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KEY FINDINGS 

 PERFORMANCE 
AUDIT  

BACKGROUND  
While CHS oversees the 
mental health treatment of 
inmates within the Utah State 
Correctional Facility (USCF or 
Salt Lake City prison site) and 
the Central Utah Correctional 
Facility (CUCF or Gunnison 
prison site), UDC plays a 
crucial role in providing 
security and facilitating 
treatment for state inmates. 
The efforts of both entities are 
vital to providing quality care 
for inmates who suffer from 
severe mental illness. 

A PERFORMANCE AUDIT OF UTAH 
DEPARTMENT OF CORRECTIONS SECURITY 
OPERATIONS FOR BEHAVIORAL 
HEALTHCARE IN STATE PRISONS 

RECOMMENDATION:  
DTS should ensure it strives to reach the 
performance metrics for critical incidents 
that heavily impact agencies’ business.     

RECOMMENDATIONS 
1.1 The Department of Corrections and the Division of 
Correctional Health Services should collaborate and revise 
their policies and procedures to include the same definitions 
of frequent and close observation for suicidal inmates.  

1.2 Department of Corrections leadership should ensure 
custody staff are adequately supervising suicidal inmates.  

1.3 The Department of Corrections should improve 
coordination on transfers from the Utah State Correctional 
Facility psychiatric infirmary to ensure inmates are 
discharged when appropriate in a timely manner. 

2.1 The Department of Corrections should conduct a review of 
current custody processes, including all issues identified in 
this report, and incorporate best practices for suicidal inmates 
into policy.  

AUDIT REQUEST 
The Legislative Audit 
Subcommittee requested an 
audit of Utah’s behavioral 
health system. Our office 
conducted an initial risk 
assessment and identified 
potential concerns in the 
behavioral health services 
offered in Utah state prisons. 
Based on our findings, we 
chose to provide two separate 
reports – one directed to the 
Division of Correctional 
Health Services (CHS) within 
the Department of Health and 
Human Services (DHHS) and 
one directed to the Utah 
Department of Corrections 
(UDC).  

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

1.1 Inmate Suicide Watch Can Be More Effective and 
Consistent  

1.2 Improved Coordination Can Help Return Inmates From 
Isolation in the Psychiatric Infirmary Sooner  

2.1 UDC Should Review and Formalize Custody Practices for 
Working with Suicidal Inmates  

 



 

 

 

AUDIT SUMMARY 
CONTINUED 

 

Inmate Cells in the USCF Mental 
Health Housing Unit Do Not Appear 
Sufficiently Ligature Resistant 

Inmate cells in the USCF mental health housing 
unit have multiple protrusions which inmates 
could use to attempt suicide by hanging. The 
opinions of our psychiatric consultant and CHS 
mental health staff support this conclusion. 
UDC should conduct a review of custody 
processes related to this issue along with other 
concerns identified in this report to enhance 
the safety of suicidal inmates. 

 

UDC Should Make Additional 
Improvements to Increase Safety for 
Suicidal Inmates  
 
UDC has made efforts to ensure the safety of 
suicidal inmates in the Utah State Correctional 
Facility (USCF) psychiatric infirmary and 
mental health housing unit; however, it should 
make additional improvements to increase the 
safety of inmates housed in these sections. 
These could include frequent reviews of the 
USCF psychiatric infirmary and mental health 
unit, standardization of search best practices for 
suicidal inmates, and improved management of 
UDC-issued items. 
 
UDC should conduct a review of current 
custody processes and formalize best practices 
for suicidal inmates in policy. This will help 
ensure the safety of suicidal inmates housed in 
these areas. 

UDC Can Improve Safety of Inmates 
Through Increased Oversight and 
Accountability 

UDC plays a crucial role in facilitating 
treatment for state inmates with severe 
behavioral health concerns. A fundamental 
example of this is in the USCF psychiatric 
infirmary, which temporarily houses inmates 
who are acutely suicidal or homicidal or 
experiencing psychosis. 
 
UDC should address multiple deficiencies to 
ensure the safety of inmates housed in the USCF 
psychiatric infirmary. These include performing 
insufficiently thorough or infrequent checks of 
inmates on suicide watch and a lack of 
coordination when transferring inmates out of 
the psychiatric infirmary. 

REPORT 
SUMMARY 

Source: Photo taken from auditor observations of the USCF mental 
health housing unit. 
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Introduction 
This is the second of two audit reports on behavioral health care in Utah state 
prisons. In July 2023, oversight of prison healthcare services 
transitioned from the Utah Department of Corrections (UDC) 
to the division of Correctional Health Services (CHS or 
division) within the Utah Department of Health and Human 
Services (DHHS). While CHS oversees the behavioral health 
treatment of inmates within Utah state prisons, UDC plays a 
crucial role in providing security and facilitating care. The 
efforts of both entities are vital to providing quality care for 
inmates who suffer from severe mental illness. 

