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EXECUTIVE SUMMARY

Under the authority of California Penal Code Section 6126, which assigns the Office of the
Inspector General (OIG) responsibility for oversight of the California Department of Corrections
and Rehabilitation (CDCR), the Olédnductsa comprehensive inspeatiprogram to evaluate the
delivery of medical care at each of CD&R5adult prisonsThe OlGexplicitly makes no
determination regarding the constitutionality of care in the prison setting. That determination is left
to the Receiver and the federal coditie assessment of care by the OIG is just one factor in the
couris determination whether care in the prsoreets constitutional standards. The court may find
that an institution the OIG found to be providing adequate careidtitiod meet constitubinal
standards, depending on the analysis of the underlying data provided by the OIG. Likewise, an
institution that has been ratetdequateoy the OIG could still be found to pass constitutional
muster with the implementation of remedial measures if the underlying data were to reveal easily
mitigated deficiencies.

The OIGs inspections are mandated by the Penal Code and not aimed at djye@Bodving the
couris questions on constitutional care. To the degree that they provide another factor for the court
to consider, the OIG is pleabt provide added value to the taxpayers of California.

For this fourth cycle of inspectionthe OIG aded a clinical case review component and
significantly enhanced the compliance portion of the inspection process from that used in prior
cycles. In addition, the OIG added a populati@sed metric comparison of selected Healthcare
Effectiveness Data Infanation Set (HEDIS) measures from other State and national health care
organizations and compared that data to similar resul@aiorQuentin State Prisg8an Quentih

The OlIGperformed itCycle 4 medical inspecticst San Quentirfirom Januaryto March 2016.

The inspection included idepth reviews 089 inmatepatientfiles conducted by clinicianas well

as reviews of documents frofi21linmatepatientfiles, coveringlO2 objectively scored tests of
compliance with policies and procedures applicable to the delivery of medical care. The OIG
assessed the case review and compliance resultslifsiglth care quality indicators applicable to
the institution, made up df3 primary clinical indicators antivo secondary administrative
indicators.To conduct clinical case reviews, the OIG employs a clinician team consisting of a
physician and aegistered nurse consultanthile compliance testing is done by a team of deputy
inspectors generaand registered nursésined in monitoring medical compliandef the13

primary indicatorseightwere rated by both case review clinicians and compliance inspebteses,
were rated by case review clinicians only, &amd were rated by aopliance inspectors only; both
secondary indicators were rated by compliance inspectors®edythe Health Care Quality
Indicators table on page Based on that analysis, OIG experts made a considered and measured
overallopinionthatthe quality ¢ health careat San Quentiwasadequate

San Quentin StaMediPecalsolnns Cyatlieonrt Pagei
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Overall AssessmenfAdequate

Based on the clinical case reviearsdcompliance testing, the
OIGGs overall assessment rating #an Quentiwasadequate

Of the 13 primary (clinical) quality indicators applicable &an
Quentin the OIG foundneproficient tenadequateandtwo
inadequateOf the two secondary (administrative) quality
indicators, the OIG foundothinadequate To determine the
overall assessment, the OIG considered individual clinical ratin
andindividual compliancequestionscoreswithin eachof the
indicator categories, piing emphasis on the primary indicatdBaised on that analysis, OIG
experts made a considered and measovedallopinion about the quality of health care obseraked
San Quentin

Overall Assessment
Rating:

Adequate

Clinical Case Review and OIG Clinician Inspection Results

The clinician$case reviews sampled patients with high medical needs and included a review of

more tharil,883patient care eventsOf the 13 primary indicators applicable ®an Quentinl1

were evaluated by clinician case revi@mpwasproficient ninewereadequateand one was
inadequateWhendetermining the overall adequacy of care, the @&l particular attention tile

clinical nursing and provider quality indicators, as adequate health care staff can sometimes
overcome suboptimal processes and progrélogiever, the opposite is not truagmadequate health

care staff cannot provide adequate care, even though the established processes and programs onsite
may be adequat&he OIG clinicians identify inadequate medical care based on the risk of

significant harma the patient, not the actual outcome.

