditions in the Florida
Department of Corrections.

Valdivia v. Davis (United States District Court, Eastern District of California,
2002). Evaluation of due process protections afforded mentally ill and
developmentally disabled parolees in parole revocation process.

Ayers v. Perry (United States District Court, New Mexico, 2003). Evaluation of
conditions of confinement and mental health services in New Mexico
Department of Corrections "special controls facilities."
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APPENDIX B

DOCUMENT
Governor Schwarzenegger’s Proclamation Regarding Prison Overcrowding, State of Emergency
(October 4, 2006)
Expert Panel on Adult Offender and Recidivism Reduction Programming, Report to the State
Legislature, A Roadmap for Effective Offender Programming in California (June 29, 2007)
Mental Health Services Delivery System Program Guide (September 2006)
Judge Karlton’s 3/3/06 Order Regarding Defendants’ Revised Program Guide (Coleman Docket
1773)
Mental Health Population Chart - Placement Per Institution, as of July 27, 2007 (September 25,
2007)
Program Guide Overview, from Mental Health Services Delivery System Program Guide (September
2006)
Exhibit A to Defendants’ Plan to Address Suicide Trends In Administrative Segregation Units
(October 2, 2006) (Coleman Docket 1990)
Exhibit A in Support of Defendants’ Submission of Plan for Reception Center/EOP Inmates (July 31,
2006) (Coleman Docket 1928)
Allocated Case Manager Positions and Vacancies for EOP Ad Seg Hub Institutions, as of July 2007
(September 25, 2007)
CDCR Memorandum Re: Revised 30 Minute Welfare Check Process (December 12, 2006)
Judge Karlton’s 9/14/07 Order Granting Defendants’ Request for Extension of Time to File Plan for
Small Management Yards in Administrative Segregation Units (Coleman Docket 2418)
Judge Karlton’s 10/20/06 Order Approving Defendants’ Plan for Provision of Acute and Intermediate
Care and Mental Health Crisis Beds (Coleman Docket 1998)
Judge Karlton’s 6/7/06 Order Requiring Defendants to Develop Plan to Address Suicide Trends in
Administrative Segregation Units (Coleman Docket 1830)
Receiver’s Report Regarding Overcrowding and Appendices to same (May 15, 2007) (Plata Docket
673 and 674)
Receiver’s Supplemental Report Regarding Overcrowding (June 11, 2007) (Plata Docket 705)
Coleman Special Master’s Report Regarding Overcrowding (May 31, 2007) (Coleman Docket 2253)
Coleman Special Master’s 18th Monitoring Report (July 30, 2007) (Coleman Docket 2334 through
2334-11)
Coleman Special Master’s 17th Monitoring Report, Part A (2/14/07) (Coleman Docket 2140 through
2140-3)
Coleman Special Master’s 17th Monitoring Report, Part B (4/02/07) (Coleman Docket 2180 through
2180-5)
Coleman Special Master’s 17th Monitoring Report, Part C (6/13/07) (Coleman Docket 2274 through
2274-7)
Office of the Inspector General (OIG), Special Review into the California Department of Corrections
and Rehabilitation’s Release of Inmate Scott Thomas (October 2007)
Judge Karlton’s 5/2/06 Order Regarding Defendants’ Long Range Bed Plan (Coleman Docket 1800)
Coleman Special Master’s 5/9/06 Report and Recommendations on Suicides in the California
Department of Corrections in the Calendar Year 2004 (Coleman Docket 1806)
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DOCUMENT
Coleman Special Master’s 5/14/07 Supplemental Report and Recommendations on Defendants’ Plan
to Prevent Suicides in Administrative Segregation (Coleman Docket 2210)
Coleman Special Master’s 7/2/07 Report and Recommendations on Defendants’ Enhanced
Outpatient Treatment Programs in Reception Centers (Coleman Docket 2302)
Coleman Special Master’s 9/24/07 Report and Recommendations on Defendants’ August 2007
Supplemental Bed Plan (Coleman Docket 2432 through 2432-3)
CDCR, 2004 Annual Suicide Report (September 26, 2005)
CDCR, 2005 Annual Suicide Report (September 8, 2006)
Collection of 43 Email Notifications from CDCR Regarding 2006 Suicides (Received between
January and December 2006)
Collection of 29 Email Notifications from CDCR Regarding 2007 Suicides (Received between
January and November 3, 2007)
CDCR Suicide Report for Coleman Class Member "P"
CDCR Suicide Report for Coleman Class Member "W"
CDCR Suicide Report for Coleman Class Member "H"
CDCR Suicide Report for Coleman Class Member "FF"
CDCR Suicide Report for Coleman Class Member "Y"
CDCR Suicide Report for Coleman Class Member "EE"
CDCR Suicide Report for Coleman Class Member "Z"
CDCR Suicide Report for Coleman Class Member "AA"
CDCR Suicide Report for Coleman Class Member "DD"
CDCR Suicide Report for Coleman Class Member "BB"
CDCR Suicide Report for Coleman Class Member "CC"
CDCR Suicide Report for Coleman Class Member "GG"
M. Huey & T. Mcnulty, "Institutional Conditions and Prison Suicide: Conditional Effects of
Deprivation and Overcrowding," The Prison Journal, Vol. 85, No. 4 (December 2005)
Judge Henderson’s 2/14/07 Order Continuing Hearing on Plaintiffs’ Motion to Convene a Three-
Judge Panel (Plata Docket 608)
Judges Karlton and Henderson’s 7/23/07 Orders Granting Plaintiffs’ Motion to Convene Three-Judge
Panel (Coleman Docket 2320, Plata Docket 780)
Defendants’ Report and Plan for Improvement of Enhanced Outpatient Programs in Administrative
Segregation Units (July 11, 2007) (Coleman Docket 2311)
Defendants’ Responses and Objections to Special Master Keating’s Report on Defendants’ Plan to
Provide Enhanced Outpatient Program Care at Reception Centers (July 12, 2007) (Coleman Docket
2313)
Defendants’ Statement in Response to Court Order Re: Compliance with Items to Reduce Suicides in
Administrative Segregation Units and Declaration of Doug McKeever (July 30, 3007) (Coleman