Source: Auditor generated based on CHS training materials and discussion with UDC’s CHS liaison.  

Our review of CHS found systemic deficiencies that negatively impact mental 
health patient outcomes. These are discussed in “A Performance Audit of 
Correctional Health Services Behavioral Healthcare in State Prisons: A Review of 
Oversight and Adequacy of Care (2025-23).” In addition to these findings, we also 
identified opportunities for UDC to improve in its efforts to provide security, 
monitoring, and housing for inmates with severe mental illnesses. These include 
improving 15-minute checks on inmates placed on suicide watch in the Utah 

This audit focuses 
on the role of UDC 
and its efforts to 
provide security, 
monitoring, and 
housing for 
inmates with 
severe mental 
illnesses. 

 

 

The Division of Correctional 
Services (CHS or division) within 
the Utah Department of Health 
and Human Services (DHHS) 
oversees behavioral health 
treatment of inmates within 

Utah state prisons. 

 

 

 

 

 

The Utah Department of 
Corrections (UDC) provides 

security for inmates receiving 
behavioral health treatment and 
facilitates care with Utah state 

prisons. 

 

 

 



 

 

2 Behavioral Health Services in State Prisons 

State Correctional Facility (USCF) psychiatric 
infirmary and providing additional suicide 
prevention measures.  

Given the nature of our findings and the distinct roles 
now held by DHHS and UDC, we decided to release 
two separate audit reports, one directed to DHHS and 
the other to UDC. Addressing the concerns in both 
audits will help ensure the safety of inmates with 
severe mental health issues as they are receiving care. 

Addressing the 
concerns in both 
the DHHS and UDC 
audits will help 
ensure the safety 
of inmates with 
severe mental 
health issues as 
they are receiving 
care. 
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UDC Can Improve Safety of Inmates Through  
Increased Oversight and Accountability 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

RECOMMENDATION  1.1 
The Department of Corrections and the Division of Correctional 
Health Services should collaborate and revise their policies and 
procedures to include the same definitions of frequent and close 
observation for suicidal inmates and monitor their implementation. 
This change should improve outcomes of 15-minute checks and 
ultimately the outcomes of inmates on behavioral health treatment. 
 
RECOMMENDATION  1.2 
Department of Corrections leadership should ensure custody staff 
are adequately supervising suicidal inmates. Adequate supervision 
should help ensure inmates under suicide watch are not engaging 
in self-harming behavior. 

FINDING 1.1 
Inmate Suicide Watch 
Can Be More Effective 
and Consistent 

 

UDC plays a crucial role in facilitating treatment for state inmates with severe behavioral health 
concerns. In the USCF psychiatric infirmary, medical staff from the Division of Correctional 
Health Services (CHS) within the Department of Health and Human Services (DHHS) oversee 
medical treatment but rely heavily on correctional staff to coordinate housing and maintain the 
safety of inmates during their stay. 

BACKGROUND 

 

The Utah Department of Corrections (UDC) should address multiple deficiencies to ensure the 
safety of inmates housed in the Utah State Correctional Facility (USCF) psychiatric infirmary. These 
include performing insufficiently thorough or infrequent checks of inmates on suicide watch and a 
lack of coordination when transferring inmates out of the psychiatric infirmary. 

CONCLUSION 

RECOMMENDATION  1.3 
The Department of Corrections should improve coordination on 
transfers from the Utah State Correctional Facility psychiatric 
infirmary to ensure inmates are discharged when appropriate in a 
timely manner. 

FINDING 1.2 
Improved Coordination 
Can Help Return 
Inmates From Isolation 
in the Psychiatric 
Infirmary Sooner 
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Chapter 1  
UDC Can Improve Safety of Inmates Through 

Increased Oversight and Accountability 
The Utah Department of Corrections (UDC) should address multiple deficiencies 
to ensure the safety of inmates housed in the Utah State Correctional Facility 
(USCF) psychiatric infirmary. Staff checks on severely 
mentally ill inmates are inconsistent, which increases the risk 
of inmates engaging in self-harming behavior. Additionally, 
lapses in communication have resulted in some patients 
staying in the psychiatric infirmary longer than provider 
orders, which is counterproductive to treatment. These 
deficiencies are the result of a lack of accountability, a lack of 
oversight, and unclear expectations from management.  

UDC plays a crucial role in facilitating treatment for state inmates with severe 
behavioral health concerns. A fundamental example of this is in the USCF 
psychiatric infirmary, which temporarily houses inmates who are acutely 
suicidal or homicidal or experiencing psychosis. In the psychiatric infirmary, 
medical staff from the Division of Correctional Health Services (CHS) within the 
Utah Department of Health and Human Services (DHHS) oversee medical 
treatment but rely heavily on correctional staff to coordinate housing and 
maintain the safety of inmates during their stay.  

