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PURPOSE

The Monitor intends this report to serve three primary goals: 1) a baseline from which to monitor
Defendant’s compliance with the Settlement Agreement; 2) assess, measure, and determine
progress toward partial and substantial compliance with all provisions of said Agreement; and,
3) as a tool to assist Defendants in developing action plans to systematically develop, prioritize,
implement, and evaluate policies, procedures, and administrative and operational changes and
improvements that ensure consistent substantial compliance with the Agreement and the
provision of constitutional care and custody of defendants and offenders incarcerated at the
Golden Grove Adult Correctional Facility & Detention Center, St. Croix, Virgin Islands.

EXECUTIVE SUMMARY & ASSESSMENT OVERVIEW

Pursuant to Section X subsection D paragraph 1 of the Settlement Agreement, a first site visit
(Baseline Assessment) was conducted September 9-13, 2013. The Monitor and Parties mutually
agreed to delay the visit beyond the 30 days stated in the Agreement due to scheduling conflicts
and to allow adequate time to prepare.

The monitoring team consisted of Mr. Kenneth A. Ray, Monitor and operations expert; Ronald
Shansky, MD, correctional medicine expert; and Roberta Stellman, MD, correctional mental
health and suicide prevention expert. The selection of Dr. Shansky and Dr. Stellman involved
input and concurrence by the Parties as required in Section X subsection C paragraph 3 of the
Agreement.

Prior to the site visit, the Monitor coordinated communication between the Parties and
monitoring team in preparation for the onsite visit. Additionally, the Monitor provided to the
Territory documents and information to assist them regarding implementation planning, policy
and procedure development, as well as proposed itinerary and proposed outcomes for this visit.

The site visit included a startup meeting on the first day involving representatives from both
Parties, onsite tours, staff interviews, various inspections, document reviews, meetings, and a
culmination meeting during the morning of the last day. Participation and involvement by the
Parties was cooperative and active. Additionally, the Monitor and the Parties reviewed a draft of
the Monitor’s contract proposed by the Territory and worked toward mutually amicable contract
provisions. Although we were unable to finalize the contract during this time, subsequent
revisions have been provided and we continue to work toward resolution on matters of conflict.
Furthermore, the Monitor provided the Parties with a first-year Monitoring Budget; the budget
has been approved.
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Assessment Overview

This Settlement Agreement contains six (6) Sections. Each section contains a number of specific
and measureable compliance requirements (Provisions). Combined, these six sections contain
129 provisions; 119 of these represent five (5) primary substantive sections while ten (10)
provisions are contained within only one section, Section X. Implementation.

Each provision of this Agreement was evaluated using defined standards stated in Section G.
Compliance Assessments. This assessment followed the required protocols and evaluated each
provision according to the three standards stated below from the Agreement:

“In his or her reports, the Monitor will evaluate the status of
compliance for each relevant provision of the Agreement using the
following standards: (1) Substantial Compliance; (2) Partial
Compliance, and (3) Noncompliance, In order to assess compliance,
the Monitor will review a sufficient number of pertinent documents to
accurately assess current conditions; interview all necessary staff; and
interview a sufficient number of prisoners to accurately assess current
conditions. The Monitor will be responsible for independently verifying
representations from Defendants regarding progress toward
compliance and for examining supporting documentation, where
applicable. Each Monitor's report will describe the steps taken to
analyze conditions and assess compliance, including documents
reviewed, individuals interviewed, and the factual basis for each of the
Monitor's findings.”

Each provision was evaluated and rated with regard to 1) policy formulation, and 2)
implementation. The Monitor and the monitoring experts provided non-binding
recommendations for each provision found not in compliance with the Agreement. A draft
assessment report was provided to the Parties for review and comment as required, and
reasonable consideration was given to those comments in completing the final report.

The baseline assessment found 108 of the 119 provision in Noncompliance, seven (7) in Partial
compliance, none in Substantial Compliance, and two (2) remain in a Pending status for review
during the December 2013 site visit. Implementation provisions were not measured using these
standards but a narrative description of compliance is provided at this time; the required
evaluation standards may be applied in evaluating these provisions in future reports once the
Monitor has more clarity about doing so from the Parties. Overall, 91% of the provisions remain
in Noncompliance, 6% in Partial Compliance, 0% in Substantial Compliance, and two (2) in a
Pending Status. The figure below illustrates these assessment evaluation ratings.

Each provision in this report is in bold print and shadowed for clarification purposes.
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GGACF Sept 2013 Baseline Compliance Assessment Ratings

Compliance Sections Provisions No.n Part.ial Substa.ntial Pending
Compliance Compliance Compliance

IV. Safety and Supervision 58 52 4 0 0

V. Medical and Mental Health Care 36 34 0 0 2

VL. Life and Fire Safety 10 10 0 0 0

VII. Environmental Health and Safety 11 8 3 0 0

VIIl. Training 4 4 0 0 0
Totals 119 108 7 0 2

Compliance Percentages 91% 6% 0% 2%
IX. Implementation (Narrative) 10 0 0 0 0

It is the opinion of the Monitor and monitoring experts that very little has improved at GGACF
since the issuance of Findings of Fact Report (filed on 02/08/13). GGACF remains a dangerous
and violent environment and is inadequately staffed, equipped, funded, maintained, and operated
to provide and consistently sustain environmental and operational conditions of inmate care and
confinement that meet constitutional requirements. This will be further demonstrated in the
assessment findings of this report.

Policies and procedures, in general, remain underdeveloped, incomplete, and/or nonexistent,
much as described in the Findings of Fact report. The lack of adequate policies and procedures
contributes, in part, to inconsistent and dangerous security practices and habits. This was
evidenced by cells doors and housing unit access points being padlocked and chained, internal
housing unit gates being left open, housing unit control room doors being left unlocked,
nonfunctional security lighting throughout external and internal security perimeters, ill-
maintained security fencing, an inadequate number of and broken portable radios, nonfunctional
security door control panels, nonfunctional camera system and control panels in the two
operational towers, ill-maintained and broken cell door components and observation windows,
and various other practices that allowed inmates to move about the campus without being
searched. Exacerbating these conditions is a serious lack of adequately trained and supervised
correctional staff, and an overarching common frustration among staff regarding leadership
support and commitment to improve security and poor environmental conditions.

