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Urgent Services — Reference Number 21.249

The OIG found that patient-inmates were not seen by their PCP within five business days of being
discharged from a community hospital. CCI will train Receiving and Release (R&R) staff regarding
the process for returns to ensure follow up appointments are scheduled. Monthly audits will be
conducted until compliance is achieved and quarterly thereafter.

Emergency Services — Reference Number 08.222

The OIG found the institution’s Emergency Response Review Committee (ERRC) findings were
not supported by documentation and were not completed within 30 days. CCI will ensure
documentation is complete and future ERRC meetings will be conducted within the time frames
outlined in the P&P.

Emergency Services - Reference Number 08.184

During an Emergency Medical Response drill, the OIG found the medical emergency responder did
not arrive at the emergency location within five minutes of the initial notification. Training will be
provided in accordance with the Emergency Medical Response System Policy; custody and nursing
staff will be trained together to ensure adequate response time is achieved.

Diagnostic Services — Reference Number 06.200 and 06.202

The OIG found that CCI did not date stamp diagnostic reports for Radiology and Laboratory orders
and initiate written notice to the patient-inmate within the specified timeframes as outlined in the
P&P. CCI has implemented a new tracking and PCP review system. The Chief Physician and
Surgeon will monitor Form 7393 (Notification of Diagnostic Results) and complete a sampling of
charts on an on going basis until compliance is achieved and quarterly thereafter.

Diagnostic Services — Reference Number 06.188

The OIG found the specimen was not collected within the specified timeframes outlined in the P&P.
In-service training will be provided to all Phlebotomists, Schedulers, and Physicians to ensure
compliance. The Laboratory Supervisor will audit these forms monthly for accuracy.

Access to Health Care Information — Reference Number 19.150 and 19.271

The OIG found the Medical Records Office was not current with its loose filing and also was not
able to locate all relevant documentation of health care provided to patient-inmates. CCI will train
and hire Registry staff to assist with the backlog to ensure filing is in the UHR by close of business
each day as outlined in the P&P. Currently, each facility has a Medical Records Department and
CCI’s future goal is to centralize the Medical Records Department.
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Outpatient Housing Unit- Reference Number 04.052

The OIG found the RN did not complete an initial assessment of the patient-inmate on the day of
placement as outlined in the P&P. Patient-inmate assessments take place upon arrival to the
institution and are filed in the most current volume of the UHR. Every chart reviewed by the OIG
had an initial assessment completed, however it was filed in a thinned OHU chart. CCI will create a
plan for the way Out Patient Housing Unit (OHU) charts are thinned. Additionally, CCI will
conduct audits and place thinned OHU charts in a specific location. Once the process is finalized,
staff will be trained on this procedure.

Outpatient Housing Unit- Reference Number 04.054

The OIG found the Utilization Management (UM) Nurse did not complete an assessment of the
patient-inmate within one week of placement in the OHU as outlined in the P&P. The UM nurse
and OHU staff will be trained and an audit will completed to ensure patient-inmates are seen within
one week of being placed in the OHU.

Internal Reviews - Reference Number 17.221

The OIG found the institution did not complete a medical emergency response drill for each watch
as outlined in the P&P. CCI will follow Vol. 4, Chapter 12-A1, subsection IV of the Emergency
Medical Response Program Policy and Procedures (2008) which states drills will be conducted
quarterly for each watch.

Inmate Transfers — Reference Number 05.171, 05.172 and 05.109

The OIG found the institution did not accurately complete all applicable sections of Form 7371
(Health Care Transfer Form), including upcoming specialty services or maintain a copy of the 7471
and 7371 A when the patient-inmate was transferred. CCI will review patient-inmate health care
transfers to ensure compliance with P&P’s. An audit tool will be developed and a monthly audit
will be compléeted until CCI is compliant. Once compliance is achieved audits will be completed
quarterly. Additionally, in service training will be provided to nursing staff to ensure accuracy in
completing all applicable sections of Form 7371 and maintaining a copy of the transfer forms.