1.1 Inmate Suicide Watch Can  
Be More Effective and Consistent 

We identified deficiencies in custody staff’s efforts to perform unpredictable 15-
minute (Q15) checks in the USCF psychiatric infirmary. These checks are 
required in UDC’s internal policy and medical provider orders. They act as an 
important safety measure for suicidal inmates. We found instances where checks 
were not performed in a timely manner or when staff did not adequately observe 
the condition of the inmate. To address these deficiencies, UDC leadership 
should address staff noncompliance, improve oversight, and set clear 
expectations.  

UDC correctional officers are instrumental in providing ongoing monitoring of 
inmates admitted to the psychiatric infirmary. These inmates require frequent 
and unpredictable monitoring to prevent them from harming themselves. This   

UDC staff need to 
address multiple 
deficiencies to 
ensure the safety 
of inmates housed 
in the USCF 
psychiatric 
infirmary. 
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monitoring occurs through Q15 checks, which are ordered by a medical 
provider.1 UDC policy requires officer compliance with Q15 checks.  

These checks act as a necessary security measure for inmates who pose a serious 
risk to themselves. However, correctional officers are not always conducting 

quality checks. During our observations of Q15 
checks, we noted that some officers were filling out 
the Q15 logs without looking in the inmate’s cell or 
after merely glancing at the inmate without verifying 
their safety. Inconsistent Q15 checks increase the risk 
of inmates engaging in self-harm behaviors without 
the knowledge of custody staff. The negative impact 
of insufficiently thorough Q15 checks is demonstrated 
by the following examples: 

These examples demonstrate the importance of performing quality Q15 checks 
on inmates admitted to the psychiatric infirmary. The ultimate objective of Q15 
checks is to ensure the safety of severely mentally ill inmates. Insufficiently 

 
1 CHS deficiencies related to Q15 checks are discussed in Chapter 1 of A Performance Audit of 
Correctional Health Services Behavioral Healthcare in State Prisons: A Review of Oversight and Adequacy 
of Care (Report 2025-23). 

“An officer shall complete visual checks on each inmate at least every 15 minutes 
and document these checks.” 

UDC Q15 Policy  
 

An inmate was admitted to the psychiatric infirmary after admitting suicidal 
ideation. This inmate used shreds of fabric that they tore from their clothing to 
fashion a noose which they used to hang themselves from their sink. From the time 
the inmate affixed the noose to the sink, UDC conducted seven Q15 checks on this 
inmate. The officer did not notice the deceased inmate for over an hour before 
initiating emergency procedures.  

Q15 Hanging Example 
 

An inmate with a history of suicide attempts was admitted to the psychiatric 
infirmary used a hidden razor blade to engage in self-harm. According to UDC 
records, an officer performed a Q15 check after the incident occurred and failed to 
verify the inmate’s safety. By the time an officer noted the attempt during the next 
Q15 check, the inmate had lost a significant amount of blood. 

Q15 Razor Blade Example 

Some officers filled 
out Q15 logs 
without looking in 
the inmate’s cell or 
after merely 
glancing at the 
inmate without 
verifying their 
safety.  
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thorough checks reduce custody staff’s ability to respond to an attempted 
suicide.  

We also note CHS and UDC policies have different Q15 expectations, with CHS 
having more specific requirements. The following infographic illustrates these 
differences: 

CHS Q15 Policy  UDC Q15 Policy 

“The check will consist of an 
officer making visual observation 
at the cell door, ensuring that the 

patient is not engaging in self-
injurious behaviors, and ensuring 

that the patient is breathing.” 

 

“An officer shall complete visual 
checks on each inmate at least 

every 15 minutes and document 
these checks.” 

 

 
Source: Auditor generated based on CHS and UDC policy.  

According to CHS, a Q15 check should consist of a visual observation of the 
inmate, which includes making sure they are not self-harming and are breathing. 
However, these requirements are not specified in UDC policy. While CHS staff 
oversee the medical and behavioral health treatment in the psychiatric infirmary, 
they rely on UDC staff to administer Q15 checks to ensure the safety of the 
inmates. Better defining expectations in UDC policy and monitoring checks after  
the policy revision could reduce the risk associated with inadequate Q15 checks. 
We therefore recommend that UDC and CHS collaborate and revise their policies 
and procedures to include the same definitions of frequent and close observations. 
They should also monitor the implementation of policy changes on Q15 checks 
following the revision. These changes can help improve expectations on the 
quality of Q15 checks and reduce the risk of suicide. 

 

The Department of Corrections and the Division of Correctional Health 
Services should collaborate and revise their policies and procedures to 
include the same definitions of frequent and close observation for suicidal 
inmates. They should also monitor implementation following the revision. 
This change should improve outcomes of 15-minute checks and ultimately 
the outcomes of inmates in behavioral health treatment.  