Access to and possession of dangerous contraband by inmates appears to be a pervasive and
persistent problem at GGACF based on interviews, housing unit inspections, and examinations
of incident reports and activity logs. The presence of knives, machetes, cell phones, and large
amounts of illegal drugs, for example, continues within the facility. GGACF officials report that
there has not been a facility-wide shakedown (comprehensive cell inspection and facility search)
in more than two years. This is very troubling if only based on the facilities’ known history of
contraband and violence. However, contraband report documents provided to the Monitor show
that incidents of contraband and the volume of contraband confiscated has increased
significantly since the approval of the Agreement.

There appears to be no adequate complaint system in place for inmates. Although forms exist
that inmates can use to present complaints and grievances, access to and submission of forms is
unpredictable. Many of the boxes located in the cells used for inmates to submit complaints




Case: 1:86-cv-00265-WAL-GWC Document #: 756-1 Filed: 12/04/13 Page 6 of 99

Golden Grove Adult Correctional Facility & Detention Center St. Croix, Virgin Islands
MONITOR’S BASELINE ASSESSMENT REPORT Page 5 of 98
Settlement Agreement

and/or sick requests are broken and/or filled with garbage. It seems obvious that no systematic
process exists for this requirement.

Environmental conditions remain unsanitary and unhealthy throughout the facility. Housing unit
temperatures are too high despite efforts using portable coolers. Cells emit the odor of mold and
mildew and many flood during heavy rains. High housing unit temperatures create risks for
dehydration and dangerous side effects from psychotropic medications. Mold and mildew
remains a serious problem through the housing units, cells, recreation areas, ceilings, and shower
areas. Lighting is broken and/or nonfunctional in some areas. Kitchen and food service areas are
in serious ill repair and dirty. Cooking equipment is broken, some are dangerously located,
broken floor tiles create serious trip hazards. Insects were found on food and in kitchen areas.
Inmates have limited access to drinkable water; there are broken cell sinks, toilets, and showers
that must be repaired. Environmental conditions, overall, remain poor and unhealthy.

Fire and life safety conditions remain inadequate to predictably protect inmates and staff from
fire and/or smoke. Fire sprinkler systems are nonfunctional and inmates use the sprinkler heads
in their cells as make-shift clothesline brackets. Cell doors are padlocked, a padlocked chain
provides access into one entire housing unit. Many occupied cells had exposed and/or frayed
electrical wires, some near water leaks, some electrical boxes showed evidence of burn marks
where electrical shorting has occurred. Fire drills are not regularly conducted nor are staff
adequately trained, equipped, or prepared to effectively respond to fire emergencies. There is no
fire or master key control program whereby officers are routinely assessed to demonstrate
competency with basic fire safety response measures. Inmate cells are cluttered with combustible
items, i.e., empty commissary packaging and paper. Inmates interviewed reported having those
items for more than a month. Staff do not have access to breathing equipment needed to respond
safely to a fire incident. They would not be able to safely search for or rescue others from a
smoke filled structure. It does appear, however, that GGACF possesses an experienced and
competent fire safety coordinator who can provide expert guidance toward compliance in these
areas.

Administrative investigation policies and practices are inadequate to ensure timely review,
consistent tracking, or consistent resolution of facility mishaps and staff misconduct. There is
no systematic process for initiating, investigating, or managing this administrative component
of quality management and assurance. Supervisors do not regularly review housing unit logs or
incident reports to proactively initiate administrative inquiry into real and/or potential problems.
Administrative investigations are primarily reactive and there is little evidence of follow-up.

Medical, mental health, and suicide policies, procedures, and practices are inadequate to ensure
timely delivery of these health care requirements. Policies and procedures, in general, are
underdeveloped or nonexistent. Existing staffing levels cannot provide adequate level of
required care and administrative staff are not sufficiently engaged in program management to
ensure program or care continuity. Mentally ill inmates are not properly assessed and treated in
many instances. There are no formal treatment plans, no basic counseling services, few treatment
encounters with qualified providers or even enough qualified providers to deliver minimum
levels of care if treatment programs were possible. There is little to no follow-up or monitoring
of mentally ill inmates placed in segregation by qualified mental health providers. There is no
formal or systematic medication management program in place to monitor medication assisted
treatment regimes. The lack of an organized, systematic, and regularly reviewed health records
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system makes it very difficult to track patients or even develop any measurable health care
quality assurance program.

We were provided no evidence to assess compliance with use of force or restraints provisions in
the Agreement.

The training program is in a state of significant change according to GGACF officials. It is their
intention to rebuild the entire training program and to bring it onsite under direct control of the
Warden, which is a positive sign. However, there was no evidence provided to determine the
effectiveness of the existing training program. We were provided an outline of training topics
but the current training curriculum was not available for examination to determine its efficacy
relative to pre- and in-service training, or whether any training topics were changed or added to
accommodate implementation of the Agreement.

Agreement implementation has not appeared to have yet gained much traction. We were
provided no evidence of an implementation plan beyond a very basic policy and procedure
implementation schedule. A planned and systematic process for Agreement implementation does
not exist and current levels of information and data tracking are insufficient to support such a
process.

Despite a lack of progress and noncompliance with virtually all of the provisions in this
Agreement, Territory officials voiced a serious commitment to comply with the Agreement.

BASELINE ASSESSMENT METHODOLOGY

The Baseline Assessment involved activities before, during, and following the onsite visit by the
monitoring team and the Parties. The team consists of Mr. Kenneth A. Ray, M.Ed., Monitor;
Roberta Stellman, MD, Psychiatrist; and, Ronald Shansky, MD, Correctional Medicine.

Pre-visit activities ensured involvement and input from officials and legal counsel representing
the Territory (defendant) and the United States (plaintiff) in the planning of the site visit. Pre-
visit activities included conference calls and exchange of relevant documents intended to
maximize clarity and mutual understanding for baseline assessment visit purposes and
scheduling, and monitoring expectations in general.

Pursuant to Section X.D.1 of the 2013 Settlement Agreement, the Monitor provided the following
information to the Territory and Department of Justice officials for review and comment. This
information intended to provide to the Parties: 1) the description of how compliance with the
Agreement will be assessed; 2) how information necessary for on and off site assessment work
will be gathered; and, 3) what information the Monitor will require the defendants to routinely
report and with what frequency.

1. Description of how the Monitor will assess compliance with each of the Compliance
Measures.

In general, compliance assessment will include the following activities:

A. Discussions and meetings with facility officials, staff, providers, and inmates.
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B. Discussions and meetings with community agency officials providing inspection or other
regulatory oversight of GGACF.

C. Discussion and meetings with officials and staff of contract providers and community
agencies who provide services within and/or for GGACF and inmates held in its custody.

