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Report 1

Correctional Health Services
Behavioral Healthcare in State Prisons

Chapter 1 — Systemic Issues Are Undermining the Effectiveness of Behavioral Health Services
Chapter 2 — Oversight and Delivery of Behavioral Health Services Can Improve

Chapter 3 — Behavioral Health Services In the Salt Lake Prison Are Inadequate



DHHS Report

p. 7-10

Inmates Are Admitted to the Psychiatric v
Infirmary Without Proper Monitoring Orders

/ B
CHS Internal Policy

{ Acutely Suicidal } {Non-Acutely Suicidal}

DEFINITION: DEFINITION:
Actively engaging in self-injurious Expressing current suicidal
behavior or threatening suicide ideation (e.g., without a specific
with a specific plan threat or plan)

OBSERVATION ORDER: OBSERVATION ORDER:
Constant line-of-sight by Unpredictable intervals no longer
supervision staff (constant than 15 minutes (close
observation) observation)
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DHHS Report
p. 12-15

CHS Does Not Collect Data on Suicide v

Attempts
(A

54 percent of
suicide attempts
occurred in two of
the prison’s seven

housing units.

Concentration in

Housing Units

81 percent had
histories of one or
more suicide
attempts
documented in

their medical
records.

Prior History

*MDD, PTSD, and BPD refer to Major Depressive Disorder, Post-Traumatic Stress Disorder, and Bipolar Disorder.

61 percent of
suicide attempts
included diagnoses
of MDD, PTSD, and
BPD.*

80 percent of
suicide attempts
involved hanging,

laceration, or some
combination of the
two methods.
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On average,
inmates had been
incarcerated for 4.7
years (median of 2
years) at the time
of their attempt.



DHHS Report
p. 20-27

Inmates Experience Delays in Care and Poor v
Documentation Compromises Inmate Safety

=
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= . .
20% of inmates in our 0% af inmates in our 48% of inmates in our

ltant’ I conslfgEs sample g consultant’s sample
consgeaits S8l not receive adequate

exp_erie_nced inadequate follow-up and 54% did lacked suffic_ient
medication management. documentation.

not receive timely care
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DHHS Report
p. 33-37

Mental Health Medication Management A%
Lack Structure and Accountability

Renewal*
15.5%

/7% In our 22-inmate
sample missed
multiple involuntary
medications

Blank
35.8%

Not Administered
48.7%

* Refers to instances where medications were not administered due to
delays in the renewal process—specifically, when prescriptions were
renewed late and the medications were temporarily unavailable
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DHHS Report

p. 39-41

CHS is Non-compliant with v
Healthcare Request Policies

Mental Healthcare Requests Triaged as "Normal”

“...I get real[ly] angry because of bad “[I've] been having negative thoughts of
thought[s] of hurting others as well as hurting other people...”
myself...”

*...I was on suicide watch... [I'm] still hearing i *...[I'm] feeling very anxious and feeling like
voices to make bad decisions...” ‘cutting.”
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CHS is Non-compliant with
Treatment Plan Policies

- Safety Plans

Safety plans are short-term
interventions aimed at reducing risk for
individuals experiencing self-harm or
suicidal ideation. These plans focus on
immediate strategies to enhance safety.

All but four (81 percent, or 17 of 21) had

the required short-term safety plan.

Behavioral Plans

Behavioral plans target specific

behaviors that the treatment team seeks = APproximately half (43 percent, or 9 of
to reduce. These plans are structured, 21) had a behavioral plan.
time-limited, and include clear guidelines

for managing the identified behavior.

Treatment Plans

Treatment plans are comprehensive and
long-term, made to address the overall
needs of the patient. They incorporate
goals, interventions, and services from a
multidisciplinary team.

Only one had a documented treatment

plan (5 percent, or 1 of 21).
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DHHS Report
p. 41-44
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Report 2

Utah Department of Corrections
Security Operations for Behavioral
Healthcare in State Prisons

Chapter 1 — UDC Can Improve Safety of Inmates Through Increased Oversight and Accountability

Chapter 2 — UDC Should Make Additional Improvements to Increase Safety for Suicidal Inmates



Officers Are Not Always Performing
15-minute Suicide Checks

1494

42% of badge scans

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
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UDC Report
p. 15-19

Cells in Mental Health Units are Not v
Sufficiently Ligature Resistant

We found multiple
instances of inmates
attempting to die by
hanging while in mental
health units
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UDC Report
p. 21-23

Mismanagement of Dangerous v
Items Puts Inmates at Risk
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