RECOMMENDATION 1.1 
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Correctional Officers Are Not Always Performing  
Q15 Checks Within the 15-Minute Standard 

In addition to not performing quality checks, UDC officers are 
not always performing checks within the 15-minute standard. 
UDC officers conducting Q15 checks are required to scan their 
access badge at the start and end of their rounds and log those 
times in the unit officer log. In theory, this practice holds 
officers accountable for completing checks. We analyzed one 
month (over 2,500 scans) of badge-scanner data and found that custody staff did 
not conduct a check within the 15-minute standard 42% of the time. 
Additionally, in 56 instances, no Q15 check occurred for over an hour. The 
following figure shows the distribution of the data:  

In July 2025, UDC updated its practices by including a log sheet next to each cell 
door for staff to record each time a check was performed. However, we 
continued to find instances of noncompliance after this new procedure was 
implemented. CHS staff also noted deficiencies after conducting a recent study of 
Q15 logs over 39 days. In their review, they found that only 5% of the patient 
logs were in full compliance with the 15-minute standard. Additionally, they 
noted that multiple inmate logs were missing and that some checks were done at 
predictable intervals, decreasing the effectiveness of the checks.  

Figure 1.1 Correctional Officer Checks Are Not Always in Compliance with the 15-
Minute Standard. We analyzed one month of badge-scanner data and found that a Q15 
check did not occur within the 15-minute standard 42% of the time. In 56 noted instances, at 
least 60 minutes elapsed between checks.  

 

 

 

 

 

 

 

 

 

 

   
Source: Auditor generated using UDC badge-scanner data.    

Custody staff did 
not conduct a 
check within the 
15-minute 
standard 42% of 
the time.  

1494

433

162 117 104 68 49 34 26 30 56

(0-15) (16-20) (21-25) (26-30) (31-35) (36-40) (41-45) (46-50) (51-55) (56-60) (60+)
Minutes Between Badge Scans

42% of badge scans 



 

 

Office of the Legislative Auditor General 

 

9 

While the responsibility falls on individual correctional 
officers to perform these checks, management should 
provide greater accountability and oversight. Officers are 
individually accountable for performing these checks, but 
management is responsible for addressing culture. 
Implementing processes such as frequent audits or reviews of 
Q15 checks should help improve accountability and oversight 
in this area.  

Even short delays in Q15 checks have the potential to limit 
custody staff’s ability to respond to a suicide attempt. This risk 
increases the importance of frequent and unpredictable checks. UDC should 
therefore ensure custody staff are adequately supervising suicidal inmates.  

 

1.2 Improved Coordination Can Help Return Inmates From 
Isolation in the Psychiatric Infirmary Sooner 

Inmates are sometimes kept in the psychiatric infirmary after medical providers 
issue an order to discharge them. This occurred in nearly one-third of a sample of 
65 recent discharges that we reviewed.2 These delays are partially due to a lack of 
coordination among correctional staff to coordinate their move. The primary 
purpose of the psychiatric infirmary is to maintain the safety of inmates who are 
a danger to themselves or others. UDC policy dictates that after a suicidal inmate 
has been stabilized, they should be promptly moved from the psychiatric 
infirmary to a less restrictive environment. Prompt transfers are important to the 
recovery of inmates as those housed in the psychiatric infirmary do not receive 
treatment until they return to the housing sections. 

 
2 Cases reviewed in our study were previously identified by CHS staff as having potentially 
experienced a delay. 

Department of Corrections leadership should ensure custody staff are adequately 
supervising suicidal inmates. Adequate supervision should help ensure inmates 
under suicide watch are not engaging in self-harming behavior. 

RECOMMENDATION 1.2 

CHS staff 
conducted a 
review of Q15 logs 
and found that 
multiple logs were 
missing and that 
some checks were 
done at 
predictable 
intervals, 
decreasing their 
effectiveness.  
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The focus of the psychiatric infirmary is on safety and stabilization. Admission 
into the psychiatric infirmary can be a necessary 
protection for the acutely mentally ill; however, its use 
becomes counterproductive if prolonged without a good 
reason. Inmates who are admitted to the psychiatric 
infirmary have limited privileges to control for potential 
opportunities to harm themselves or others. Mental 
health providers briefly visit inmates daily and assess if 
they have stabilized sufficiently to increase their 
privileges; however, inmates in the psychiatric infirmary 
are kept in isolation for the duration of their stay.   

The amount of time before inmates return to regular housing after a provider 
approves their transfer varies. We conducted a review of 65 discharges and 
found that nearly one-third experienced a delay ranging from 1 to 10 days. Four 
of these individuals were delayed a week or more. We show the distribution of 
these delays in the following table:  

To understand the reasons behind these delays, we worked with UDC and CHS 
management to review a sample of 10 cases. They reported that the primary 
reason behind the delays in these cases was UDC staff’s failure to reserve beds in 
regular housing units.  