Clinic Operations — Reference Number 14.165

The OIG found that CCI did not clean the clinic floors, waiting room chairs and equipment daily or
have appropriate cleaning materials available. At the time of the inspection CCI had janitorial
services for only certain areas within the institution. As of July 1, 2009, CCI has entered into
contract with a janitorial service that includes cleaning services for all facilities within the institution.
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Preventive Services — Reference Number 10.085

The OIG found that CCI did not document the patient-inmate refusal of a Fecal Occult Blood Test
(FOBT) and also did not provide a test for all applicable patient-inmates within specified timeframes
outlined in the P&P. CCI will ensure that patient-inmates 51 years and older will be offered the
FOTB; all patient-inmate’s refusals of the FOTB will be noted in the UHR. Results will be placed
on Form 7392 (Primary Care Flow Sheet) to reflect the patient-inmate received an FOTB within the
previous 12 months. Compliance will be monitored on an ongoing basis thru the Inmate Medical
Scheduling Tracking System. '

Preventive Service - Reference Number 10.086

The OIG found the institution did not provide an influenza vaccination to patient-inmates age
66 years and older, nor was appropriate documentation of the patient-inmate’s refusal noted. CCI
gave all patient-inmates the opportunity to receive an influenza shot during the influenza campaign
in October 2008. At the time of the inspection consent and refusal forms were not being submitted
for entry into the respective UHR. At this time, all forms have been submitted to
Medical Records. Future consent and refusal forms will be submitted to Medical Records for entry
into the UHR within one week of the influenza vaccination.

Preventive Services — Reference Number 10.228

The OIG found that CCI did not properly administer the prescribed Isoniazid (INH) medications to
the patient-inmates. All INH medications will be administered under Direct Observation Therapy
(DOT) daily or at a minimum of twice a week. The pill line staff will be responsible for counseling
any patient-inmate who fails to appear at the medication line within 24 hours.

Patient-inmates who missed, refused, or are a no-show for two consecutive doses of TB medication
shall be referred to the prescriber, Public Health Nurse or the MOD on an urgent basis. Any
patient-inmate who misses, refuses, or is a no-show for TB Medication twice in 30 days shall be
ducated to the Public Health staff, nurse, or physician for further counseling.

Inmates refusing any TB medication will sign the CDCR Form 7225/7338 (Information for
Consent/Refusal for TB Evaluation or Treatment). This form will be filed in the UHR. In-service
training will be provided to nursing staff on proper medication administration.

Preventive Services — Reference Number 10.232

The OIG found that CCI did not properly monitor the patient-inmates who were prescribed INH
monthly as outlined in the P&P. Patient-inmates prescribed INH will be seen monthly by the FTF
nurse for the duration of latent TB therapy. The nurse will utilize the CDCR form TBRX to monitor
any signs and symptoms of medication toxicity and this form will be filed in the UHR.
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Other Services- Reference Number 15.103

The OIG found the OHU call buttons were not operational and there were no logs documenting
rounds every 30 minutes. The call system in the OHU is antiquated, and is only partially
operational. A new call system was ordered and is pending arrival and installation. A cell to cell
checklist will be used to document contact until a new call system is installed. The SRN II will
provide a monitoring tool with education and training to medical and custody staff regarding the 30
minute checklist.

Other Services — Reference Number 15.265

The OIG found that CCI did not have the most current version of the California Department of
Corrections and Rehabilitation (CDCR) Health Services P&P available in two of the institutions law
libraries. CCI has since mailed a copy to all the law libraries within the institution to ensure
compliance.

Other Services — Reference Number 15.255

During an Emergency Medical Response drill, the OIG found that Custody Staff did not carry and
use the proper equipment required by the Department for an emergency response. CCI will provide
an in-service training with all custody staff to ensure proper emergency equipment is being used.
Additionally, CCI currently has micro-masks available for staff.

Other Services - Reference Numbers 15.234

The OIG found that some clinic response bags are audited daily, but did not contain all essential
items. The SRN II will audit the response bags for content and check the daily audit list weekly to
ensure compliance. The findings will be reported to the EMRRC monthly.

Inmate Hunger Strike - Reference Numbers 11.097

The OIG found the institution did not conduct FTF triages within two business days, document the
reason for the hunger strike, and note the patient-inmate’s most recent recorded weight.
Contributing factors in delay were due to RN shortages and extended staff sick leave. CCI will
review the LOP with all nursing staff and train custody. In-service training will be provided
regarding hunger-strike protocol. The SRN II’s shall audit and monitor the UHR on a daily basis to
ensure compliance.