D. Discussions and meetings with other pertinent staff, personnel, and community members,
either as requested by the parties or who, in the determination of the Monitor, can provide
relevant information for the purposes of monitoring.

E. On-site tours of grounds, perimeter security barriers, perimeter access control and
entrance points, all external security technology and methods, building and structural
exteriors, roofs, and utility systems.

F. On-site tours of all buildings, housing units, special environments, health care facilities,
receiving and discharge areas, segregation units, all cell areas, food service and storage
areas, utility closets and chases, utility technology and systems, fire prevention and
suppression systems, life safety locations and equipment, other interior areas and location
relevant to determine compliance.

G. Examination of all security equipment and systems used for perimeter, external,
structural, internal, and special security operations purposes.

H. Examination of health care equipment, supplies, materials, technology and other material
methods and processes used for inmate health care assessment, diagnosis, treatment
planning, treatment (long and short-term), follow-up, and discharge planning.

I.  Examination of agency motor fleet including all cars, busses, trucks, vans, and any other
motorized vehicle used for correctional operations purposes.

J.  Examination of any and all records, data, and/or information relevant to compliance and
compliance monitoring not limited to the following:

Administration

Budget

Personnel

Operations

Training

Facility construction, renovation, repairs, and maintenance

Equipment, supplies, and materials

Inmate case files

Medical and mental health screenings, assessments, evaluations, diagnoses, treatment

plans, progress charts and notes, medication logs and records, drug formularies,

appointment calendars, invoices, etc.

e Labor contracts

e Inmate grievances and disciplinary records and actions

e Policies, procedures, protocols, guidelines, post-orders, logs, memos, and other
documents and information that support accurate compliance assessment and progress
determinations

e Employee complaints, grievances, claims, etc. directly or indirectly related to the
compliance provisions

e Other information required to determine compliance and compliance progress

The information described above will assist the Monitor to determine compliance and the degree
to which each of the compliance ratings (non-compliance, partial compliance, and substantial
compliance) apply to each provision assessed. Additionally, the Monitor will collaborate with the
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parties to develop metrics and core measures for qualitative and quantitative measurement of
progress and compliance. Core measures and metrics should specifically pertain to the conditions
set forth in the Settlement Agreement, and generally consider accepted standards and
recommendations promulgated by the National Correctional Association, American Jail
Association, National Commission of Correctional Health Care, American Psychiatric
Association, American Nursing Association, ASIS International, National Fire Protection
Association, Centers for Disease Control (CDC), OSHA, Territory regulations, and other
nationally accepted standards for compliance assessment and management. Additionally, specific
measures articulated in the Order of the Court dated May 14, 2013 [Dkt 742] (the “Order”) shall
be followed. The following compliance management terms are suggested for assessment and
compliance monitoring:

e Compliance Control: Implies activities designed and intended to inspect and reject
defective or deficient performance, processes, services, equipment, etc. when applied.

e Compliance Assurance: Implies activities designed and intended to identify performance
and services that assure compliance when applied.

e Compliance Improvement: Implies activities designed and intended to correct and/or
improve compliance in performance and services.

e Compliance Management: Implies activities designed and intended to ensure targeted
compliance outcomes.

e Domain: A core aspect of the organization’s performance, such as access to care, costs of
care, or quality of care (e.g., consumer level of functioning, relapse and recidivism rates,
or consumer satisfaction).

e Performance Indicator: A defined, objectively measurable variable that can be used to
assess an organization’s performance within a given domain. For example, within the

domain of consumer satisfaction, a performance indicator might be: “the percentage of
consumers who state that they received the types and amounts of services that they felt they
needed.”

2. How information necessary for on and off site assessment work will be gathered.

Monitoring will involve gathering various forms of information both on and off site and not
limited to:

e Communications with Territory and U.S. Department of Justice Officials as authorized
in the Order

e On-site visits, tours, meetings, individual and group meetings and interviews

e Collection and examination of electronic, paper, and photographic records, information,
and data

e Photographs taken during inspections (not to be used in any report without expressed

written agreement of both parties)

Online media information

Online public records

Electronic and standard mailing of information

Email communication and phone consultations
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3. What information the Monitor will require the Defendants to routinely report and with what
frequency.

It is understood that the Territory will use existing records systems and processes to provide
routine reports. However, new records and information systems and methods may become
necessary to accurately report progress compliance and related performance. It is this Monitor’s
desire to assist the Territory in developing records and information methods and processes that
yield accurate, complete, and efficient reporting of compliance efforts and progress. Therefore,
it is assumed that the compliance reporting process will evolve throughout the life of the Order.

Compliance reporting should include statistical reports, narrative descriptions of compliance
activities and progress, improvement plans, case reviews, incident reports, and other information
and data that helps the parties and the Monitor understand compliance progress as well as to
identify issues and concerns that challenge compliance efforts. A monthly compliance report is
proposed until the reporting system and compliance progress evolves to justify less frequent
routine reporting.

Non-exclusive information required for the baseline visit and monitoring includes the following:
many of these documents were not provided as requested. Territory officials stated following the
baseline visit that some of this information did not exist. We, therefore, again request all
documents as required under Sections X.B paragraph 2 and 1X paragraph 8 of the Agreement.
The Monitor offered technical assistance to the Territory to develop necessary documents that
currently do not exist.

A) Corrections Information:

The most recent census report.

Last five (years) admission, release, average daily inmate population.

The housing unit floor plans for all facilities and housing units.

A copy of the facility's policies and procedures manual(s), including the facility's Use of Force

policy. [If you have the policies and procedures in electronic form, we would request all of

them prior to our visit. Otherwise, we request only the Use of Force policy prior to our arrival].

5. The Use of Force Log for the past twelve (12) months and a few sample Use of Force
packages [we request only the Use of Force Log prior to our arrival]. Please indicate any
use of force on an inmate on the mental health case list.

6. The Serious Incident Report Log for the past twelve (12) months.

7. The Inmate Disciplinary Log for the past twelve (12) months.

8. The Contraband Log for the past twelve (12) months.

9. The Administrative Investigations Log for the past twelve (12) months.

10. A copy of the Inmate Grievance Policy.

11. A copy of the Inmate Grievance Log for the past twelve (12) months.

12. All forms and documents used by staff for inmate intake, assessment, classification, release,
housing, supervision, disciplining, etc. Generally speaking, any form, report, log book, etc.
used in the course of a corrections officers work day.

13. Documentation reflecting the current classification system, including policies and procedures

related to such classification system.

el N e
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14.

15.
16.
17.

18.

19.

20.

21.

22.
23.