Figure 1.2 Some Inmates Are Experiencing Delays Leaving the Psychiatric 
Infirmary. We reviewed 65 discharges and found that nearly one-third experienced a delay. 
Four of these were delayed a week or more.   

Days 
Delayed Count Percentage 

0 44 68% 
1 11 17% 
2 0 0% 
3 2 3% 
4 2 3% 
5 1 2% 
6 1 2% 
7 1 2% 
8 2 3% 
9 0 0% 

10 1 2% 

 

  

Source: Auditor generated using CHS discharge data and patient records.    

Admission into the 
psychiatric 
infirmary can be a 
necessary 
protection for the 
acutely mentally 
ill; however, its 
use becomes 
counterproductive 
if prolonged 
without a good 
reason. 
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Requests to transfer inmates are primarily coordinated 
through a central office and are communicated through a 
shared spreadsheet. The central office can take steps to 
transfer inmates to an open bed, but the officer must request 
to place the bed on hold to reserve it. If this does not occur, 
leadership in the regular housing units may assign the bed to 
another individual. Additionally, some inmates require 
additional treatment in regular mental health housing or may 
have specific security requirements. These can complicate 
their release, increasing the importance of staff coordination.  

Delayed release from the psychiatric infirmary unnecessarily 
prolongs the isolation of inmates with severe mental health needs. Moving 
inmates to less restrictive housing when appropriate will help ensure that the 
discharge of these individuals occurs in a manner that is appropriate with the 
level of care required.  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

The Department of Corrections should improve coordination on transfers 
from the Utah State Correctional Facility psychiatric infirmary to ensure 
inmates are discharged when appropriate in a timely manner. 

RECOMMENDATION 1.3 

In a sample 
reviewed by UDC 
and CHS 
management, the 
primary reason 
behind the delays 
in the transfer 
from the 
psychiatric 
infirmary was UDC 
staff’s failure to 
reserve beds in the 
regular housing 
units. 
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UDC Should Make Additional Improvements  
to Increase Safety for Suicidal Inmates 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

RECOMMENDATION  2.1 
The Department of Corrections should conduct a review of 
current custody processes, including all issues identified in 
this report, and incorporate best practices for suicidal 
inmates into policy. The department should then monitor 
implementation and evaluate its effectiveness. These 
measures will help enhance the safety of suicidal inmates. 

FINDING 2.1 
UDC Should Review and 
Formalize Custody Practices 
for Working with Suicidal 
Inmates 

The Utah Department of Corrections (UDC) has made efforts to ensure the safety of suicidal 
inmates in the Utah State Correctional Facility (USCF) psychiatric infirmary and mental health 
housing unit; however, it should make additional improvements to increase the safety of inmates 
housed in these sections. These could include frequent reviews of the USCF psychiatric infirmary 
and mental health unit, standardization of search best practices for suicidal inmates, and 
improved management of UDC-issued items.   

BACKGROUND 

Many of the steps UDC has taken are encouraging; however, it should make additional 
improvements to increase the safety of inmates housed in these sections. To accomplish this, UDC 
should conduct a review of current custody processes and formalize best practices for suicidal 
inmates in policy. This will help ensure the safety of suicidal inmates housed in these areas. 

CONCLUSION 
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Chapter 2 
UDC Should Make Additional Improvements to 

Increase Safety for Suicidal Inmates 
The Utah Department of Corrections (UDC) has made efforts 
to ensure the safety of suicidal inmates in the Utah State 
Correctional Facility (USCF) psychiatric infirmary and mental 
health housing unit. Many of these steps are encouraging; 
however, UDC should make additional improvements to 
increase the safety of inmates housed in these sections. For 
example, UDC should conduct a review of current custody 
processes and formalize best practices for suicidal inmates in policy. These 
improvements will help ensure the safety of suicidal inmates housed in these 
areas.   

2.1 UDC Should Review and Formalize Custody Practices for 
Working with Suicidal Inmates 

UDC should review and formalize current custody practices to improve the 
safety of suicidal inmates housed in the USCF psychiatric infirmary and mental 
health housing unit. During our audit, we identified potential opportunities for 
improvement in UDC processes. For example, UDC could benefit from 
conducting frequent reviews of the layout of these areas to identify opportunities 
for preventing inmate suicides. UDC could also take additional steps to improve 
its prevention of contraband and monitoring of potentially harmful items within 
the psychiatric infirmary. These measures would help increase the security of the 
facility and improve UDC’s efforts to prevent inmates from engaging in self-
harming behaviors.  