Staffing Levels and Training — Reference Number 18.001

The OIG found that some institution staff had not completed New Employee Orientation (NEO).
CCI managers will ensure all state employees attend NEO as a condition of employment.



David R. Shaw, Inspector General
August 4, 2009
Page 8

Nursing Policy — Reference Number 16.254

The OIG found that the SRN II's did not conduct periodic reviews of nursing staff. CCI will
implement an audit schedule for the SRN’s to complete. The SRN’s will audit the documentation
regarding FTF triages and urgent/emergency protocols weekly and complete a work review prior to
completing the staff’s yearly evaluation. The DON will also conduct a monthly compliance audit.

Nursing Policy- Reference Numbers — 16.231

The OIG found the institution did not ensure nursing staff reviewed their duty statements as outlined
in the P&P. The SRN II’s will be trained on the Duty Statement Policy. Duty Statements will be
audited quarterly using an internal tracking tool to ensure compliance.

In addition to the items identified above, the OIG draft report contains other findings with a low
reported rate of compliance. A number of findings are being addressed by statewide initiatives or
other resources designed to achieve a constitutional level of health care. For those items that are not
addressed by a statewide initiative, California Prison Health Care Services (CPHCS) staff will work
with the institution to develop a Corrective Action Plan (CAP). Once a CAP is submitted and
approved, CPHCS staff will monitor and follow-up on any corrective action identified.

Thank you for preparing the report. Your efforts have advanced our mutual objective of ensuring
transparency and accountability in the CPHCS operations. Should you have any questions or
concerns, please contact Theresa Kimura-Yip, Deputy Director, Policy and Program Compliance
Branch at (916) 327-1205.

Sincerely,

BRENDA EPPERLY-EILLIS, Director
Policy, Planning and Evaltiation Division
California Prison Health Care Services
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CC:

J. Clark Kelso, Receiver

Elaine Bush, Chief Deputy, Office of the Receiver

Starr Babcock, Special Assistant to the Court

William Walsh, Health Care Manager, (CCI)

Arne Joaquin, Chief Medical Officer, (CCI)

Theresa Kimura-Yip, Deputy Director, Policy and Program Compliance Branch
Olga Durette, Health Program Manager II, Program Compliance Section
Steve Fama, Attorney, Prison Law Office

Mary Jo Bruns, Southern Regional Administrator

Elizabeth Dos Santos Chen (A)), Southern Regional Medical Director
Nancy Faszer, Deputy Inspector General In-Charge

Bemie Fernandez, Deputy Inspector General Senior

Rob Hughes, Deputy Inspector General

Dwight W. Winslow, M.D., Chief Medical Officer (A), Medical Services
Susan Scott, Southern Regional Chief Nurse Executive



Office of the Inspector General’s Comments on the
Receiver’s Response

Emergency Services — Reference Number 08.184

The receiver’s response mistakenly states that the score for question number 08.184 was based
on an OIG conducted emergency response drill. The score, in fact, is based on a review of four
actual emergencies that occurred at the institution. Specifically, we found that in two of the four
emergencies evaluated, the medical responder did not arrive at the location of the emergency
within five minutes of the initial notification. On the positive side, we found in conducting our
emergency drill and answering question number 15.282 that the medical responder arrived in less
than five minutes.

Outpatient Housing Unit —Reference Number 04.052

We are concerned that CCI does not intend to ultimately place all outpatient housing inmate
medical documents in the unit health record as required by Health Care Services Policy. In our
review of the outpatient housing unit, we reviewed unit health records for ten randomly selected
inmates who were placed in the outpatient housing unit. We found that for four of the ten
inmates, the unit health record did not contain documentation of an initial assessment of the
inmate. The receiver’s response indicates that the missing assessments were conducted, but not
filed in the unit health records and were instead kept in a thinned outpatient housing unit chart.
The response further states that CCI will create a plan for the way outpatient housing unit charts
are thinned and will place thinned charts in a specific location. We appreciate the receiver’s
attention to this matter; however, this solution leads us to believe that CCI does not intend to
place these documents in the unit health records.
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