
MENTAL HEALTH ASSESSMENT (MHA) 
AND THE RULES VIOLATION REPORT 

(RVR) ADJUDICATION PROCESS

KEY POINTS FOR THE BOARD OF PAROLE HEARINGS



TYPES OF DISCIPLINARY ACTION
(15 CCR § 3312)

• The CDCR disciplinary system is designed to be progressive in nature. 

• Verbal Counseling: Intended for minor misconduct. Staff are encouraged to respond to minor 

misconduct with verbal counseling. 

• Counseling Only RVRs (formerly 128As): Intended for minor misconduct. Frequently used when 

minor misconduct has reoccurred after prior verbal counseling. Counseling Only RVRs are not 

adjudicated via hearing and do not result in penalties or loss of privileges. MHAs are not 

conducted for Counseling Only RVRs.

• RVRs (formerly 115s): Intended for misconduct that is not minor in nature. RVRs are categorized 

as “administrative” or “serious.” Serious RVRs are for the most egregious misconduct, which could 

be prosecuted as a criminal offense (misdemeanor or felony). Administrative RVRs are also 

misconduct which is not minor in nature, but which could not be prosecuted as a criminal offense. 

RVRs are adjudicated via hearing, and will include an MHA, when applicable. If found true, RVRs 

will result in various penalties and loss of privileges.



BASIC OVERVIEW OF RVR PROCESS 

• Inmate receives a Rules Violation Report (*Previously the CDC-115)

• RVR is reviewed and approved by a Sergeant

• RVR is classified (serious, admin, etc.)/MHA requested from MH (when 

applicable)

• RVR is adjudicated by a hearing official (Sergeant or Lieutenant); MHA is 

considered when applicable

• CDO (Chief Disciplinary Officer; Associate Warden level) reviews and 

approves the finalized RVR



INITIAL SUPERVISORY REVIEW

• Reviewing Supervisor identifies inmate’s MHSDS level of care (LOC) and/or DDP 

designation.

• For DDP inmates: The DDP Sergeant, or designee, shall review all RVR’s for participants in the DDP 

to ensure that:

• The CDC 128-C2 chrono has been reviewed. (*128-C2 is the Adaptive Supports chrono)

• The relevant adaptive supports to the RVR were identified, and

• The reporting employee identified and addressed relevant cognitive/adaptive support needs 

noted on the CDCR 128-C2

• Custody must submit a CDCR 115-MHA order/request to Mental Health within 2 

calendar days of discovery, if a RVR MHA is required.

• Mental Health then has 8 calendar days to return the completed CDCR 115-MHA to 

Custody.

*Note: If a delay in the MHA process causes time constraints to not be met, the 

hearing official cannot impose loss of credits.



RVR MHA IS REQUIRED WHEN . . . 

• Any inmate in the MHSDS is at the EOP, MHCB, Acute Psychiatric or Intermediate 

level of care. 

• Any inmate is a participant in the DDP (DD1, DD2, DD3).

• Any inmate engages in Indecent Exposure or Sexual Disorderly Conduct. 

• Any inmate at the CCCMS level of care has been charged with a Division A, B, or C 

offense, or any offense resulting in the assessment of a SHU term. 

• Any inmate exhibits bizarre or unusual behavior (i.e. odd manner, odd appearance) 

or exhibits uncharacteristic behavior for that particular inmate (i.e. behavior that 

differs noticeably from inmate’s typical behavior patterns), regardless of their 

mental health level of care, DDP designation, etc. 



EXAMPLES OF DIVISION A, B AND C OFFENSES 
(CCR 3323)

DIVISION A

• Battery causing SBI

• Assault with a deadly 

weapon

• Rape

DIVISION B

• Battery on a PO 

without a weapon

• Battery on a non-

prisoner

• Escape

DIVISION C

• Bribery

• Arson

• Possession of any 

narcotic



PURPOSE OF THE RVR MHA?

• To provide hearing officials with thoughtful, meaningful clinical information 

related to the role of the patient’s mental illness and/or developmental 

disability/cognitive or adaptive functioning deficits with the behavior described 

in the RVR, and to help with all of the following:

• Ensure that patients whose mental illness or cognitive deficits strongly influenced 

the behavior are identified for likely alternate documentation instead of the RVR;

• Ensure that patients whose mental illness or cognitive deficits contributed to the 

behavior are identified for additional consideration during the adjudication of the 

RVR; and

• Ensure a patient’s mental illness or cognitive deficits are identified for additional 

consideration during assessment of punishment in the event the patient is later 

found guilty of the RVR.



INFORMATION GATHERED BY THE RVR MHA 
ASSESSING CLINICIAN

• Review the RVR:  Observable behaviors such as irrational statements, bizarre 

behaviors, and/or other indications that mental illness/cognitive 

impairments/adaptive functioning deficits may have played a role in the behavior 

described in the RVR.