UDC Could Benefit from Conducting Frequent Reviews of  
The USCF Psychiatric Infirmary and Mental Health Unit for Safety 

Multiple aspects of USCF’s housing design pose a potential risk for suicidal 
inmates in the mental health housing unit and psychiatric infirmary. The layout 
of USCF is an important element in maintaining a secure environment for 

UDC has made 
efforts to ensure 
the safety of 
suicidal inmates, 
but additional 
improvements can 
be made. 
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suicidal inmates. According to the National Commission on Correctional 
Healthcare (NCCHC):3  

We noted multiple opportunities for improvement in USCF’s layout and 
processes that could help reduce the risk of suicide. UDC should consider 
modifying cells in the USCF mental health housing unit that which sometimes 
acts as a “step-down” unit for suicidal inmates. UDC could also benefit from 
continually reviewing areas that house suicidal inmates to identify potential 
hazards. Taking these additional measures could help reduce the ability of 
inmates in these areas to self-harm.  

We identified ways for UDC to reduce the risk of suicide in the USCF mental 
health housing unit. UDC and CHS often send inmates who are released from 
the psychiatric infirmary to USCF’s mental health housing 
unit for observation and treatment. Many of the individuals in 
the mental health housing unit are at a high risk of suicide, 
increasing the need for ligature resistance.4 However, cells 
within this unit do not have ligature-resistant fixtures. We 
documented an example of one of these cells and noted 
fixtures that appear insufficiently ligature resistant.  

 

 

 

 

 

 

 
3 According to Utah Code 64-13-39, state correctional facilities are required to maintain NCCHC 
accreditation. 
4 Ligature resistant is defined as without points where a cord, rope, bedsheet, or other 
fabric/material can be looped or tied to create sustainable point of attachment that may result in 
self-harm or loss of life. 

“All cells or rooms housing suicidal inmates [should be] as suicide-resistant as 
possible (e.g., without protrusions that would enable hanging).” 

NCCHC Essential Standard P-B-05 

Cells within the 
mental health 
housing unit lack 
ligature-resistant 
fixtures. 
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These fixtures are particularly concerning, considering our team documented 
that an inmate attempted to hang themselves from a bedpost similar to the one in 
Figure 2.1.  

We note that UDC made special considerations for the psychiatric infirmary and 
mental health housing unit during USCF’s construction process. For example, in 
the psychiatric infirmary, subsets of cells were built with the intention of 

reducing the risk of inmates using various methods 
to self-harm. UDC also conducted an 
interdisciplinary review prior to opening which 
included prison medical and correctional staff. 
However, considering that USCF fixtures have been 
used to self-harm, additional improvements are 
needed.  

The opinions of multiple mental health professionals support this conclusion. In 
addition to our review, our office, the Utah Office of the Legislative Auditor 
General (OLAG), hired a board-certified psychiatrist with specialized expertise 
in correctional and forensic mental health care. He noted his concerns regarding 
USCF cells housing suicidal inmates:  

Figure 2.1 Inmate Cells in the USCF Mental Health Housing Unit Do Not Appear 
Sufficiently Ligature Resistant. Inmate cells in the USCF mental health housing unit have 
multiple protrusions that inmates could use to attempt suicide by hanging.  

 
Source: Photo taken from auditor observations of USCF mental health housing.    

Considering that 
USCF fixtures have 
been used to self-
harm, additional 
work is needed.  

“Cells housing suicidal inmates are not maximally suicide-resistant. They contain 
known protrusions that enable hanging.” 

OLAG Psychiatric Consultant on Cells Housing Suicidal Inmates 
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CHS mental health professionals noted the same 
concerns after conducting a review of multiple 
sections with members of UDC management. As a 
result, CHS made recommendations to modify the 
design. UDC should consider these recommendations 
and modify layouts to include cell features that help 
prevent suicide, such as anti-ligature fixtures. If UDC 
is unable to immediately make these modifications, 
management should take precautions to protect the 
inmates housed in these cells. UDC could accomplish 
this through additional monitoring and supervision.  

Since USCF opened in July 2022, UDC has not 
conducted a general review of ligature resistance of the psychiatric infirmary. 
However, multiple instances of self-harm in this area using UDC-installed 
fixtures have occurred. The following examples are of a suicide and an attempted 
suicide that occurred in the psychiatric infirmary:  

Following the suicide in the first example, UDC modified the sinks in the 
psychiatric infirmary to prevent future suicide attempts. UDC 
and CHS also conducted an analysis of isolated incidents such 
as suicides, but a frequent and proactive review of the 
psychiatric infirmary and mental health housing unit could 
help prevent future events.  

UDC should take a 
more proactive 
approach to 
suicide prevention. 

An inmate used a sink faucet in the psychiatric infirmary to commit suicide by 
hanging. 

 

Sink Suicide Example 

A suicidal inmate tied a towel to a shower grate in the psychiatric infirmary in 
attempt to commit suicide.  