Docket 2335)
Defendants’ Ex Parte Motion Re: Request for Extension of Time, Declaration of Misha Igra, and
Proposed Order (July 30, 2007) (Coleman Docket 2336)
Defendants’ Statement of Compliance Re: Television and Radio Accessibility in Administrative
Segregation Units (August 13, 2007) (Coleman Docket 2363)
Defendants’ Ex Parte Request for an Extension of Time Re: Small Management "Yards, Declaration
of Hysen, and Proposed Order (August 29, 2007) (Coleman Docket 2393)
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DOCUMENT
Judge Karlton’s 9/14/07 Order Granting Defendants’ Ex Parte Request for an Extension of Time Re:
Small Management Yards (Coleman Docket 2418)
Defendants’ Response to Court Order Re: Small Management Yard (October 29, 2007) (Coleman
Docket 2492)
Defendants’ Supplemental Report Re: Television and Radio Accessibility in Administrative
Segregation Units (August 21, 2007) (Coleman Docket 2382)
Memorandum from CSP-SAC, entitled "Report On Use of Altemate Sites for Crisis Bed Patients"
(October 5, 2007) (20th Round SAC Tour Binder)
5/8 Day Follow Charts for Inmates that Were Removed from Observation Units in 2006
OHU-I and OHU Follow-Up/Wellness Check Charts for 3/1/07 to 9/28/07
Office of the Inspector General (OIG) Special Review Into the Death of Correctional Officer Manuel
A. Gonzalez, Jr. on January 10, 2005 at the California Institution for Men (March 16, 2005)
"Repairs Needed After California Institution for Men Riot - Prison Officials Say Understaffing Left
Guards in Jeopardy," Inland Valley Daily Bulletin (September 29, 2005)
"16-Year Veteran CDC Correctional Officer Dies From Inmate Stabbing Attack," CDCR Press
Release (January 10, 2005)
"Major Prison Disturbance at the Califomia Institution for Men in Chino," CDCR Press Release
(December 30, 2006)
"Massive Riot at CIM," Officer.corn Police Forums & Law Enforcement Forums,
http://www.forums.officer.com/forums (December 31, 2006)
Judge Karlton’s 6/1/07 Order Adopting Special Master’s Report and Recommendations on
Defendants’ Plan to Prevent Suicides in Administrative Segregation (Coleman Docket 2255)
Three-Judge Court’s 7/31/07 Order Re: Status Reports (Coleman Docket 2340, Plata Docket 797)
PLRA language re: criteria for issuing prisoner release order, 18 U.S.C. § 3626(a)(3)(E)(i), (ii)
Plaintiffs’ Memorandum in Support of Motion to Convene a Three Judge Panel to Limit the Prison
Population (November 13, 2007) (Coleman Docket 2041)
Plaintiffs’ Corrected Supplemental Brief in Support of Motion to Convene a Three Judge Panel to
Limit the Prison Population (May 30, 2007) (Coleman Docket 2251)
Plaintiffs’ Response to Supplemental Submissions Re: Overcrowding (June 18, 2007) (Coleman
Docket 2288)
Plaintiffs’ Notice of Motion and Motion to Convene a Three Judge Panel to Limit the Prison
Population (November 13, 2006) (Coleman Docket 2036)
Declaration of Jane E. Kahn In Support of Plaintiffs’ Motion to Convene a Three Judge Panel to
Limit the Prison Population and Exhibit A (November 13, 2006) (Coleman Docket 2039)
Declaration of Michael W. Bien In Support of Plaintiffs’ Motion to Convene a Three Judge Panel to
Limit the Prison Population and Exhibits A-DD (November 13, 2006) (Coleman Docket 2038)
Plaintiffs’ Proposed Order Convening a Three Judge Panel to Limit the Prison Population (November
13, 2006) (Coleman Docket 2040)
Defendants’ Request to Reschedule the Heating Date and Due Date for Response to Plaintiffs’
Motion to Convene a Three Judge Panel to Reduce the Prison Population (November 17, 2006)
(Coleman Docket 2049)
Declaration of Lisa Tillman in Support of Request to Reschedule Hearing Date and Due Date for
Response to Plaintiffs’ Motion to Convene a Three Judge Panel to Reduce the Prison Population
(November 17, 2007) (Coleman Docket 2049-1)
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DOCUMENT
Judge Karlton’s 11/17/06 Order Denying Defendants’ Request to Reschedule Hearing on Plaintiffs’
Motion to Convene a Three Judge Panel to Reduce the Prison Population (Coleman Docket 2053)
CCPOA Request for Permission to File Amieus Curiae Brief in Support of Plaintiffs’ Motion to
Convene a Three Judge Panel to Limit the Prison Population (November 22, 2007) (Coleman Docket
2057)
Judge Karlton’s 11/22/06 Order Granting CCPOA’s Request to File Amicus Curiae Brief (Coleman
Docket 2058)
Amicus Curiae Brief of California Correctional Peace Officers’ Association (December 4, 2006)
(Coleman Docket 2062)
Defendants’ Opposition to Plaintiffs’ Motion to Convene a Three Judge Panel to Limit the Prison
Population (December 4, 2006) (Coleman Docket 2063)
Declaration of Lisa Tillman in Support of Defendants’ Opposition to Plaintiffs’ Motion to Convene a
Three Judge Panel to Limit the Prison Population (December 4, 2006) (Coleman Docket 2063-1)
Defendants’ Nunc Pro Tune Submission of Exhibit B to Defendants’ Opposition to Plaintiffs’ Motion
to Convene a Three Judge Panel to Limit the Prison Population (December 7, 2006) (Coleman
Docket 2066)
Minutes of Motion Hearing Continuing Matter Until June 4, 2007 (December 11, 2006) (Coleman
Docket 2072)
Judge Karlton’s 12/12/07 Order Continuing Hearing Until June 4, 2007 (Coleman Docket 2074)
Judge Karlton’s 5/4/07 Order Inviting Supplemental Briefing Re: Any New Developments and
Effectiveness of Prisoner Relief Order on Underlying Constitutional Violations (Coleman Docket
2209)
Judge Karlton’s 5/17/07 Order Requesting Special Master Report (Coleman Docket 2221)
Defendants’ Supplemental Brief in Opposition to Plaintiffs’ Motion to Convene a Three-Judge Panel
and Exhibits, and Supporting Declarations of Joan Petersilia, Doug McKeever, Margaret McAloon,