Program Strengthsd Clinical

1 Providerdisplayedproficient medical caréProviders performed very well managing
complex medical patients. Providers usually made sound and accurate diggmdses
treatment plans were appropriate and thoroBgbviders reviewedhedicalrecords
thoroughly. Emergency care and anticoagulation management were also good. Hepatitis C
and diabetes management were typically excelReotiiders referred patients fopecialty
services appropriatelgnd the quality of their documentation was excell€he institution
had one designated provider who delivered coordinated specialty care and closely monitored
hepatitis C patients. This provider demonstratedapth knoiedge and understanding
about the disease process.

1 During the period of reviewsan Quentimprovided good access to primary care services.

! EachOIG clinician teamincludes a boaretertified physicianandregistered nurse consultamith expefence in
correctional and communityedical settings.

San Quentin StaMediPecalsolnns Cyatlieonrt Pageiii
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1 The institutionprovided good diagnostic services, with diagnostic tests being performed in a
timely manner.

1 SanQuentinwasfully committed to a primary care home model with good provider
continuity. TheOIG clinician®onsite inspectiomevealedwvell-functioning care team3he
I nst i husesidemorisisated an equal commitment to this model. In most clinies nurs
carried out tasks beyond their routine dytsesch asonductingdaily sick call visits and
performing informal checks on patients who required more attention. Providers and nurses
frequently utilized email as a means to communjoatechwas more efctive than
voicemail soopen lines of communicatidmetween providers and nurses waaintained

1 Health care leadershai San Quentinvas excellent and provided good support, which
allowed each primary care team to deliver effective health care tofgaNersing staff felt
equally supported by their supervisors dmeichief nursing executiveOQNE). At the onsite
interviews, all of the providers expressed excellent job satisfaction as well as good morale.
The majority of nurses interviewed were a¢gsdhusiastic about their positiqraiie in large
part to the excellent leadership.

1 At the time of the OIG onsite inspection, the offsipecialty servicesurse and the
utilization management (UM) nurse had an excellent process of transmitting ofésiialtyp
reports to providers. Both nurses diligently obtained andhe same day, emailed specialty
and hospital reports to providers. This ensured providers had immediate access to all offsite
medical information. Also, this process mitigated any lapsése transmission of medical
information to providers, thus preventing any lapsqsaitent care.

Program Weaknesse® Clinical

1 The institutionhad problems with processing diagnostic and specialty refat$.often
did notretrieve or scan the refie into theelectronicunit health record. The OIG clinicians
also found some delays in the retrieval of diagnostic and specialty reports.

1 San Quentirnad difficulty with processing provider and nursing progress nhit@sierous
cases were identified whepeovider and nursing documents were missing from the eUHR.

1 Staffalso performed poorly with scanning times for providpregress notes and diagnostic
reports in the eUHR. However, most delays in scanning esdulim providers or onsite
specialists fding to sign documents in a timely manner.

San Quentin StaMediPecalsolnns Cyatlieonrt Pageiv
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Compliance Testing Results

Of the13total health care indicatopplicable tdSan Quentintenwere evaluated by compliance
inspecors? There werel 02 individual compliance questiongithin thosetenindicators generating
1,529 data pointstestingSan Quentiés compliance with California Correctional Health Care
Services (CCHCS) policies and proceduf@hosel02 questions are detailed Appendix A5
Compliance Test ResulfEhe institutimG inspection scesin the12 applicable indicators ranged
from 60.2percento 87.0 percent with the secondaryadministrative indicatorinternal

Monitoring, Quality Improvement, and Administrative Operatimteiving the lowest score, and
the primaryindicatorinter- andIntra-System Transfergceiving the highesOf thetenprimary
indicatorsapplicable to compliance testinpe OIG rate@dneproficient, five adequateandfour
inadequateOf the two secondary indicators, which involve administrative health care functions,
bothwereratedinadequate

Program Strengthsd Compliance

The followingare some ofan Quentiés strengths based ats compliance scoresnindividual
guestions in althe primary health care indicators

1 Nursing staff timely reviewed patiedtequests for health care services and timely
completed fac¢o-face visits with patients.