• Review Records: Review of MH records looking for evidence of mental health 

symptoms, cognitive impairments and/or adaptive functioning deficits at the time of 

the alleged offense (and/or just prior to or just after the alleged offense); evidence 

the patient previously engaged in this type of alleged behavior; any recent changes 

(e.g., medication changes/refusals, increased stressors, etc.) or recent MH referrals 

(content/reasons). Review of custodial records should include looking at past 

behaviors, past RVRs, alleged offenses, etc. Review of other medical records, 

considering how medical conditions may have impacted the mental health/cognition. 

Review of 128C-2 for patients in the Developmental Disability program (DDP).



INFORMATION GATHERED BY THE RVR MHA 
ASSESSING CLINICIAN (CONTINUED)

• Consult with Relevant Staff: Examine patient’s functioning prior to, at time of 

alleged offense, and after the alleged offense through consultation with 

primary clinician, psychiatrist, and with custody staff and specific reporting 

employee, and/or other staff as needed, etc. Consult with DDP clinician if 

patient in DDP program. 

• Interview the Patient: Gather the patient’s self-report using open-ended 

questions. Consider the patient’s mental status at the time of alleged offense, 

prior to and after, etc. Explore any contradictory information. Consider various 

situational factors. 



CLINICAL PROCESS OF DETERMINATION IN MHA

1. Are there symptoms of a mental illness or is the patient in the DDP? 

If yes, then…

2. Is there evidence of this pre-dating the behavior described in the 

RVR?  If yes, then…

•What were the symptoms or deficits? Is there evidence of 

uncontrolled symptoms, symptom exacerbation, and/or severe 

symptoms prior to the behavior described in the RVR?  Was there 

an event that triggered decompensation (LOC change, medication 

change, etc.)? What was the impact?

•What effect did the symptoms or deficits have on the behavior 

described in the RVR? Where is the evidence?



CLINICAL PROCESS OF DETERMINATION IN MHA
(CONTINUED)

3. Is there evidence of relevant mental health symptoms or cognitive deficits 

that post-date the behavior described in the RVR? What were the symptoms 

or deficits? Is there evidence of uncontrolled symptoms, symptom 

exacerbation, and/or severe symptoms shortly following the RVR? It is 

important to recognize that other mental health symptoms that appear 

following the RVR could indicate the behavior described in the RVR was the 

first identified symptom of the patient’s mental health decompensation.

4. Establish and explain strongly influenced and/or contributed, or lack 

thereof. Identify behaviors that support or refute the effects of mental illness 

or cognitive/adaptive functioning deficits on the behavior described in the 

RVR.

5. Justify why you are dismissing or minimizing contradictory information.



CLINICAL DETERMINATION RESULT:
RVR MHA Q2

Question 2: Was the behavior so strongly influenced by symptoms of a mental illness or 

developmental disability/cognitive or adaptive functioning deficit(s) that the inmate 

would be better served by documenting this behavior in an alternate manner? 

• CDCR does not define “strongly influenced.” This is a clinical judgment. This will 

require the assessing clinician to focus on the severity of the patient’s symptoms 

based on record review, interview with the patient, consultations, etc., and an 

analysis of the nexus between the symptoms and the alleged behavior.

• Answering “yes” to Question 2 means that the clinician recommends the alleged 

behavior be documented in an alternate manner.



CLINICAL DETERMINATION RESULT:
RVR MHA Q3

Question 3: Is there evidence to suggest that a mental illness and/or developmental 

disability/cognitive or adaptive functioning deficit(s) contributed to the behavior that 

led to the RVR?

• Regardless of whether Question 2 is marked in the affirmative, Question 3 asks the 

lesser standard of whether the patient’s mental illness/cognitive deficit(s) 

“contributed” to the behavior that led to the RVR. 

• Volitional behavior or an admission of guilt does not mean that MH or DDP factors 

did not contribute to the alleged behavior. 



CLINICAL JUSTIFICATION OF THE CLINICAL 
DETERMINATION

• The RVR MHA assessing clinician uses the current DSM to guide their clinical decisions.

• The assessing clinician considers what other factors may have influenced the patient’s 

alleged behavior. Was the alleged behavior purposeful, premeditated, and 

deliberate? Was the patient’s alleged behavior unprovoked or disproportionate in 

response to the situation? Remember, that even acutely psychotic individuals can 

commit violations or even crimes for non-illness related reasons. 

• The assessing clinician establishes and documents the clinical evidence that supports 

the nexus (or lack thereof) between the patient’s alleged behavior described in the 

RVR and their mental illness symptoms and/or developmental disability/cognitive or 

adaptive functioning deficit(s).



FACTORS TO PROVIDE THE RVR HEARING OFFICER

If the hearing officer finds the patient guilty of an offense, what mental health factors or 

developmental disability/cognitive or adaptive functioning deficits should the hearing 

officer consider when assessing the penalty, such as penalties that may have an adverse 

impact on the patient’s stability? The assessing clinician:

• Makes a clinical assessment about the patient’s ability to tolerate segregated housing and 

whether segregated housing will aggravate mental health symptoms.