Scott Kernan, Kathryn P. Jett and Deborah Hysen (May 24, 2007) (Coleman Docket 2238)
Supplemental Declaration of Jane E. Kahn In Support of Plaintiffs’ Supplemental Brief in Support of
Motion to Convene a Three Judge Panel to Limit the Prison Population and Exhibits A-Q (May 25,
2007) (Coleman Docket 2245)
Supplemental Declaration of Ernest Galvan In Support of Plaintiffs’ Supplemental Brief in Support
of Motion to Convene a Three Judge Panel to Limit the Prison Population and Exhibits A-W, May
25, 2007 (Coleman Docket 2242)
Supplemental Declaration of Holly Baldwin In Support of Plaintiffs’ Supplemental Brief in Support
of Motion to Convene a Three Judge Panel to Limit the Prison Population and Exhibits A-D (May
25, 2007) (Coleman Docket 2243)
Supplemental Declaration of Lori Ritkin In Support of Plaintiffs’ Supplemental Brief in Support of
Motion to Convene a Three Judge Panel to Limit the Prison Population and Exhibits A-CC (May 25,
2007) (Coleman Docket 2240)
Judge Karlton’s 5/29/07 Order to Show Cause Re: Joint Plata and Coleman Three Judge Panel
Hearings (Docket 2248)
Plaintiffs’ Response to Order to Show Cause Re: Joint Hearing on Motion to Convene a Three Judge
Panel to Limit the Prison Population (May 31, 2007) (Coleman Docket 2254)
Second Declaration of Lori Rifkin in Support of Plaintiffs’ Correction Supplemental Brief in Support
of Motion to Convene a Three Judge Panel to Limit the Prison Population and Exhibit A (June 1,
2007) (Coleman Docket 2257)
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DOCUMENT
Plata Receiver’s Request for Permission to File Supplemental Overcrowding Report (June 4, 2007)
(Coleman Docket 2258)
Defendants’ Response to Order to Show Cause (June 4, 2007) (Coleman Docket 2260)
Judge Karlton’s 6/7/07 Order Re: Plata and Coleman Joint Hearing (Coleman Docket 2263)
Defendants’ Response to Receiver’s Supplemental Report Re: Overcrowding (June 18, 2007)
(Coleman Docket 2286)
Declaration of Scott Kernan in Support of Defendants’ Response to Receiver’s Supplemental Report
Re: Overcrowding (June 18, 2007) (Coleman Docket 2287)
Declaration of Michael W. Bien In Support of Plaintiffs’ Response to Supplemental Submissions Re:
Overcrowding and Exhibits 1-3 (June 18, 2007) (Coleman Docket 2289)
Amicus Curiae CCPOA’s Brief in Support of Plaintiffs’ Motion to Convene a Three Judge Panel to
Limit the Prison Population (June 18, 2007) (Coleman Docket 2290)
Declaration of Jennifer S. Stoughton in Support of Amicus Curiae CCPOA’s Brief in Support of
Plaintiffs’ Motion to Convene a Three Judge Panel to Limit the Prison Population and Exhibit A-G
(June 18, 2007) (Coleman Docket 2291)
Transcript of June 27, 2007 Joint Hearing on Motion to Convene a Three Judge Panel to Limit the
Prison Population (Coleman Docket 2039)
Defendants’ Further Statement Addressing Plaintiffs’ Motion to Convene a Three Judge Panel to
Address Population Issues (July 2, 2007) (Coleman Docket 2303)
Judge Karlton’s 7/3/07 Order Requesting Additional Briefing on Plaintiffs’ Motion to Convene a
Three Judge Panel (Coleman Docket 2305)
Defendants’ Brief Re: Expert Panel’s Report on Reentry and Recidivism and Its Relation to Pending
Motion to Convene a Three Judge Panel and Declarations ofKathryn Jett and Joan Petersilia (July
11, 2007) (Coleman Docket 2310)
Plaintiffs’ Reply Re: Relation of Expert Panel Report to Plaintiffs’ Motion to Convene a Three Judge
Panel (July 18, 2007) (Coleman Docket 2315)
Declaration of Michael W. Bien in Support of Plaintiffs’ Reply Re: Relation of Expert Panel Report
to Plaintiffs’ Motion to Convene a Three Judge Panel (July 18, 2007) (Coleman Docket 2316)
Defendants’ Motion for Stay Pending Appeal (July 27, 2007) (Coleman Docket 2330)
Defendants’ Notice of Appeal Re: Three Judge Panel Order (July 27, 2007) (Coleman Docket 2331)
Judge Karlton’s 7/31/07 Order Denying Defendants’ Motion for Stay Pending Appeal (Coleman
Docket 2337)
Appeal Processed in Ninth Circuit (July 31, 2007) (Coleman Docket 2338)
Defendants’ Status Report (August 15, 2007) (Coleman Docket 2372)
Plaintiffs’ Status Conference Statement (August 15, 2007) (Coleman Docket 2373)
Plaintiffs’ First Request for Inspection (October 2, 2007)
CDCR Memorandum to Wardens Re: Standardization of Mental Health Crisis Bed Admissions (July
21, 2005)
Report on Status of Funding for Acute, Intermediate and Mental Health Crisis Bed Plan, filed
September 11, 2006 (Coleman Docket 1969)
Letter to Keating and Tillman Re: Coleman Monthly Report of Information Requested and Response
to January 19, 1999 Court Order Regarding Staff Vacancies with Enclosures 1, 3, 5, 13 (undated)
Letter to Keating and Tillman Re: Mental Health Crisis Bed - Monthly Report for June 2007, July
2007, August 2007 (undated)
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DOCUMENT
Email from Michael Stone-Jane Kahn Re: Reports Prepared for CIM in accordance with 18tla

Monitoring Report, including ASU work group, Final Recommendation Form - Quality
Improvement Team, Final Recommendation, Mental Health Crisis Bed Work Group (December 12,
2007)
Email from Jane Kahn to Lisa Tillman, Misha Igra and Michael Stone Re: SVSP EOP Patient:
Williams, C-94156, with attachment (August 1, 2007)
Email from Michael Stone with attached December 1, 2006 Memorandum to Coleman Court
Monitors - Report: Medication Continuity Group, and November 7, 2006 Memorandum to Coleman
Court Monitors Re: KEYHEA QIT (December 12, 2006)
Memorandum from Jane Kahn to Matthew A Lopes, et al., Re: SVSP 20th Round Monitoring Tour,
October 1-4, 2007 (September 26, 2007)
Memorandum from Jane Kahn to Matthew A Lopes, et al., Re: SVSP 19th Round Paper Monitoring
Tour, July 6, 2007 (June 29, 2007)