1 Patients received timely provider follewp visits upon retuiing from specialty service
appointments.

1 Patientsreceived their radiology, laboratory, and pathology diagnostic services within
required time frames.

1 Providers timely reviewed community hospital discharge reports when patients returned to
the institution.

1 Clinical areas were disfacted, cleaned, and sanitary; reusable invasive anihnasive
medical equipment was properly sterilized; and clinic common aeeen adequate
environment conducivi® providing medical services.

1 For patientsvho transferred out oban Quentinmedi@tion transfer packages inclute
required medicationgorrespondingnedicdion administrationrecords (MARS), and
medicationreconciliationrecords.

2 The OIGs compliance inspectors are trained deputy inspectors gemerakgistered nursesth expertise irCDCR
policiesregardingmedical staff and processes.

3The OIG used its own clinicians to provide clinical expert guidance for testing complianceain aegas where
CCHCS policies and procedures did not specifically address an issue.

San Quentin StaMediPecalsolnns Cyatlieonrt Pagev
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Health care staff timely delivered ngwordeed prescription medication®atients
discharged from commity hospitak or received from county jaklso received their
medications within the required time frame

In its main pharmacyan Quentiriollowed general security, organization, and cleanliness
management protocols; properly stored and monitoreehaocrotic medications; and
properly accounted for narcotic medications.

Patientdimely received or were timely offered influenza vaccinations and colorectal cancer
screenings.

Nursing staff properly completed thatial Health Screening formQDCR Form 727), and
providers timely completedtastoryandphysical examinatiofor all inmates sampled
whom San Quentimeceived from a county jail.

Patients timely received higtriority specialty service appointments, and providers
reviewed the reports within éfrequired time frame.

The following are sme of the strengths identified within the two secondary administrative
indicators:

T

T

T

The institution promptly processed inmate medical appeals during the most recent 12
months, andan Quentiraddressethe patiens &suedn all of thesampledsecondevel
medical appeals

TheQuality Management Committee met at least monthBvtduate program performance
andtook action when improvemempportunities were identified.

Medical staff reviewed and submittellinitial inmate death repato the Death Review
Unit in a timely manner

All providersandnurses and the pharmadisicharge were current with their professaabn
licenses and certificationand the pharmacy and authorized providers maintained current
Drug Enforcement Agency registrations.

Program Weaknesse® Compliance

The institution receivedatings ofinadequatescoring below 7percentin the followingfour
primary indicatorsDiagnostic Serviceddealth Information Management (Medical Recqgrds
Preventive ServiceandSpecialized Medical Housif@HU, CTC, SNF, HospiceJ he institution
also receivedhadequatescores in bothsecondary indicatey Internal Monitoring, Quality
Improvement, and Administrative Operati@miJob Performance, Traing, Licensing, and
Certifications The followingare some of the weaknesses identibgdban Quentiés compliance
scoreonindividual questions in athe primary health care indicators

San
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1 Providers did not conduct timely appointments with patients whoired a PCP followp
visit for chronic care conditionsr those who wereeferred by a registerauirsefor a
providersick call follow-up appointment

1 Primary care providex did not alwayseview and initiaradiologyrepors timely, and did
notalwayscommunicate resulfsom pathology reportt patiens.

1 Clinical health care staff did natwaysadhere to universal hand hygiene precautions.

1 Clinicsdid not alwaydollow protocols for managing and storing bulk medical suppées
clinic comma areas and exam rooms did not always have essential medical equipment and
supplies

1 Clinical staffdid not employ strong security controls over narcotic medications assigned to
clinical areas and did néllow properprotocols forstoring nornarcoticmedications

1 The institution did not alwaygroperlystore refrigerated and neefrigerated medications.

1 Nursing staff did not always utilize proper hand hygiene protocols during medication
preparation, and did not always follow administrative protocols when administering
medications.