24.
25.

26.

B)

27.
28.
29.
30.
31.
32.
33.
34.

35.

Documentation reflecting any training facility staff has received, including any corrections
officer training manuals, pre-service and in-service training completed by all staff over the
past 36 months.

Current staffing schedules for security positions and shifts.

Job descriptions for all non-health care staff.

Copies of any self-evaluation reports, grand jury reports, American Correctional
Association surveys, National Institute of Corrections reports/evaluations, National
Commission on Correctional Health Care reports/evaluations, or any other outside
consultant reports regarding the facility.

Any questionnaires, intake forms, or inmate handbooks provided to inmates upon their entry
to the facility or during their stay in the facility.

The most recent Staff Manpower Report/Matrix that shows all authorized positions and which
ones are vacant.

Reports and data showing turnover information and statistics for security, medical, mental
health, and other staff positions budgeted and authorized for the previous 36 months.

Any staffing improvement plan, applications for technical assistance, and county budget
proposals/authorizations to address staffing shortfalls.

Facility maintenance requests and work orders for the past 12 months.

Records and/or lists of physical improvements, repairs, and renovation completed to
correct security problems and deficiencies over the past 36 months.

Past 36 months of agency budgets.

List and contact information for any and all community vendors who provide services of
any kind to GGACF and contracts or professional services agreement authorizing those
services.

List and contact information for community regulatory agencies who inspect, review,
approve, and/or provide consultation to the GGACF i.e., health inspections, fire
inspections, etc., and any inter-local agreements involved in these services.

Medical and Mental Health Information:

A mock or blank chart containing all forms used, filed in appropriate order.

The infection control policies.

The names of inmates who have died in the past year, and access to/or copy of both their
records and mortality review.

The names of any inmates diagnosed with active TB in the past year and access to/or a copy
of their records.

To the extent not provided above, the policies and procedures governing medical

and mental health care.

A staffing roster with titles and status, part time or full time, and if part time, how many
hours worked per week.

The staffing schedule for the past two (2) months for nursing and providers, including
on-call schedules for the same time period.

Job descriptions for medical staff and copies of current contracts with all medical care
providers, including hospitals, referral physicians, and mental health staff.

Inter-local professional services agreements with health care providers, companies, to include
health care policies under which those persons and/or entities provide inmate health care.




Case: 1:86-cv-00265-WAL-GWC Document #: 756-1 Filed: 12/04/13 Page 12 of 99

Golden Grove Adult Correctional Facility & Detention Center St. Croix, Virgin Islands
MONITOR’S BASELINE ASSESSMENT REPORT Page 11 of 98
Settlement Agreement

36.

37.
38.
39.
40.

41.

42.
43.

44,
45.
46.
47.

48.

49.

50.
51.

Tracking Logs for consults and outside specialty care services provided, chronic illness, PPD
testing, health assessments, and inmates sent to the emergency room or off-site for
hospitalization listing where applicable name, date of service, diagnosis and service provided.
A list of all persons with chronic illness listing name, location, and name of chronic illness.
A schedule of all mental health groups offered.

Minutes of any meeting that has taken place between security and medical for the past year.
Quality assurance and Medical Administration Committee minutes and documents for the past
year.

A list of all emergency equipment at the facility.

A list of current medical diets.

Sick call logs (i.e., lists of all persons handing in requests for non-urgent medical care to
include in the log presenting complaint, name, date of request, date triaged, and disposition)
and chronic illness appointments for the past two (2) months.

A copy of the nursing protocols.

To the extent not provided above, a copy of any training documentation for security and
medical staff on policies and procedures and emergency equipment.

A list of all the inmates housed at the facility by birthdate, entry date, and cell location.

To the extent not provided above, external and internal reviews or studies of medical or mental
health services including needs assessments and any American Correctional Association and
National Commission on Correctional Healthcare reports.

List of all inmates placed in restraints, and all inmates receiving mental health treatments,
under suicide watch, or taking psychotropic drugs. Current mental health case list including
inmate name, number, diagnosis, date of intake, last psychiatric appointment, next psychiatric
appointment, and any case lists of inmates followed only by counseling staff with last
appointment date and follow-up appointment.

Documentation reflecting any training that facility staff have received on suicide
prevention, including certificates and training materials.

All documents related to the any suicide occurring within the past year.

List of all persons on warfarin, Plavix, digoxin.

C) Suicide Prevention Information:

52.
53.

54.
55.
56.
57.
58.
59.
60.

61.
62.

All policies and directives relevant to suicide prevention.

All intake screening, health evaluation, mental health assessment, and any other forms
utilized for the identification of suicide risk and mental illness.

Any suicide prevention training curriculum regarding pre-service and in-service staff
training, as well as any handouts.

Listing of all staff (officers, medical staff, and mental health personnel) trained in the
following areas within the past year: first aid, CPR/AED, and suicide prevention.

The entire case files (institutional, medical and mental health), autopsy reports, and
investigative reports of all inmate suicide victims within the past three years.

List of all serious suicide attempts (incidents resulting in medical treatment and/or
hospitalization) within the past year.

List of names of all inmates on suicide precautions (watch) within the past year.

The suicide watch logs for the past year.

Clinical Seclusion logs for the past year.

Use of clinical restraint logs for the past three years.

Any descriptions of special mental health programs offered.
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63. A list of all uses of emergency and forced psychotropic medications in the past year

64. A list of any use of force associated with the administration of psychiatric medications for the
past year.

65. A description of medical and mental health’s involvement/input into the disciplinary process
and clearance for placement in segregation.

66. List of all inmates referred for off-site psychiatric hospitalization in the past three years.

It is also understood that the above lists are not all inclusive and the Monitor retains the discretion
to request additional information and documents deemed necessary for legitimate monitoring
purposes and within the scope of conditions provided within the Agreement.

The Territory did not provide all of the documents prior to the baseline visit as requested
(specifically requested items number 3, 17, 19, 22, 23, and 25-66), and as required in the Settlement
Agreement (Section IX paragraph 8). This somewhat hampered preparation by the monitoring
team; many, but not all, of those documents were provided during and following the visit. The
Monitor was advised by Territory officials that other documents requested but were requested did
not exist. We will discuss this and the matter of documents needed for periodic review during the
December visit.