Memorandum from W.J. White, Psy.D. to M. McAloon, Ph.D. Re: EOP Expansion Vacancy Report
(February 5, 2007)
California Regional Water Quality Control Board, Central Valley Region, Order No. R5-2006-0130,
"Cease and Desist Order Requiring CDCR MCSP Wastewater Treatment Plant, Amador County"
Letter from PLO to Matthew A. Lopes, Jr. Re: Coleman Round 19 Monitoring Visit to Mule Creek
State Prison (May 1, 2007)
Memorandum from PLO to Matthew A Lopes, et al., Re: 20th Round VSPW (September 17, 2007)
Letter from PLO to Matthew A. Lopes Re: Coleman Round 19 Monitoring Visit to Valley State
Prison for Women (May 4, 2007)
Defendants’ Supplemental Bed Plan (August 17, 2007) (Coleman Docket 2375)
Craig Haney, "The Wages of Prison Overcrowding: Harmful Psychological Consequences and
Dysfunctional Correctional Reactions," Journal of Law & Policy (November 11, 2006)
Califomia Institution for Men information (http://www.cdcr.ca.gov)
Mule Creek State Prison information (http://www.cdcr.ca.gov)
Salinas Valley State Prison information (http://www.cdcr.ca.gov)
List of documents sent to Craig Haney, RBG internal document
Documents received at VSPW Expert Tour on October 30, 2007
CDCR Report Regarding Inmate Incidents in Institutions, Calendar Year 2006 (Published September
2007)
VSPW Narrative Summary for Coleman Monitors’ 20th Round tour on September 25-27, 2007
Coleman Expert Population Various RBG-created charts of California Prison Population Data for
January 2003-September 2007 (November 6, 2007)
Health Care Placement Unit Report, "Mental Health Adseg/SHU/PSU data," as of December 13,
2002
Health Care Placement Unit Report, "Mental Health Adseg/SHU/PSU data," as of October 5, 2006
Health Care Placement Unit Report, "Mental Health Adseg/SHU/PSU data," as of June 8, 2007
Coleman Expert - Population data with EOP CCCMS data chart
Coleman Expert - % Change and EOP CCCMS data chart
Coleman Expert - Population data re capacity chart
Documents received during expert tour of Califomia Institution for Men on October 29, 2007
Documents received during expert tour of Valley State Prison for Women on October 30, 2007
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DOCUMENT
Selection of Documents from the CIM Coleman Tour Binder (October 10-12, 2007 Monitoring Tour)
"Fall 2007 Adult Population Projections: 2008-2013" California Department of Corrections Report,
October 2007
Report of Doyle Wayne Scott and Appendices A-C (November 9, 2007)
Report of Ronald Shansky, M.D. (November 9, 2007)
Report of Jealme Woodford (November 9, 2007)
"Employees protest large caseloads at state prisons", Fresno Bee (November 2007)
"Prison workers protest overcrowding, burdensome caseloads" San Jose Mercury News (November
15, 2007)
Expert Report of James Austin, PhD (November 9, 2007)
Plaintiffs’ Disclosure of Expert Testimony (November 9, 2007)
Plata Defendants’ Expert Witness Disclosure and Report of David Thomas, MD (November 13,
2007)
Defendants Disclosure of Experts, including preliminary report of Ira Packer (November 8, 2007)
Supplemental Disclosure Information for Plaintiffs’ Expert Dr. Pablo Stewart (November 12, 2007)
Expert Report of Pablo Stewart, M.D. (November 9, 2007)
Three-Judge Court’ s 12/14/07 Order Staying Proceedings, Plata Docket 1017
"Meeting the Challenges of Rehabilitation in California’s Prison and Parole System: a report from
Governor Schwarzenegger’s Rehabilitation Strike Team" (January 24, 2008)
Three-Judge Court’s 4/25/08 Scheduling Order, Plata Docket 1179
Coleman Expert - Population data with EOP CCCMS data chart, updated June 10, 2008
"A deal is a deal", Stockton Record (March 28, 2008)
"Flu outbreak prompts prison lockdown", Amador Ledger-Dispatch (March 25, 2008)
"Ione prison still on modified lockdown following SoCal attack", Amador Ledger-Dispatch (April 7,
2008)
"State unlocks lockdown", Amador Ledger-Dispatch (April 14, 2008)
"California prisons to integrate inmates within cells", California Aggie (June 5, 2008)
"Prisons prepare to integrate cellmates", San Francisco Chronicle (May 27, 2008)
"12 hurt in Chino prison fighting", Daily Bulletin (April 4, 2008)
"50 CIM inmates fight", Daily Bulletin (April 4, 2008)
"California rocked by problems", Associated Press (April 5, 2008)
"More prisoners, more violence", Associated Press (April 10, 2008)
"Mayor resists facility at CIM", Daily Bulletin (April 14, 2008)
"Prison guards express hope", San Bernardino Sun (April 16, 2008)
"California puts itself in a spot", San Bernardino Sun (April 23, 2008)
"Prison reform plan in works", Inland Valley Daily Bulletin (May 11, 2008)
"Convicted child molester killed in Salinas state prison", Associated Press (May 19, 2008)
"Three San Joaquin County prisoners accused in inmate’s death", The Record (May 16, 2008)
"SVSP inmate slain", Salinas Californian (May 19, 2008)
"Rioting reported at Salinas Valley Prison", Salinas Californian (May 31, 2008)
Three-Judge Court Order for Pretrial Preparation, Plata Docket 1294, (July 2, 2008)
Plaintiffs’ Fourth Request for Inspection (July 2, 2008)
Mental Health Crisis Bed - Monthly Report, for December 2007
Mental Health Crisis Bed - Monthly Report, for January 2008
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DOCUMENT
Monthly Staffing and Staffing Vacancies Report for all DMH State Hospitals, Vacaville Psychiatric
Program and Salinas Valley Psychiatric Program, through March 25, 2008
Defendants’ Response to Judge Karlton’s 10/17/07 order to provide a development proposal for
adequate mental health treatment and counseling space at Salinas Valley State Prison (February 14,
2008)
Navigant Consulting Mental Health Bed Need Study - Annual Report (July 2007)