1 The institutiondid not always administentituberculosis medications fratients at proper
dosing intervals, and the instituti@monitoring of patients cantituberculosis medications
was poorln addition, the institutiomlid not properly conduct the annual tuberculosis
screening tesprimarily as a result of nursing $téailing to document théime the
tuberculosis test was administermdead

1 For inmatepatients received from county jgithetuberculosisandcoccidioidomycosis
tests were not timely @roperlyadministered.

The following are eme of the weaknessgkentified within the two secondary administrative
indicators

1 Thelocal governing bodyesponsible for the quality management of patient health care did
not always documeris meetings as required by policy.

1 Emergency response drill packages lackeddgeired documentation
1 Medical supervisors did not complete performance appraisals of providers.
The San QuentirExecutive Summary Tabba the following pagésts the quality indicators the

OIG inspected and assessed dutheglinical case reviews anobjective compliance testnd
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provides the institutiods rating in each area. The overall indicator ratings were based on a
consensus decision by tle#GGs cliniciansand norclinical inspectors.
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San Quentin Executive Summary Table

Primamgi catord (Clini REiecole.i Overal_l |

Rat ir Ratin Rating
Access to Car e Adeque Adequa Adequat e
Di agnostic Services Adequec [EREN RN Adequat e
Emergency Services Adeque Not App Adequat e
L L
Heal t h Care Environm Not App Adequa Adequat e
| ntaemrd ISrytsta@&m Transf ¢ Adeque Profic Adequat e
Pharmacy and Medicat Adeque Adequa Adequat e

Preventi ve Services Not App I nadequa

Quality of Nursing P Adequ

m
b
o
-
>
i)
g

Adequat e

Quality of Provider Profic Not App Proficie
Reception Center Arr Adeque Adequa Adequat e
Specialized Medical

Adequze Il nadeq Adequat e

(OHU, CTC, SNF, Hos

Specialty Services Adeque Adequa Adequat e

Note: ThePrenatal and PosDelivery Servicesmdicatordid not apply to this institution.

.. . Compl i Overalll |
Secondar y (lAddni cna tsd rrsa —p— -
Rat in Rating
Il nt ernal Monitoring, Not A o ada e dedne
and Admini strative o . .
Job Perfor mance, Tr a
. . . Not App Il nadeq Il nadequa
Certifications

Complianceesultsfor quality indicators arproficient(greater than 85.fercen}, adequate
(75.0percentto 85.0perceny, orinadequatgbelow 75.0percen}.
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PopulationBased Metrics

In generalSan Quentiperformed adequately as measured by popukditased metrics. Statewide,
the institution outperformed or equaled M€kl and Kaiser (typically one of the highest scoring
health organizations in California). Nationally, the institution outperformed Mieldigkedicare,

and commercial health plans in all five diabetic measures, and outperforméuitér States
Department of Veterans Affairs (VA) in three of four applicable measures, with the VA
outperforming the institution ionly diabetic eye exams.

With regard to immunization measur&n Quentids scoresvere average, higher than commercial
health plans and Medicare, but lower than Kaiser and the VA. For pneumococcal vacci8ations,
Quentinoutperformed Medicare, but underperformed in comparisamet®&A. The institution

scored welin colorectal cancer screening by outperforming all statewide and national health care
organizations.

Overall,San Quentiés performance demonstrated by populatiased metrics indicated that
comprehensive diabetes caramunizations, and colorectal cancer screeniegeadequate in
comparison to statewide and national health care organizations.

San Quentin StaMediPecalsolnns Cyatlieonrt Pagex
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INTRODUCTION

Under the authority of California Penal Code Section 6126, which assigns the Office of the
Inspector General (OIG) responsibility for oversight of the California Department of Corrections
andRehabilitation (CDCR), and at the request of the federal Receiver, the OIG developed a
comprehensive medical inspection program to evaluate the delivery of medical care at each of
CDCR3 35 adult prisons. For this fourth cycle of inspections, the OIG autgchéhe breadth and
quality of its inspection program used in prior cycles, adding a clinical case review component and
significantly enhancing the compliance component of the program.