Documents and information provided did afford the monitoring team a reasonably basic
understanding about GGACF operations and conditions from which to perform an adequate
baseline assessment. However, the absence of requested documents and information did impair
the monitoring teams’ pre-Visit, onsite, and post assessment work somewhat. Going forward, it is
important to reiterate that the effectiveness of the monitoring process and the Territory’s ultimate
success in fulfilling its obligations with the Agreement are, in large part, products of the Monitor
having timely access to requested documents. The Monitor will remain considerate of the
Territory’s technological and resource limitation affecting the timely access to requested
documents with the understanding that the information is ultimately needed to ensure accurate,
complete, comprehensive, and objective monitoring of the Agreement.

It is important to note that the onsite baseline visit was very productive despite a lack of requested
information. Territory officials and participants were exceptionally cooperative, involved, and
supportive throughout this aspect of the monitoring process. The Territory’s repeated desire to
fully comply with the Agreement was evidenced by its active cooperation and involvement in the
onsite visit. Similarly, United States Department of Justice representatives participating in the
onsite assessment were equally cooperative and involved, which helped to maximize visit
efficiency and productively. The presence of both Parties during the onsite visit assisted
assessment focus and allowed for collaborative and timely resolution of important matters of
mutual interest. Therefore, the Monitor and monitoring team respectfully requests that these
representatives from both Parties participate at all future assessment visits.

The monitoring team used three primary reference points from which to assess compliance and
progress with Agreement. These included: 1) the agreed 2012 Findings of Fact document, 2)
documents, information, and data provided prior to, during, and following the onsite assessment,
and 3) the onsite visit, which included meetings, discussions, interviews, campus tours and
inspections. Site inspections were conducted during daytime and nighttime hours to better
understand operational functioning, strengths, and deficiencies.
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During this assessment, the monitoring team toured the campus, inmate housing units and cells,
dayrooms and program spaces, food service/kitchen areas, maintenance and workshops, the
armory, intake/booking area, control rooms and officer posts, outer perimeter and fencing,
medical and mental health areas, both active tower, and the animal pens. We talked with BOC
representatives and staff, and spoke with inmates.
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1IV. SAFETY AND SUPERVISION

As required by the Constitution, Defendants will take reasonable steps to protect prisoners
from harm, including violence by other prisoners. While some danger is inherent in a jail setting,
Defendants will implement appropriate measures to minimize these risks, including development
and implementation of facility-specific security and control-related policies, procedures, and
practices that will provide a reasonably safe and secure environment for all prisoners and staff.

A.  Supervision

1. Defendants will develop and submit to USDOJ and the Monitor for review and approval
facility-specific policies regarding supervision of prisoners. These policies will include
measures necessary to prevent prisoners from being exposed to an unreasonable risk of
harm by other prisoners or staff and must include the following:

a. Development of housing units of security levels appropriately stratified for
the classification of the prisoners in the institution, see also Section IV.F.
re: Classification and Housing of Prisoners;

ASSESSMENT: Noncompliance

FINDINGS: While it is recognized that the requirement to develop and implement effective
policies and procedures is clearly described and defined in this Agreement, doing so does not
alone either fully meet its substance or intent. Well-researched, evidence-based,
comprehensively implemented and regularly evaluated and updated policies are only one tool
for providing constitutionally reliable protection and care of inmates at GGACF. The
substantial intent of this Agreement is to ensure that GGACF provide consistent and deliberate
safety, security, and care of all inmates at all times. This requirement extends to all substantive
areas i.e. security, health care, suicide prevention, sanitation, the use of force, training of staff,
inmate and staff supervision, etc. It is important, therefore, to remind the Parties that
completion and implementation of effective policies does not, alone, provide sufficient
evidence of compliance with provisions involving policy and procedure development. Partial
and Substantial Compliance requires valid and reliable proof that conditions of confinement at
GGACF meet minimum constitutional requirements and are likely to continue to do so beyond
the life of this agreement.

Effective correctional security policies and procedures provide staff with clearly written and
systematic work methods to ensure adequate protection and care of inmates. These documents
explain all the “who, what’s, when’s, where’s, why’s, and how’s” while helping to ensure
compliance and accountability in their implementation and efficacy.

An examination of incident reports, jail logs, and practices evidence a clear lack of adequate
policies and procedures. Here are a few examples:

One September 4, 2013 an inmate was slashed in a housing unit. The records suggest that no
officer was on | Unit when the attack began. One inmate pursued the inmate-victim from one
housing unit to another without staff intervention and with the assistance of unlocked housing
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unit doors. Once the officer arrives to stop the assault, the reports indicate that the victim-
inmate spat at the officer. This officer then retreated to the office/control room. The inmate
was able to gain access into this office area and a fist fight ensured before backup officers
could arrive to stop the violence. The reports also indicate that during this event, many other
inmates were trying to get out of the housing unit gate. The existence of, and compliance with,
adequate policies and procedures could have easily prevented or mitigated this violence and
serious breach in facility security.

In another incident reported to occur on July 11, 2013, an inmate-on-inmate homicide was the
direct result of failures in security policy, training, and the lack of adequate security policy and
practices. In this case an inmate was able to obtain a large knife and fatally stab another inmate
near the kitchen area. The knife was not “home-made” but appeared to be a professionally
manufactured weapon that was brought into the facility and accessible to the offending-inmate.
The suspect-inmate seems to have been inadequately supervised before this event, was able to
enter the G housing unit and give the knife to another inmate. This and other serious threats to
inmates and staff seem virtually unstoppable based on unlocked housing and control room
doors observed during the baseline assessment.

Neither or the incident reports discussed above alluded to any remedial, preventive steps to be
taken or what policies or procedures were violated and/or should be reviewed to prevent future
violence. The absence of any administrative reports provided to the Monitor leads to a
conclusion that no administrative investigation occurred and/or no action was taken to retrain
or discipline staff whose noncompliance with policies and procedure may have contributed to
these events.

Most policies are in need of significant reform. Policies and procedures provided are outdated,
unsigned, and most not referenced to professional regulations or standards, inconsistent, and
appear to not be followed by staff in many instances based on observations of campus, housing
areas, and security control areas. There are no policies or procedures that specifically stratify
the defendant and offender populations (jail or prison) according to risk and needs. The two
operations (jail and prison) are essentially stratified by gender and conviction status. Although
the Settlement Agreement does not specifically state a condition to meet any professional
standards or regulations pertaining to the operations of a correctional facility, it is highly
recommended that Defendant’s base policy development and implementation on professional
corrections standards as they are well researched, evidence-based, and very useful in
establishing and maintaining a constitutionally-sound correctional operation.

RECOMMENDATIONS:

1. Revise/develop housing classification policies based on a current validated intake and
review classification instrument. Submit document drafts as indicated in the Agreement
before implementation.