Defendants’ Response to Judge Karlton’s 10/18/07 Order to Submit to the Coleman Special Master a
development proposal for adequate mental health treatment and counseling space at the ... California
Medical Facility (March 28, 2008)
Plata Receiver’s Seventh Quarterly Report and Exhibits, Plata Docket 1136-1137 (March 14, 2008)
Coleman Mental Health Project Report (December 2007)
CDCR Mental Health Program Infrastructure Modification Projects as of February 2008
Plata Receiver’s Operational Assessment: Mule Creek State Prison, December 2007
CDCR’s Notification of Changes to Inmate Medical Services Program, Policies and Procedures, re:
New Emergency Response Policy (May 22, 2008)
Plata Receiver’s Eighth Quarterly Report, Plata Docket 1248 (June 17, 2008)
Coleman Special Master’s 5/9/06 Report and Recommendations on Suicides in the California
Department of Corrections in the Calendar Year 2005 (Coleman Docket 2566)
CDCR Memo re Impact of Overcrowding on Mental Health Treatment from 20th Round California
Institute for Men Coleman Monitoring Tour Binder (October 2007)
CDCR Memo re Mule Creek State Prison’s Space Needs Survey (March 22, 2006)
Infrastructure Issues by Institution (undated)
[DRAFT] Executive Summary of Workload Study (undated)
Email, Norris-CDCR Headquarters, re EOP vacancies, beds and transfers at CIM (January 11, 2007)
CDCR Chart, CCCMS Potential Additional Intake to 130% (January 6, 2007)
AB 900 Strike Team Memo No. 1 re: Validation of In-Fill Bed Plan (August 13, 2007)
CDCR Chart, Non-Traditional Beds by Institution as of October 17, 2007
Governor’s AB 900 Facilities Strike Team Recommendations (May 31, 2007)
Health Care Placement Unit Report, "Mental Health Adseg/SHU/PSU data," as of March 7, 2008
Integrated Strategy to Address Overcrowding In CDCR’s Adult Institutions, CDCR Report (June 18,
2008)
Plaintiffs’ Amended Fourth Request for Inspection (July 18, 2008)
CDCR Suicide Report for Coleman Class Member JJJJ
Monthly Staffing and Staffing Vacancies Report for all DMH State Hospitals, Vacaville Psychiatric
Program and Salinas Valley Psychiatric Program, through July 25, 2008
CDCR Website Data Analysis Weekly Population Report as of Midnight July 30, 2008
"Achieving a Constitutional Level of Medical Care in California’s Prisons: The Federal Recevier’s
Draft Strategic Plan (2.0)" (April 21, 2008)
"Confidential Unredacted Special Review into the CDCR’s Release of Inmate Scott Thomas", Office
of the Inspector General Report (October 31, 2007)
Selected Documents from the Medical and Central File for Coleman Class Member KKKK
Selected Documents from the Medical and Central File for Coleman Class Member LL
Selected Documents from the Medical and Central File for Coleman Class Member KK
Selected Documents from the Medical and Central File for Coleman Class Member LLLL
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DOCUMENT
Selected Documents from the Medical and Central File for Coleman Class Member HI-I
Selected Documents from the Medical and Central File for Coleman Class Member MMMM
Selected Documents from the Medical and Central File for Coleman Class Member NNNN
Selected Documents from the Medical and Central File for Coleman Class Member MM
Selected Documents from the Medical and Central File for Coleman Class Member OOOO
Selected Documents from the Medical and Central File for Coleman Class Member JJ
Selected Documents from the Medical and Central File for Coleman Class Member II
Selected Documents from the Medical and Central File for Coleman Class Member PPPP
Selected Documents from the Medical and Central File for Coleman Class Member VV
Wasco State Prison Website (July 2008)
Draft Nineteenth Monitoring Report of the Special Master on the Defendants’ Compliance with
Provisionally Approved Plans, Policies and Protocols (February 2008)
"Kern prisons may expand to help alleviate state overcrowding", Bakersfield Californian (February
9, 2008)
"Who is in control inside prisons? It’s negotiable", Scripps News (April 19, 2007)
"State prison over-crowding raises safety concerns", Fox 58 Bakersfield (August 23, 2007)
"Receiver’s efforts to improve medical care felt at prisons statewide focus on recruitment and
infrastructure, California", Medical News Today (September 29, 2007)
"Inmate stabbed in Wasco prison shower", Bakersfield Californian (June 5, 2008)
"Water issues arise at meeting on Tehachapi prison expansion", Bakersfield Californian (April 14,
2008)
Draft Twentieth Monitoring Report of the Special Master on the Defendants’ Compliance with
Provisionally Approved Plans, Policies and Protocols, Part A (2008)
CDCR Suicide Report for Coleman Class Member Y
CDCR Report, Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers for
May 2008 (June 13, 2008)
CDCR Memorandum, Wasco State Prison - Reception Center’s Enhanced Outpatient Program, (June
5, 2006)
Email, Owens-Faulkner, Request for Local Operation Procedures on the use of holding cells for
patients waiting for MHCB and the priority transfer lists, (November 29, 2007)
Wasco State Prison Suicide Watch Coverage Lists
Wasco State Prison Reception Center, Corrective Action Plan (November 2007)
Wasco State Prison MHSDS Population and Staffing, as Compared to Capacities Chart (September
2007-March 2008)
Institutional and Parole Populations, from Monthly CDCR Population and Parole Data (November
2007-June 2008)
CDCR Report, Mental Health Staffing Workload Study, Workspace and Equipment Evaluation,
Deliverable 9 (June 2007)
Existing Site Plan for Wasco State Prison (Undated)
Three-Judge Court’s October 30, 2007 Order re Discovery Disputes (Plata Docket 906)
California Substance Abuse Treatment Facility and State Prison Website (July 2008)