San Quentin State Pris¢8an Quentipwasthe 19thmedical inspection afycle 4.During the
inspection process, the OIG assedbe delivery of medical care to patients I&primary clinical

health care indicators amdo secondary administrative health care indicators applicable to the
institution It is important to note that while the primary quality indicators represent the clinical care
being provided by the institution at the time of the inspection, the secondary quality indicators are
purely administrative and are not reflective of the actualagl care provided.

The OIG is committed to reporting on each instituiotelivery of medical care to assist in
identifying areas for improvement, but the federal court will ultimately determine whether any
institutiont medical care meets constitutibetandards.

ABOUT THE INSTITUTION

San Quentin State Prison is Califoisialdest and beginown correctional institution, established
on the site currently known as Point San Quentin in July .IB% walled prisomousesnostly
mediumsecurity (Level 2andreception centeanmates, and hasur large cell blockswest south,
north, andeas), one maximunsecurity cell block (thedjustmentcente), a eentralhealthcare
servicebuilding, a mediumsecurity dorm settingand aminimum-security firehouselrhe

institution houses abhf Californiats condemned male inmates death row

The i nstietiugnetbinc aluncsl i membleaheler geomtf frequest s
medi cal services, and it treat d hiemimadg e samae etdri e
ar @8A). SanQuentinhas a correctional treatment center (CTC) for inpatient serwidesh

also includes 40-bedpsychiatric hpaient program Inmates are seen in the receiving and release

(R&R) clinic upon arrival aBan Quentinand thee isspecialty services clinidt has been

designated an intermedigies opposed to basicare prison; these institutions are predominately

located in urban areas closecare centers and specialty care providikedy to be used by an

inmate population with higher medical neddisthe most coseffective care.

On August16, 2015 the institution received national accreditation from the C@sion on
Accreditation for Corrections. This accreditation program is a professional peer review process
based on national standards set by the American Correctional Association.
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Based orunauditedstaffing data the OIG obtained from the institutiSanQuentirés vacancy rate
among medical managers, primary care providers (PCPs), supervisa@kaddfile nurses was
5 percentin January 2016with the highest vacangercenages amongursing staffat 6 percent
Lastly, thechief executive officereported that inJanuary2016, there werdive medicalstaff
membersecentlyunder disciplinary review and working in clinical settings at the prison.

San QuentinHealth Care Staffing Resources as afanuary 2016

Management anary Care N“rs'f‘g Nursing Staff Totals
Providers Supervisors

Description Number % Number % Number % Number % Number %
Authorized 5 3% | 13 8% | 125 7% | 140.7 8% | 1712 100%
Positions
Filled Positions 5 100% 13 100% 12 96% | 1329 94% | 1629 95%
Vacancies 0 0% 0 0% 0.5 4% 7.8 6% 8.3 5%
Recent Hires
(within 12 0 0% 2 15% 1 8% 31 23% 34 21%
months)
Staff Utlized O O0%| 0 0% | 0O 0% | 0 0%| 0O 0%
from Registry
Redirected Staff
(to NonPatient 0 0% 0 0% 0 0% 0 0% 0 0%
Care Areas)
Staff on
Longterm 0 0% 0 0% 1 8% 8 6% 9 6%
Medical Leave
Note: San QuentirHealth Care Staffing Resources data was not validated by the OIG.
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As of January, 2016, the Master Registry f8an Quentirshowed that the institution hactotal
population of3,733 Within that total populatiory.3 percentwere designateds high medical risk

Priority 1 (High 1), and4.5percentwere designateds high medical riskPriority 2 (High 2).
Patientéassigned risk levels are based on the complexity of their requieddtal care related to

their specific diagnoses, frequency of higher levels of care, age, and abnormal labs and procedures.
High 1 has at least two higisk conditions; High 2 has only onéatientsat high medical riskare

more susceptible to poor hdattutcomes thathose amedium or lowmedicalrisk. Patientsat high

medical riskalso typically require more health care services than do patients with lower assigned
risk levels. The chart below illustrates the breakdown of the institstroedical rik levels at the

start of the OIG medical inspection.