2. Timely complete and submit a policy development plan that includes, at a minimum,
the following elements:

A. Policy title with related procedure titles
B. Primary policy references
C. Person(s) responsible for document development
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D. Expected dates to be forwarded to the Monitor and USDOJ for review and approval,
date(s) of staff training, implementation date
3. Review current population to verify accurate risk/need classification levels and
housing, reclassify and appropriately house as indicated by review process findings.
4. Refer to IV.F. regarding specific classification and housing policy recommendations.

b. Post orders and first-line supervision of corrections officers in each housing
unit (at least one officer per unit) based on an assessment of staffing needs;

ASSESSMENT: Noncompliance

FINDINGS: Post orders for all posts are vital to effective and consistent correctional
operations. Post orders should be well-researched and written, easy to interpret and apply,
easily accessible by staff at their duty posts, and regularly evaluated and revised as needed to
ensure consistent continuity of post and facility operations.

Documents titled “Specific” and “General” post orders were provided following the baseline
visit. Specific Post Orders comprise 10 pages of specific post directives, General Post Orders
comprise in excess of 200 pages of general directives ranging from specific post duties to
operational functions. Specific Post Order pages are not numbered, General Post Order pages
are numbered but it is difficult to determine between Post Order and regulations, as they appear
to be blended. The two sets of documents are formatted quite differently, none are signed by
approving authority, none are dated, and none have document review, revision, and/or dates
established or issued, nor do any of these documents include professional or regulatory
references as previously discussed A general examination of both sets of documents suggest
that many of these directives are not followed by staff based on observations of practices,
housing and cell conditions. The Orders are not numbered, making it impossible to accurately
reference any Order, section or subsection. Some of these directives would be virtually
impossible to apply and/or comply with simply due to inadequate security staffing levels, mal-
and non-functioning security equipment, and poor cell lighting. | was unable to locate any Post
Order (Specific or General) that established minimum staffing levels for any security post. |
also found no specific Post Orders specifying supervisor-to-officer ratios.

A partial examination of officer logs for Units L, K, X, I, and 9A dated June to September
2013 clearly evidence Post Order deficiencies, inadequate staffing levels, and/or lack of
supervision as discussed:

Month Unit Staffing Deficiencies Reported By Officers

June L No relief officer at shift change

July K Only one (1) officer to two (2) office post

August 9A No relief officer for break, unit officer leaves unit unattended for break

No officers in I/J unit at shift change

Sept No supervisor on duty, no unit relief officer

X Security check finds 13 female inmates unsupervised, unit rear doors not locked
[
[
[

No supervisor unit checks during 4-12 shift

It seems more likely than not that these seven log entries reflect a larger, undocumented,
problem. All of these reports evidence serious, and likely persistent and pervasive, problems
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with inadequate staffing levels — though it takes no less than six to seven months to fully train
a corrections officer for service — supervision, and inmate and staff safety and security.

These are only a few of many very troubling log entries written by officers. Many other entries
report real and significant health risks to the inmates as demonstrated by a few log entry
examples below:

June 18, 2013 (L Unit)

Basic health needs are at risk because inmates do not have access to water after nighttime lock
down as stated in the log, “Last call for water at this time; slots are closed. IM DR complaining
about urine bag being clogged up.

June 19, 2013 (L Unit)

- An inmate complains of head pain and “passes out in his room”
“No staffing relief available...24-hr shift ensues”. In this entry, an inmate shows an officer
a blood-filled toilet after urinating.

July 18, 2013 (K Unit)

There was only one officer present when normally two are assigned to the unit. The reporting
officer reports “this practice is hazardous to both officer and inmate safety due to the status of
the unit.” Additionally, it was reported that the backup generator did not come on during a
power outage.

August 4, 2013(K unit)

The officer reports, “Major repairs are needed within the unit from lighting fixtures, missing
ceiling tiles, faulty locks, cells, cracks, mold and mildew...Administration is fully aware of
these safety and health hazard conditions in this facility, also discrepancies in security but
blatantly refuses to rectify them!!!”

These few log entries represent only a small number of reports for only a few housing units
and only over an approximate three-month period (June-early Sept) but clearly evidence
serious security, safety, and health problem that appear persistent and pervasive. Additionally,
it is very difficult to garner consistent compliance with policies and procedures by staff when
they feel that their concerns are ignored by administrators.

RECOMMENDATIONS:

1. Subsequent to policy and procedure development and revisions, conduct a complete
review of existing Specific and General Post Order to ensure they are:
A. post specific;
B. accurately represent post staffing needs and post resources needed to operate the
post safely and consistently;
C. are numbered, cross-referenced with policies/procedures, and formatted in a
manner that makes them easy to interpret and apply;
maintained at each post, kept current, and easily accessible;
regularly reviewed, revised, updated;
consistently enforced,
known to staff through pre-service, in-service, and ongoing training.

@mmo
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2. Develop aplan that provides for regular review of all log books by supervisors to ensure
staffing and other unit safety and security issues to be known and resolved in a timely
manner.

3. Ensure that all posts are staffed according to post complexity and dynamics, risks and
needs.

¢. Communication to and from corrections officers assigned to housing units
(i.e. functional radios); and

ASSESSMENT: Noncompliance

FINDINGS: Each housing unit inspected was issued two radios and charges. However, radios
were observed to be left in unit control rooms when officers were in the housing units or outside
the control room with control room doors left unlocked. This practice presents an extreme staff
and inmate safety and security risk without legitimate justification. Additionally, some officers
interviewed complained about nonfunctioning radios and having to share one radio at times.

RECOMMENDATIONS:

1. Revise and/or develop, implement, and evaluate policies and procedures governing
radio communication equipment, usage, repair and maintenance.

2. Ensure that all posts are equipped with functionally reliable communications
equipment; it is recommended that reliable radios are issued to ALL officers and staff
working with and/or around inmates.

3. Repair, replace nonfunctioning radio and telephone communications equipment
throughout the facility, and add additional communications equipment where indicated.

4. The Monitor will review radio equipment inventories and functionality during the next
onsite assessment.

d. Supervision by corrections officers assigned to cellblocks, including any
special management housing units (e.g., administrative or disciplinary
segregation) and cells to which prisoners on suicide watch are assigned,
including:

(1) conducting of adequate rounds by corrections officers and
security supervisors in all cellblocks; and

(i)  conducting of adequate rounds by corrections officers and
security supervisors in areas of the prison other than
cellblocks.