California Substance Abuse Treatment Facility and State Prison MHSDS Population List (July, 21
2008)
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DOCUMENT
Kings County Grand Jury Final Report, 2006-2007 re: California Substance Abuse Treatment
Facility
CDCR Report, Division of Health Care Services, Death Review Summary Template for Coleman
Class Member QQQQ
Final Autopsy Report for Coleman Class Member QQQQ
CDCR Report on Implementation of Quality Improvement Plan for Suicide of Coleman Class
Member QQQQ
CDCR Suicide Notification for Coleman Class Member RRRR
CDCR Suicide Notification for Coleman Class Member SSSS
20th Round Monitoring Documents for California Substance Abuse Treatment Facility, (September
2007)
California Substance Abuse Treatment Facility MHSDS Population and Staffing, as Compared to
Capacities Chart (September 2007-March 2008)
Existing Site Plan for California Substance Abuse Treatment Facility (Undated)
Existing Site Plan for North Kern State Prison (Undated)
Existing Site Plan for California Correctional Institution(Undated)
California Correctional Institution CDCR Website (July 2008)
20th Round Monitoring Documents for California Correctional Institution
North Kern State Prison CDCR Website (July 2008)
"CDCR Announces Change in Statewide Lockdown Following Attack on Officers at California
Correctional Institution" CDCR Press Release (April 4, 2008)
"Guard remains in hospital after stabbing attack in Calif. Prison", Associated Press (April 4, 2008)
"3 Guards Stabbed at California Prison", Associated Press (April 4, 2008)
"Lockdown for state prisons fully lifted, investigated into Tehachapi stabbing continues", KSBY
(April 7, 2008)
MHSDS Housing Roster for California Correctional Institution, as of November 2, 2007
Kern County Grand Jury Report, 2006-2007
"Prison solicits bids for CCI’s wastewater treatment plant", Tehachapi News (March 10, 2008)
20th Round Monitoring Documents for North Kern State Prison
California Correctional Institution MHSDS Population and Staffing, as Compared to Capacities
Chart (September 2007-March 2008)
"Delano residents air thoughts on prison plan", Bakersfield Californian (February 14, 2008)
"Have your say about prison expansions", Bakersfield Californian (March 31, 2008)
"Possible prison expansion meets resistence", Fox 58 Bakersfield (April 9, 2008)
"Two inmates escape from North Kern State Prison", Bakersfield Californian (March 26, 2008)
North Kern State Prison - Coleman Corrective Action Plan (January 2008)
North Kern State Prison MHSDS Population and Staffing, as Compared to Capacities Chart
(September 2007-March 2008)
CDCR Memo re Impact of Overcrowding on Mental Health Service (Undated)
Coleman 21st Round Monitoring Documents for California Institute for Men, Corrective Action Plan
(CAP), (May 14-16, 2008)
Coleman 21 st Round Monitoring Documents for Deuel Vocational Institution (June 3-5, 2008)
Operational Assessment: Mule Creek State Prison, Receiver Review (December 18-20, 2007)
CDCR Memo re: Mule Creek State Prison’s Space Needs Survey (March 22, 2006)
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DOCUMENT
Coleman 21st Round Monitoring Documents for Valley State Prison for Women, Corrective Action
Plan Documents (April 14, 2008)
Mental Health Population Chart - Placement Per Institution, as of March 7, 2007
Mental Health Contract Services and Telemedicine Monthly Report (May 12, 2008)
Monthly Staffing and Staffing Vacancies Report for all DMH State Hospitals, Vacaville Psychiatric
Program and Salinas Valley Psychiatric Program as of June 25, 2008 (July 3, 2008)

Transferred and Rescinded Mental Health Crisis Bed Referrals by Institution and Level of Care
(March 2008)
Infrastructure Issues Chart, DOF005760-3 (Undated)
CDCR Mental Health Program Infrastructure Modification Projects as of December 17, 2007
Letter, Lopes-Dezember, Tillman, re Review of workload-based staffing model (July 12, 2008)
CDCR’s Five Plans: Recruitment Plan in Response to Judge Karlton’s August 2, 2007 Order (May 1,
2008)
CDCR’s Five Plans: Plan for Mental Health Treatment of Enhanced Outpatient Program inmates in
Reception Centers, in Response to Judge Karlton’s May 1, 2006 Order (May 1, 2008)
CDCR’s Five Plans: Plan to Improve Enhanced Outpatient Programs in Administrative Segregation
Units, in Response to Judge Karlton’s March 12, 2007 Order (May 1, 2008)
CDCR’s Five Plans: Plan to Improve Mental Health Assessments of Correctional Clinical Case
Management Services inmate-patients subject to disciplinary processes, in Response to Judge
Karlton’s August 2, 2007 Order (May 1, 2008)
CDCR’s Five Plans: Referral strategy for Atascadero State Hospital Intermediate Care Facility (May
1, 2008)
CDCR’s Five Plans: Updated Recruitment Plan in Response to Judge Karlton’s August 2, 2007
Order (May 2, 2008)
California Rehabilitation Oversight Board, Biannual Report (July 15, 2008), Biannual Report (July
15, 2008)
Dezember-Lopes, re Opening of 50-bed Mental Health Crisis Facility at California Medical Facility
(June 24, 2008)
Dezember-Lopes, re Status of 50-bed Mental Health Crisis Facility at California Medical Facility
(April 15, 2008)
CDCR’s Mental Health Bed Plan (July 16, 2008)
CDCR Report, Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers for
April 2008 (May 15, 2008)
CDCR Suicide Report of Coleman Class Member HHHH
Final Transcript of Robin Dezember Deposition (December 14, 2007)
Draft Special Master’s Report on Suicides Completed in the California Department of Corrections
and Rehabilitation in Calendar Year 2006 (June 6, 2008)
CDCR Website Data Analysis Weekly Population Report as of Midnight July 23, 2008