Shower Grate Suicide Attempt Example 

CHS mental health 
professionals 
noted concerns 
with the lack of 
anti-ligature 
fixtures in the 
mental health 
housing unit after 
conducting a 
review of multiple 
sections with 
members of UDC 
management. 
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In the medical community, conducting frequent risk 
assessments to identify environmental hazards is a 
best practice. In Appendix A, we include an example 
of a periodic checklist that UDC could adapt to create 
an assessment for its psychiatric infirmary and 
mental health housing unit. Doing so could help 
provide oversight and mitigate future suicide      
risks.  

Standardizing Best Practices for Conducting Inmate Searches Prior  
To Entering the USCF Psychiatric Infirmary Could Improve Safety 

UDC could benefit from standardizing best practices for inmate searches, such as 
body scans prior to entering the USCF psychiatric infirmary, in policy. We found 
that custody staff use varying levels of thoroughness when searching inmates 
who are entering the psychiatric infirmary. These searches are important 
measures for preventing suicides. Inmates admitted to the psychiatric infirmary 
are commonly suicidal and, in some cases, have engaged in or plan to engage in 
self-harming behavior.5 As a result, all inmates admitted to the psychiatric 
infirmary must undergo a strip search prior to admission. This requirement is 
specified in UDC policy, which states: 

Additionally, while not in policy, UDC management has posted the following 
instructions, requiring staff to conduct a body scan of inmates coming into the 
psychiatric infirmary: 

 
5 Inmates may be admitted to the USCF psychiatric infirmary for suicidal or homicidal intent. 
They may also be admitted for acutely psychotic behavior.  

“An inmate who is admitted to the [psychiatric infirmary] for suicide concerns, 
danger to self, or who poses a high-security risk shall always be strip-searched for 
contraband prior to being admitted.” 

UDC Psychiatric Infirmary Strip-Search Policy 
 

“The following must happen for an inmate to be placed in the [psychiatric 
infirmary]…the inmate must be scanned by [the unit’s] Core Staff. After being 
scanned, the inmate is to be escorted into the [psychiatric infirmary]. [The unit’s] 
Core Staff will let you in the [psychiatric infirmary].” 

UDC Psychiatric Infirmary Admission Instructions 

Conducting 
frequent risk 
assessments to 
identify 
environmental 
hazards is a best 
practice in the 
medical 
community. 
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The following infographic outlines the differences between the two searches.  

Source: Auditor generated based on UDC internal policy and institutional manual.  

Despite these measures, we found that contraband 
items were used in 4 of the 25 major instances of self-
harm in our limited review that took place in the 
psychiatric infirmary since USCF opened. These  
items included razor blades, a piece of metal, and a 
shard of glass. In most cases, we were unable to 
determine how these items were brought into the 
psychiatric infirmary. However, we found that in one 
instance, the inmate hid a razor blade under their 
fingernail. This item  could have potentially been 

discovered using a body scanner. In each of these instances, UDC staff 
performed a strip search; however, it appears a body scan was only conducted in 
one of the four admissions. Furthermore, in the instance where a body scan was 
performed, it occurred an hour after the individual was placed in a cell in the 
psychiatric infirmary, presumably giving the inmate sufficient time to hide the 
contraband item. We also performed a limited review of other admissions and 
found additional instances where body scans did not occur.  

Conducting body scans prior to admission to the psychiatric infirmary is not 
required in internal policy, but its use can act as an additional safeguard for 
custody. UDC should consider creating and implementing a policy to conduct 

We found that 
contraband items 
were used in 4 of 
the 25 major 
instances of self-
harm that took 
place in the 
psychiatric 
infirmary since 
USCF opened. 

 
 
 
 
 

A body scan is a scan with a 
machine that uses X-rays to 

create an image of a 
person's body to detect 

concealed objects such as 
weapons or other 

contraband. 

 
 
 
 
 

A strip search requires a 
person to remove all their 

clothing and expose all 
parts of their body to visual 

search.  
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body scans prior to admission to the psychiatric infirmary. It should also 
consider conducting a review to evaluate the policy’s implementation. 

Improved Management of Potentially Dangerous Items  
In the Psychiatric Infirmary Would Help Reduce Risk 

UDC should consider reviewing its processes for managing commonplace items 
that inmates could use to self-harm. After reviewing incident reports and 
medical records for psychiatric infirmary residents, we found 
at least 16 cases of inmates appearing to use UDC-provided 
items to self-harm. The items used in these cases include 
articles of clothing, a paper utensil, and towels.6 
Notwithstanding the risks associated with these items, UDC 
custody staff have not adequately accounted for them.  As a 
result, inmates have used these items to hurt themselves, as demonstrated in the 
following examples: 

UDC could benefit from paying special attention to 
materials such as safety smocks, towels, and similar 
materials to ensure they are not used to inflict self-
harm. There is currently no policy regarding the 
monitoring of these materials, but UDC could identify 
appropriate methods and formalize them into policy. 
Afterward, UDC should take steps to ensure policy 
implementation. This will help establish expectations 
for staff and prevent additional use of these materials 
to self-harm. 