ASSESSMENT: Noncompliance

FINDINGS: Based on onsite observations, interviews with staff and inmates, a review of unit
and incident report logs, inmate supervision is inconsistent, unreliable, and ill-performed. Post
order limitations discussed previously contribute to this problem. For example, the many of
the screen mesh on the cell doors are damaged to point that they prevent clear viewing into the
cell by officers and inmates were allowed to cover viewing ports to prevent the officers from
performing scheduled or random security checks. This single deficiency can easily create
conditions for inmates to prepare or cause serious harm to other inmates, to themselves,
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conceal and/or use contraband, or experience an undetected medical or mental health
emergency.

RECOMMENDATIONS:

1.
2.

3.

Refer to recommendations regarding Post Orders.

Revise and/or develop policies and procedures to ensure consistent and reliable
monitoring of housing units and cell blocks as stated above.

Ensure housing units and cell blocks are consistently staffed at levels required to ensure
staff and inmate safety and security, and according to inmate risks and needs.

Ensure that special needs inmates (suicide, mentally ill, medical infirm, vulnerable,
etc.) are monitored more frequently and by qualified health care staff.

Ensure that supervisors routinely inspect general and special housing units to ensure
compliance staffing requirements, policy and procedures, and to interview inmates to
presenting problem conditions. Supervisors should also ensure that all safety and
security equipment is present and functional during these inspections and immediately
replace any nonfunctional equipment.

Repair all broken lights in housing units and cells, issue flashlights to staff for cell
inspections, repair all broken cell doors, keep all housing unit doors locked, repair
broken control panels to improve unit security.

Contraband

1. Defendants will develop and submit to USDOJ and the Monitor for review and approval

facility-specific policies regarding contraband that are designed to limit the presence of
dangerous material in the facility. Such policies will include the following:

a. Clear definitions of what items constitute contraband;

ASSESSMENT: Partial Compliance

FINDINGS: Although current policies and regulations list what constitutes contraband, these
policies are outdated, some are underdeveloped, and some are incomplete.

During the first day onsite, the Warden advised the monitoring team that a “shakedown” of the
entire facility had not occurred in two years. This is clearly an unacceptable policy and/or
practice as it creates an incarceration culture that promotes and encourages the introduction,
use, and easy movement of contraband throughout the entire facility.

Additionally, at no time did | observe any inmates being searched as they entered or exited a
housing unit, kitchen or shop areas, but did observe inmates entering and leaving those areas.
This further encourages contraband movement throughout the campus.

RECOMMENDATIONS:

1.

Review, revise, and develop contraband policies to include all forms of contraband,
consequences for its introduction and possession, and actions staff are to take in its
collection and disposition.
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b. Prevention of the introduction of contraband from anyone entering or
leaving Golden Grove, through processes including prisoner mail and
package inspection and searches of all individuals and vehicles entering the
prison;

ASSESSMENT: Noncompliance

FINDINGS: A review of housing unit logs (June-Sept, 2013) and Incident Log (October 2012
— September 2013) reflect a serious, dangerous, chronic, and pervasive contraband problem
exists throughout the facility.

There were approximately 407 incidents reported on the Incident Log for the period examined.
Almost one-third (125 /407) involved discovery of contraband and/or the likely presence of
contraband (e.g., “intoxicated inmate”). The risks presented to staff, other inmates, and facility
security, based on descriptions of seized contraband, ranged from minor to serious physical
security breaches, to potentially deadly as shown in the table below listing items reported.

Incidents Logged

Incident 2012 2013 Combined
Reported (3mos) (8mos) (11mos)
All Incidents 99 308 407
Contraband 42 83 125 (est.).

Contraband Found

Contraband Found 2012 2013 Total
(11mos)

Not Identified 16 38 54

Cell Phones 18 28 46
CD/DVD Players 0 2 2
Weapons/Sharps 2 7 9

Illegal Drugs 4 6 10
Intoxication 0 2 2

Drug Paraphernalia 1 2 3
Money 2 2 4

Contraband reporting data should be viewed as 1) positive efforts being made by GGACF
officials and many staff to improve facility safety and security, and 2) as clear and convincing
evidence that the facility is a dangerous environment for inmates and staff. These data also
seem to support implications resulting from staffing level deficiencies, inadequate inmate and
housing unit supervision, staff supervision, and the ease to which inmates can obtain
contraband as evidenced by a 2013 inmate assault involving serious physical injury caused by
manufactured machete, a reported removal of 73 bags of marijuana from Unit 9A in May 2013,
and an inmate-on-inmate homicide occurring earlier this summer. Further analysis of
contraband reports and the number of items confiscated following approval of the Order on
May 14, 2013 demonstrates significant increases in these incidents and volume of most
contraband-types.
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A cursory analysis of contraband incident reports for 3.5 months (approximate) before and
following approval of the Settlement Agreement found the following changes in reported
incidents and items confiscated:

e Reported contraband incidence increased 76 percent (25/44);
e Number of unidentified items increased 50 percent (14/21);
e Number of cell phones increased 215 percent (6/19);
e Number of CD/DVD/Players decreased 100% (1/0);
e Number of Weapons/Sharps/ increased from 0 to 9 in comparison;
e lllegal drugs decreased from 3 to 1 seizures.
GGACF Contraband
Reports &
Confisca':ions Before Before May After 3.5 Mos 3.5 Mos
and After Approved SA Feb Mar Apr 13th SAMay Jun Jul Aug Before After
Settlement 14th Agreement | Agreement
Agreement
Contraband Reports 3 12 10 2 2 16 9 15 25 44
Not Identified 1 5 8 0 8 6 7 14 21
Cell Phones 1 5 0 1 4 6 2 6 6 19
CD/DVD Players 1 0 0o o 0 0 0 o0 1 0
Weapons/Sharps 0 0 0 0 3 3 1 2 0 9
lllegal Drugs 1 0 2 0 1 0 0 0 3 1
Intoxication 0 2 0 0 0 0 0 0 2 0
Drug Paraphernalia 0 0 0 0 0 0 0 0 0 0
Facility Property 0 0 1 0 0 0 0 0 1 0
Money 0 0 0 o0 0 0 0 2 0 2
Totals 4 12 11 1 8 17 9 17 27 52
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The reports do not clarify whether these increases resulted from increased attention to this
issue, increased volume of contraband, or both. These findings clearly demonstrate the
presence of pervasive and persistent dangers to staff and inmate safety, security, and welfare
of staff and inmates that can be mitigated and better controlled via effective policies, and staff
and inmate supervision.