• Recommends against assessing penalties that would adversely impact protective factors for the 

patient (e.g., phone calls, access to yard, canteen, entertainment appliances, etc.). These 

recommendations are patient specific and therefore will likely differ patient to patient.

• Provides a rationale so that custody staff have the information they need to implement the 

mitigation.

*Note: These recommendations must be based on all relevant information, including patient’s 

self-report, records review, and consultation with relevant staff; and are determined by thorough 

assessment process. 



FACTORS TO PROVIDE THE INSTITUTIONAL 
CLASSIFICATION COMMITTEE (ICC)

• If the patient is found guilty of a RVR offense, are there any mental health factors 

and/or developmental disability/cognitive or adaptive functioning deficits the 

Institutional Classification Committee should consider when assessing a SHU term? (*if 

the offense is a SHU offense)

• Possible decompensation factors often experienced in segregated units that should 

be considered include:

• Isolation/Withdrawal

• Hypervigilance

• Potential increase in psychotic symptoms or other mental health symptoms

• Assessing clinician must provide a rationale for the recommendations made.



DETERMINE WHETHER A BEHAVIOR MODIFICATION 
PLAN IS NEEDED FOR DDP PATIENTS

• Assessing clinician identifies if there is a pattern of behaviors, regardless of whether 

the behaviors described in past RVRs and other documents are exactly the same, that 

could be related to a developmental disability/cognitive or adaptive functioning 

deficit(s). 

• The assessing clinician determines if there is a need for a behavior modification plan 

for patients in DDP. Is there already an existing behavior modification plan in place? 

If so, does it need to be revised? If not, is one needed? 

• The DDP clinician then is responsible for developing the behavior modification plan.



ROLE OF MENTAL HEALTH VS ROLE OF CUSTODY

• Reminder, the assessing clinician is not the adjudicator; custody (i.e. hearing 

officer) is. The assessing clinician just provides recommendations to custody 

based on the findings from the RVR MHA evaluation they conducted. 

• Also, reminder that MHA assessing clinicians can differ in their opinions due to 

differences in clinical interpretations and determinations. 



RESULTS OF THE RVR MHA

• If the RVR MHA assessing clinician determines that the behavior described in the RVR 

was so strongly influenced by the mental illness and/or symptoms of a mental illness 

or developmental disability/cognitive or adaptive functioning deficit(s) that the 

inmate would be better served by documenting this behavior in an alternate manner, 

then the entire RVR (CDC 115) shall be forwarded to the Captain for review. 

• The Captain shall:

• Review the entire RVR (CDC-115) package

• Review all other document and information relevant to the charge (For example, the CDC 

128-C2 for DDP patients, when applicable).

• Review the MH staff recommendations from the CDCR RVR (115)-MH-A



RESULTS OF THE RVR MHA
(CONTINUED)

• If the Captain agrees, they shall:

• Identify the alternate manner the behavior is to be documented; either CDC 

128-A Custody Counseling chrono or CDC 128-B General Chrono, and then 

forward the entire RVR (CDC 115) package to the Hearing Official. 

• If the Captain disagrees, they shall:

• Document on a CDC 128-B chrono their reasoning for proceeding with the 

hearing, and that chrono becomes part of the RVR (CDC 115) package, and a 

copy of the CDC 128-B chrono shall be forwarded to the MH Program 

Supervisor listed on the CDCR RVR (115) MH-A.



RESULTS OF THE RVR MHA
(CONTINUED)

• The Captain must return the RVR (CDC 115) package to the Hearing Official with 

their decision no later than 5 calendar days from the date of receipt. 

• The Hearing Official shall then do one of the following: 

• Proceed with hearing the RVR as classified.

• Void the RVR and document the behavior via CDCR Form 128-A, Custodial Counseling, for 

minor misconduct.

• Void the RVR and document the behavior via CDC Form 128-B, General Chrono.

• If the Captain elects to void the RVR (CDC 115), then the Hearing Official shall 

document the decision via memorandum and attach it to the CDC Form 1154, 

Disciplinary Action Log, to provide proof of practice. 

*Note: The MHA is part of the inmate’s due process and therefore is provided a copy.



OPTIONS FOR PATIENTS THAT DISAGREE

• If an inmate disagrees with the RVR decision or the MHA, they may file a 

grievance to dispute “a policy, decision, action, condition, or omission by the 

Department or departmental staff that causes some measurable harm to their 

health, safety, or welfare.” (CCR 15, section 3481(a).)

• If an inmate is disputing the substance of the MHA, that grievance will be 

redirected to the Correctional Health Care Services Division for review and 

response. (CCR 15, section 3483(b)(1)).

• An inmate may subsequently file an appeal if dissatisfied with the grievance 

response. (CCR 15, section 3481(a).)



QUESTIONS?