CDCR Correctional Action Plan for California Correctional Institute, Coleman 20th Round
Monitoring
Mental Health Hiring Progress and Vacancy Reports for June 2008 (August 1, 2008)
CDCR Suicide Report of Coleman Class Member IIII
CDCR Notifications regarding 12 MHSDS homicides in 2007
CDCR Report, Health Care Placement Unit Mental Health Adseg/SHU/PSU Report (August 3, 2007)
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DOCUMENT
All Documents Produced by California Substance Abuse Treatment Facility on Coleman Expert Tour
(August 1, 2008)
All Documents Produced by Wasco State Prison on Coleman Expert Tour (August 1, 2008)
All Documents Produced by North Kern State Prison on Coleman Expert Tour (August 1, 2008)
All Documents Produced by Mule Creek State Prison on Coleman Expert Tour, not received directly
at that time by Craig Haney (August 1, 2008)
All Documents Produced by Salinas Valley State Prison on Coleman Expert Tour, not received
directly at that time by Craig Haney (August 1, 2008)
All Documents Produced by California Correctional Institute on Coleman Expert Tour (August 1,
2008)
CDCR Suicide Notification of Coleman Class Member TTTT
Coleman 20th Round Monitoring Documents for California Institute for Men (October 10-12, 2007)
Mumola, Christopher. "Suicide and Homicide in State Prisons and Local Jails," Bureau of Justice
Statics Special Report (August 2005)
Mental Health Population Chart - Placement Per Institution, as of June 20, 2008
Judge Karlton’s 2/26/08 Order Regarding Defendants’ Coleman Construction Plan (Coleman Docket
2697)
News Articles regarding Violence in California Department of Corrections Institutions
Email Notifications of 35 Suicides Completed in the California Department of Corrections in
Calendar Year 2007
Email Notifications of 7 Overdoses Completed in the California Department of Corrections in
Calendar Year 2007
Email Notifications of 24 Suicides Completed in the California Department of Corrections in
Calendar Year 2008
Monthly Staffing and Staffing Vacancies Report for all DMH State Hospitals, Vacaville Psychiatric
Program and Salinas Valley Psychiatric Program as of July 25, 2008 (August 4, 2008)
Letter, Tillman-Lopes, re Response to Judge Karlton’s 10/17/07 order to provide a development
proposal for adequate mental health treatment and counseling space at Salinas Valley State Prison
(February 14, 2008)
Letter, Dezember-Lopes, re Response to Judge Karlton’s 10/18/07 order to provide a development
proposal for adequate mental health treatment services and program space at California Medical
Facility (February 14, 2008)
DCHCS Mental Health Institution Vacancies by Institution and Classification as of June 2008
Letter from Michael Genest, DOF, to Legislature re: Small Management Yards, (October 29, 2007)
20th Round Monitoring Documents, CSP - SAC, October 29-31, 2007, MOHU Admission Log
Judge Karlton 6/28/07 Order Regarding Inpatient Beds at Atascadero State Hospital (ASH) (Coleman
Docket 2301)
Coleman Special Master’s 4/12/07 Report and Recommendations on Defendants’ Establishment of
Interim Inpatient Intermediate Care Beds (Coleman Docket 2186)
Coleman Special Master’s 15th Monitoring Report (1/23/07) (Coleman Docket 1746)
Judge Karlton Order Adopting Special Masters’ September 24, 2007 Report and Recommendations
(October 18, 2007) (Coleman Docket 2461)
Judge Karlton’s 3/1/07 Order Regarding Defendants’ December 2006 Bed Plan (Coleman Docket
2154)
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DOCUMENT
Little Hoover Commission, Solving California’s Corrections Crisis: Time is Running Out (January
2007)
Transcript of Proceedings, October 5, 2006, Madrid v. Woodford, No. C 90-3094 THE
CDCR Weekly Population Report, October 31, 2007
Document Regarding Suicide Precaution Plan and 30-minute Welfare Checks (Coleman Tour Binder,
October 10-12, 2007 Tour)
CIM Suicide Prevention and Response Focused Improvement Team Minutes, May 10, 2007 Meeting
(Coleman Tour Binder, October 10-12, 2007 Tour)
CDCR Suicide Report for Coleman Class Member "BB"
CDCR Suicide Report for Coleman Class Member "GG"
CDCR Suicide Report for Coleman Class Member "FF"
Email, Tillman-Keating, re Mule Creek State Prison’s need for installation of adequate office and
treatment space in the Enhanced Outpatient Program (October 24, 2007)
Letter, Gonzalez, California Correctional Institution-Family Member, re Inability to transfer inmate
to appropriate setting due to "inmate population pressures" (August 24, 2007)
Exhibit A to Defendant James E. Tilton’s Responses to Plaintiff Marciano Plata’s First Set of
Interrogatories (November 9, 2007)
Coleman Plaintiffs’ Notice of Defendants’ Non-Compliance with June 1, 2007 Order [Docket 2255]
and Request for Further Remedial Relief, Coleman Docket 2529 {November 13, 2007)
Judge Karlton’s 11/19/07 Order Regarding Defendants Non-Compliance with Order [Docket 2255]
Regarding Small Management Yard (Coleman Docket 2544)
CDCR Suicide Report for Coleman Class Member "AA"
CDCR Memo, Administrative Bulletin, Revised Behavior Modification Unit Pilot Program
(November 21, 2005)
Photos taken during Coleman Expert Tour of California Correctional Institution (July 29, 2008)
Photos taken during Coleman Expert Tour of Mule Creek State Prison (August 1, 2008)
Photos taken during Coleman Expert Tour of North Kem State Prison (July 31, 2008)
Photos taken during Coleman Expert Tour of Califomia Substance Abuse Treatment Facility (July
28, 200S)
Photos taken during Coleman Expert Tour of Salinas Valley State Prison (July 29, 2008)
Photos taken during Coleman Expert Tour of Wasco State Prison (August 1, 2008)
Various photos and a video from the California Department of Corrections website