Master Registry Data as ofJanuary 4, 2016

Medical Risk Level | # of Inmate-Patients Percentage
High 1 274 7.3%
High 2 541 14.5%%
Medium 1,378 36.9%
Low 1,540 41.3%
Total 3,733 100%
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Commonly UsedAbbreviations

ACLS Advanced Cardiovascular Life Support HIV Human Immunodeficiency Virus
AHA American Heart Association HTN Hypertension
ASU Administrative Segregation Unit INH Isoniazid (antituberculosis medication)
BLS Basic LifeSupport \Y Intravenous
CBC Complete Blood Count KOP Keepon-Person (in taking medications)
CcC Chief Complaint LPT Licensed Psychiatric Technician
CCHCS California Correctional Health Care Services LVN Licensed Vocational Nurse
CCP Chronic Card’rogram MAR Medication Administration Record
CDCR gzlri]g;ﬂii;:i)oenpartment of Corrections and MRI Magnetic Resonance Imaging
CEO Chief Executive Officer MD Medical Doctor
CHF Congestive Heart Failure NA Nurse Administered (in takingiedications)
CME Chief Medical Executive N/A Not Applicable
CMP Comprehensive Metabolic (Chemistry) Panel NP Nurse Practitioner
CNA Certified Nursing Assistant OB Obstetrician
CNE Chief Nurse Executive OHU Outpatient Housing Unit
C/O Complains of OIG Office of the Inspector General
COPD  Chronic Obstructive Pulmonary Disease P&P Policies and Procedures (CCHCS)
CP&S  Chief Physician and Surgeon PA Physician Assistant
CPR CardioPulmonary Resuscitation PCP Primary Care Provider
CSE Chief SupporExecutive POC Point of Contact
CT Computerized Tomography PPD Purified Protein Derivative
CTC Correctional Treatment Center PRN As Needed (in taking medications)
DM Diabetes Mellitus RN Registered Nurse
DOT rl?}i;zci:ég/ti(;?ss)erved Therapy (in taking Rx Prescription
Dx Diagnosis SNF  Skilled Nursing Facility
EKG Electrocardiogram SOAPE Egﬁi:e;tiic\)f’ Objective, Assessment, Plan,
ENT Ear, Nose and Throat SOMS Strategic Offender Management System
ER Emergency Room S/IP Status Bst
eUHR electronic Unit Health Record TB Tuberculosis
FTF Faceto-Face TTA Triage and Treatment Area
HE&P Z;Zﬁri)r/];?:n;hysical (reception center UA Urinalysis
HIM Health Information Management UM Utilization Management
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OBJECTIVES, SCOPE, AND METHODOLOGY

In designing the medical inspection program, the OIG reviewed CCHCS policies and procedures,
relevant court orders, and guidance developed by the American Correctional Association. The OIG
also reviewed professional literature on correctionadlical care; reviewed standardized

performance measures used by the health care industry; consulted with clinical experts; and met
with stakeholders from the court, the Receawaffice, CDCR, the Office of the Attorney General,

and the Prison Law Office discuss the nature and scope of the®Ii@spection program. With

input from these stakeholders, the OIG developed a medical inspection program that evaluates
medical care delivery by combining clinical case reviews of patient files, objective tests of
compliance with policies and procedures, and an analysis of outcomes for certain pepalsein
metrics.