Additionally, an inspection of the medical unit found open cabinets containing scalpels and
other dangerous medical devices. Leaving exam rooms cabinets and exam rooms unlocked and
unattended provides no help in preventing access to contraband and exposes inmates and staff
to very serious personal safety risks.

RECOMMENDATIONS:

1. Review, revise, develop, train, implement, evaluate contraband control policies that

contain, at a minimum, the following elements:

The purposes for contraband control;

Safe methods and tactics for identification, seizure, recovery, and disposition;

All locations where contraband can be hidden and disguised;

Methods and points of delivery and access;

Unannounced and irregularly time searches of cells, inmates, and inmate program;
recreation and work areas;

Keep all cabinets and doors locked at all times to prevent access to contraband,;
Use of metal detection equipment;

Use of other mechanical devices for detection and recovery;

Respect of inmates’ rights to authorized personal property

Clearly articulate differences in inmate property allowed according to gender,
religion, health conditions, conviction status, etc.

moow»

~—Tom
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2. Review, revise, develop, implement, train, and evaluate training policies, procedures,
methods, and demonstration of staff proficiency in the prevention, detection,
recognition, recovery, and disposition of contraband.

3. Ensure that all posts and high-risk contraband access points are properly secured at all
times, adequately staffed, equipped with reliable video surveillance devices, and
consistently enforce contraband rules and laws involving inmate, staff, contractors,
volunteers, the public, etc.

4. Develop a uniformed incident tracking/reporting system using standardized contraband
titles and locations; implement a continuous quality improvement program to ensure
the accuracy and completeness of incident reports.

5. The Monitor requests electronic submission of the current Incident Log each month for
review and analysis purposes, and to provide technical assistance as indicated.

c. Detection of contraband within Golden Grove, through processes including:

Q) supervision of prisoners in common areas, the kitchen, shops,
laundry, clinic, and other areas of Golden Grove to which
prisoners may have access;

(i)  pat-down, metal detector, and other appropriate searches of
prisoners coming from areas where they may have had access to
contraband, such as at intake, returning from visitation or
returning from the kitchen, shops, laundry, or clinic;

(i)  regular and random searches of physical areas in which
contraband may be hidden or placed, such as cells and common
areas where prisoners have access (e.g., clinic, Kkitchen,
dayrooms, storage areas, showers);

ASSESSMENT: Noncompliance
FINDINGS: Refer to 1B above.

RECOMMENDATIONS: Refer to 1B above, expand application of recommendations to
provision c (i-iii) above.

d. Confiscation and preservation as evidence/destruction of contraband; and
ASSESSMENT: Partial Compliance

FINDINGS: Examination of contraband incident data, current policies and procedures, and
staff interviews suggest the presence of a basic confiscation and preservation practices.

RECOMMENDATIONS:
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1. Review, revise, develop, train, and implement, evaluate policies and procedures
involving confiscation and preservation of contraband as evidence for administrative
and legal enforcement purposes.

2. Ensure staff access to appropriate equipment and supplies needed to safely collect and

preserve contraband while maintaining evidentiary integrity.

Ensure adequacy of chain-of-custody methods and procedures.

Review, revise, develop, implement, train, and evaluate training policies, procedures,

methods, and demonstration of staff proficiency in the proper collection/confiscation

and disposition of contraband.

How

e. Admission procedures and escorts for visitors to the facility.
ASSESSMENT: Partial Compliance
FINDINGS: Similar to above.

RECOMMENDATIONS: Similar to above specific to admissions policies and procedures,
internal and external escorts for visitors to the facility.

C.  General Security

1. Defendants will develop and submit to USDOJ and the Monitor for review and approval
facility-specific policies designed to promote the safety and security of prisoners and that
include the following:

a. Clothing that prisoners and staff are required or permitted to wear and/or
pOSSess;

ASSESSMENT: Noncompliance

FINDINGS: Many inmates were observed wearing personal “street clothes” and not standard-
issue correctional uniforms. This practice creates substantial risk of escape and potential
conflict among inmates.

RECOMMENDATIONS:

1. Review, revise, develop, implement, train, and evaluate policies and procedures
requiring all inmates to wear standard-issue correctional uniforms.

2. Consider acquiring correctional apparel that provides obvious recognition of the
inmates’ classification/status.

3. Ensure there is a consistently sufficient supply of uniforms to regular laundry

exchanges and changes in an inmate’s classification and/or status.

Consider developing a correctional industry for making uniforms onsite.

5. Select/make uniforms specifically designed to reduce/eliminate places to hide
contraband and weapons.

6. Mark all uniforms with highly visible letters/numbers.

&
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b. Identification that prisoners, staff, and visitors are required to carry
and/or display;

ASSESSMENT: Noncompliance

FINDINGS: None of the inmates were observed wearing correctional identification. However,
the Warden has developed an inmate identification card that he showed the Monitor during
this assessment and intends to implement it soon. Not all non-uniformed staff wore official
identification but should. The monitoring team was provided official identification upon entry
into the facility each day; the identification cards were numbered, recorded by the officer, and
collected each day before our departure.

RECOMMENDATIONS:

Ensure staff compliance with this provision.

Ensure appropriate policies and procedures are in place and made available to staff.
Ensure adequate supplies for making identification cards.

Regularly audit identification card inventory and maintain proper controls to prevent
inappropriate acquisition of cards. Conduct regular “identification card counts” using
methods similar to key control inventories.

5. Consistently enforce identification card policies and procedures.

P

c. Requirements for locking and unlocking of exterior and interior gates and
doors, including doors to cells consistent with security, classification and fire
safety needs;

ASSESSMENT: Noncompliance

FINDINGS: Perimeter security gates were locked during this assessment except for a few
instances when entering the facility at the beginning of the assessment. Some internal campus
gates stood open providing access between buildings and recreation areas. Although this can
be considered efficient for certain inmate movement purposes, the practice is more likely a
convenience resulting from inadequate staffing levels. Internal gates leading into housing units
were unlocked as were the doors into and between unit control rooms. Unit pipe
chase/electrical doors were unlocked, which provided easy access to these areas by inmates.
Many cell door locks were broken, many lockable cell doors had inmate-made devices attached
to them to prevent them from locking. Most of the cell doors require manual locking and
unlocking due to control panel designs and some inoperability issues. Inmates have been
known to exit their cells and units, allegedly undetected, access the yard or other housing and
assault other inmates. It is imperative that all cell doors remain locked when locked, that
inmates are prohibited from, and sanctioned for, manipulating cell or other locking devices,
and staff are required to adhere at all times to basic security locking protocols.

The inmate slashing and homicide events