Various photos from Governor Schwarzenegger’s website
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (November 2006)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (December 2006)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (February 2007)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (April 2007)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (May 2007)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (June 2007)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (July 2007)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (August 2007)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (October 2007)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (November 2007)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (December 2007)
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DOCUMENT
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (January 2008)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (February 2008)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (March 2008)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (April 2008)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (May 2008)
Summary of Inter-Institutional Mental Health Crisis Bed Referrals and Transfers (June 2008)
Department of Mental Health’s Report on Monthly Bed Utilization Report for August 2007, pursuant
to Judge Karlton’s May 23, 2007 Order
Department of Mental Health’s Report on Monthly Bed Utilization Report for September 2007,
pursuant to Judge Karlton’s May 23, 2007 Order
Department of Mental Health’s Report on Monthly Bed Utilization Report for October 2007,
pursuant to Judge Karlton’s May 23, 2007 Order
Department of Mental Health’s Report on Monthly Bed Utilization Report for November 2007,
pursuant to Judge Karlton’s May 23, 2007 Order
Department of Mental Health’s Report on Monthly Bed Utilization Report for December 2007,
pursuant to Judge Karlton’s May 23, 2007 Order
Department of Mental Health’s Report on Monthly Bed Utilization Report for January 2008,
pursuant to Judge Karlton’s May 23, 2007 Order
Department of Mental Health’s Report on Monthly Bed Utilization Report for February 2008,
pursuant to Judge Karlton’s May 23, 2007 Order
Department of Mental Health’s Report on Monthly Bed Utilization Report for March 2008, pursuant
to Judge Karlton’s May 23, 2007 Order
Department of Mental Health’s Report on Monthly Bed Utilization Report for April 2008, pursuant
to Judge Karlton’s May 23, 2007 Order
Department of Mental Health’s Report on Monthly Bed Utilization Report for May 2008, pursuant to
Judge Karlton’s May 23, 2007 Order
Department of Mental Itealth’s Report on Monthly Bed Utilization Report for June 2008, pursuant to
Judge Karlton’s May 23, 2007 Order
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
for April 20, 2007
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
for May 4, 2007
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
for June 1, 2007
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
for September 5, 2007
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
for September 28, 2007
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
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DOCUMENT
for November 11, 2007
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and January 2, 2008
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
for February 7, 2008
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
for February 29, 2008
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
for March 31, 2008
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
for April 30, 2008
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
for May 30, 2008
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
for June 30, 2008
Monthly Report on the Licensure of Intermediate Care and Day Treatment Programs at the California
Medical Facility, Vacaville and the Salinas Valley Psychiatric Program, Salinas Valley State Prison,
for July 31, 2008
Defendant Cate’s Responses to Second Set of Interrogatories fi:om Plaintiff Coleman, August 8, 2008
Defendant Cate’s Response to Plaintiff Ralph Coleman’s Interrogatories Set One, July 25, 2008
(Documents Identified in Response to Interrogatories 17 and 18)
Various medical records of Coleman class members reviewed on expert tours of California Substance
Abuse Treatment Facility, California Correctional Institution, North Kern State Prison and Wasco
State Prison (July 28, 2008, July 29, 2008, July 31, 2008 and August 1, 2008)
Report on Implementation of Quality Improvement Plan for Suicide of Coleman Class Member

Suicide Notification of Coleman Class Member YYYY
Suicide Report of Coleman Class Member YYYY
Suicide Notification of Coleman Class Member ZZZZ
Coroner Report of Coleman Class Member ZZZZ
"Breaking Point" Ted Koppel Video (October 7, 2007)
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APPENDIX C

List of Prior Testimony in Past Four Years

State v. Larry Jackson (state), trial testimony
State v. David Zeismer (state), trial testimony
Osterback v. Moore (federal), deposition testimony
State v. Frazier (state), pretrial motion hearing
Wilkerson et aL v. Stalder (federal), deposition
State v. Mauricio Silva (state), trial testimony
State v. Tecumseh Colbert (state), trial testimony
U.S. v. Iouri Mikhel (federal), trial testimony
People v. Herman Bell, et aL (state), pretrial motion hearing
Lira v. Director of Corrections (federal), deposition

Compensation

$150 an hour for routine office work, writing and document review
$2,500 a day for tours and full meetings, projects
$300 an hour for time spent testifying
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