 
6 Following admission to the psychiatric infirmary, inmates are only given finger food. However, 
at a provider’s discretion, inmates who show signs of stabilization can be served cooked meals in 
Styrofoam containers that contain plastic wrappers and paper utensils. 

An inmate housed in the psychiatric infirmary used a thread from a “safety 
smock” issued upon admission to the psychiatric infirmary to attempt to hang 
themselves. 

Safety Smock Example 

An inmate housed in the psychiatric infirmary used a paper spoon to cut 
themselves. 

Paper Spoon Example 

In at least 16 
cases, inmates 
used UDC-provided 
items to self-harm. 

UDC could benefit 
from paying 
special attention 
to materials such 
as safety smocks, 
towels, and similar 
materials to 
ensure they are 
not used to inflict 
self-harm. 
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Furthermore, UDC management could improve in accounting for trash in the 
psychiatric infirmary. Trash poses a potential sanitation and security concern. 
While we only identified one example of an inmate using leftover trash to self-
harm (see “Paper Spoon Example”), UDC could benefit from greater oversight. 
UDC management posted an internal document in the psychiatric infirmary 
stating that inmates are required to return trash from previous meals prior to 
receiving a new one. However, we observed multiple trash items in several cells, 
suggesting that inmates have access to these items for an extended period. 
Examples are shown in the following photos: 

While no general policy exists on collecting trash from meals in the psychiatric 
infirmary, there is a policy related to a subset of the cells known as “dry cells.”  
The policy states that “any packaging or containers from the food or liquids are 
to be removed…as soon as possible.”7 UDC should consider expanding this 
policy to include the other cells in the psychiatric infirmary and monitoring its 
implementation. This will limit opportunities for inmates to self-harm. 

 
7 A “dry cell” is a form of cell without access to plumbing which is used to monitor inmates who 
are suspected of ingesting a foreign object. 

Figure 2.1 Uncollected Trash Items Poses a Potential Safety Risk to Inmates 
Housed in the Psychiatric Infirmary. The audit team observed multiple instances of trash 
left in cells. These items often contain utensils which inmates could use to self-harm. 

 

 

 

Source: Photo taken from auditor observations of the USCF psychiatric infirmary.    
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Overall, we are encouraged by many of UDC’s efforts to 
ensure the safety of suicidal inmates in the USCF psychiatric 
infirmary and mental health housing unit. Making additional 
improvements will help increase the safety of inmates housed 
in these sections. To accomplish these further improvements, 
UDC should conduct a review of current custody processes 
and incorporate best practices for suicidal inmates into policy. 
UDC should also monitor for implementation and evaluate its effectiveness. 
These measures will help ensure the safety of suicidal inmates as they receive 
treatment.   

 

 

The Utah Department of Corrections (UDC) should conduct a review of 
current custody processes, including all issues identified in this report, and 
incorporate best practices for suicidal inmates into policy. UDC should then 
monitor implementation and evaluate its effectiveness. These measures will 
help enhance the safety of suicidal inmates. 

RECOMMENDATION 2.1 

UDC has made 
efforts to ensure 
the safety of 
suicidal inmates 
but additional 
improvements can 
be made. 
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Complete List of Audit Recommendations 
This report made the following four recommendations. The numbering convention assigned to 
each recommendation consists of its chapter followed by a period and recommendation number 
within that chapter.  

Recommendation 1.1  
The Department of Corrections and the Division of Correctional Health Services should 
collaborate and revise their policies and procedures to include the same definitions of frequent 
and close observation for suicidal inmates. They should also monitor implementation following 
the revision. This change should improve outcomes of 15-minute checks and ultimately the 
outcomes of inmates in behavioral health treatment. 

Recommendation 1.2  
Department of Corrections leadership should ensure custody staff are adequately supervising 
suicidal inmates. Adequate supervision should help ensure inmates under suicide watch are not 
engaging in self-harming behavior. 

Recommendation 1.3  
The Department of Corrections should improve coordination on transfers from the Utah State 
Correctional Facility psychiatric infirmary to ensure inmates are discharged when appropriate in 
a timely manner. 

Recommendation 2.1  
The Utah Department of Corrections (UDC) should conduct a review of current custody 
processes, including all issues identified in this report, and incorporate best practices for 
suicidal inmates into policy. UDC should then monitor implementation and evaluate its 
effectiveness. These measures will help enhance the safety of suicidal inmates. 
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A. Example of Safety Checklist for Environmental Suicide 
Risks 
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Agency Response Plan 
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THE MISSION OF THE LEGISLATIVE AUDITOR GENERAL IS TO

AUDIT · LEAD · ACHIEVE
WE HELP ORGANIZATIONS IMPROVE
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