To maintain a metrioriented inspection program that evaluates medical care delivery consistently
at each State prison, the OIG identified 14 priyr(alinical) andtwo secondary (administrative)
guality indicators of health care to measure. The primary quality indicators cover clinical categories
directly relating to the health care provided to patients, whereas the secondary quality indicators
addess the administrative functions that support a health care delivery system.griva&lks

quality indicators aréccess to CareDiagnostic ServiceEmergency Servicellealth Information
Management (Medical Recordsg)ealth Care Environmeninter- andIntra-System Transfers
Pharmacy and Medication Managemgdntenatal and PosDelivery ServicesPreventive Services
Quiality of Nursing Performan¢®uality of Provider Performanc&®eception Center Arrivals
Specialized Medical Housing (OHU, CTC, SMespice) andSpecialty Service§ he two

secondary quality indicators drgernal Monitoring, Quality Improvement, and Administrative
Operations andJob Performance, Training, Licensing, and Certifications

The OIG rates each of the quality indicatgpplecable to the institution under inspection based on
case reviews conducted by OIG clinicians and compliance tests conducted by OIG deputy
inspectors generaind registered nurseBhe ratings may be derived from the case review results
alone, the compdince test results alone, or a combination of both these information sources. For
example, the ratings for the primary quality indica@Qrsality of Nursing PerformancandQuality

of Provider Performancare derived entirely from the case review results]erthe ratings fothe
primary quality indicatorglealth Care EnvironmergndPreventive Serviceare derived entirely

from compliance test results. As another example, primary quality indicators ddgasestic
ServicesaandSpecialty Serviceceiveratings derived from both sources. San Quentinl5 of the
quality indicators were applicable, consistindl8fprimary clinical indicators antivo secondary
administrative indicators. Of tHES primary indicatorsegightwere rated by both case review
clinicians and compliance inspectotisreewere rated by case review clinicians only, &ud were
rated by compliance inspectors only; both secondary indicators were rated by compliance inspectors
only.
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Consistent with the OI& agreement with the Receivehisreport only addresses the conditions

found related to medical care criteridne OIG does not review for efficiency and economy of
operationsMoreover if the OIG learns of ammatepatientneeding immedite care, the OIG

notifies the clef executiveofficer of healthcareservices and requests a status repiattitionally,

if the OIG learns of significant departures from community standards, it may report such departures
to the institutiolds chief executiveofficer or to CCHCS. Because thasatters involve confidential
medical information protected by State and federal privacy laws, specific identifying details related
to any such cases are not included in the@®/ggiblic report.

In all areas, the OI@ alert for opportunities to make appriate recommendations for
improvement. Such opportunities may be present regardlesssifdteawarded to any particular
guality indicator; therefore, recommendations for improvement should not necessarily be
interpreted as indicative of deficient meali care delivery.

CASE REVIEWS

The OIG has added case reviews to the Cycle 4 medical inspections at the recommendation of its
stakeholders. At the conclusion of Cycle 3, the federal Recainkthe Inspector General

determined that the health cam®vided at the institutions was not fully evaluated by the

compliance tool alone, and that the compliance tool was not designed to provide comprehensive
gualitative assessments. Accordingly, the OIG added case reviews in which OIG physicians and
nurses ealuate selected cases in detail to determine the overall quality of health care provided to
the inmatepatients. The OIGs clinicians perform a retrospective chart review of selected patient
files to evaluate the care given by an instituoprimary cargroviders and nurses. Retrospective
chart review is a welkstablished review process used by health care organizations that perform
peer reviews and patient death reviews. Curre@GHCS uses retrospective chart review as part

of its death review pross and in its patteraf-practice reviews. CCHCS also uses a more limited
form of retrospective chart review when performing appraisals of individual primary care providers.

PATIENT SELECTION FOR RETROSPECTIVECASE REVIEWS

Because retrospective chart ravis timeconsuming and requires qualified health care

professionals to perform it, OIG clinicians must carefully sample pagentds Accordingly, the

group of patients the OIG targeted for chart review carried the highest clinical risk and utdéized th
majority of medical services. A majority of the patients selected for retrospective chart review were
classified by CCHCS as higisk patients. The reason the OIG targeted these patients for review is
twofold:

1. The goal of retrospective chart reviewasavaluate all aspects of the health care system.
Statewide, highrisk and highutilization patients consume medical services at a
disproportionate ratd;1 percentof the total patient populaticareconsidered higtiisk and
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account for more than half tfe institutiords pharmaceutical, specialty, community
hospital, and emergency costs.

2. Selecting this target group for chart review provides a significantly greater opportunity to
evaluate all the various aspects of the health care delivery system ditatians

Underlying the choice of highisk patients for detailed case review, the OIG clinical experts made
the following three assumptions:

1. If the institution is able to provide adequate clinical care to the most challenging patients
with multiple complex and interdependent medical problems, it will be providing adequate
care to patients with less complicated health care isBeesuse clinial expertise is
required to determine whethiire institution has provideatdequatelinical care the OIG
utilizesexperienced correctional physicians and registered ntorgesform this analysis

2. The health of less complex patients is more likelya@tiected by processes such as timely
appointment scheduling, medication management, routine health screening, and
immunizations. To review these processes, the OIG simultaneously performs a broad
compliance review.

3. Patient chartgenerated duringedh reviews, sentinel eventarfexpected occurrense
involving death or serious injury, or risk thereof), and hospitalizations are mostly of
high-risk patients.

BENEFITS AND LIMITATIONS OF TARGETED SUBPOPULATION REVIEW

Because the selected patients utilizelitemdest range of services offered by the health care
system, the OIG retrospective chart review provides adequate dataqoal#ativeassessment of
the most vital system processes (referred fipamary quality indicatord. Retrospective chart
review provides an accurate qualitative assessment of the relevant primary quality indicators as
applied to the targeted subpopulation of higk and highutilization patients. While this targeted
subpopulation does not represent the prison populatiomvasla, the ability of the institution to
provide adequate care to this subpopulation is a crucial and vital indicator of how the institution
provides health care to its whole patient population. Simply put, if the instifsitoadical system
does not adeptely care for those patients needing the most care, then it is not fulfilling its
obligations, even if it takes good care of patients with less complex medical needs.

Since the targeted subpopulation does not represent the ins@gemeral prison pulation, the

OIG cautions against inappropriate extrapolation of conclusions from the retrospective chart
reviews to the general population. For example, if the-higghdiabetic patients reviewed have
poorly-controlled diabetes, one cannot conclude tthatentire diabetic population is inadequately
controlled. Similarly, if the highiisk diabetic patients under review have poor outcomes and require
significant specialty interventions, one cannot conclude that the entire diabetic population is having
similarly poor outcomes.
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Nonetheless, the health care sysienesponse to this subpopulation can be accurately evaluated

and yields valuable systems information. In the above example, if the health care system is
providing appropriate diabetic monitoring, dieation therapy, and specialty referrals for the

high-risk patients reviewed, then it can be reasonably inferred that the health care system is also
providing appropriate diabetic services to the entire diabetic subpopulation. However, if these same
high-risk patients needing monitoring, medications, and referrals are generally not getting those
services, it is likely that the health care system is not providing appropriate diabetic services to the
greater diabetic subpopulation.

CASE REVIEWS SAMPLED

As indicated inAppendix BTableBi 1, San QuentinSample Setshe OIG clinicians evaluated
medical charts fo89 unique inmatepatients Appendix B, TableiB}, San QuentirtCase Review
Sample Summayyglarifies that both nurses and physicians reviewed cfwari8 of those patients,

for 107reviews in total. Physicians performed detailed reviews of 30 charts, and nurses performed
detailed reviews of Acharts, totaling 4 detailed reviews. For detailed case reviews, physicians or
nurses looked at all encourgeccurring in approximately six months of medical care. Nurses also
performed a limited or focused review of medical records for an addiOnamatepatients.

These generated883clinical events for reviewAppendix B, Tabl8-3, San Quentin

EventProgram). The reporting format provides details on whether the encounter was adequate or
had significant deficiencies, and identifies deficiencies by programs and processes to help the
institution focus on improvement areas.

While the sample method specilly pulled onlyfive chronic care patient records, i.8vp

diabetes patients arkdreeanticoagulation patient®\ppendix B, TableB., San QuentirBample

Set$, the89 unique inmatgpatients sampled included patients w888 chronic care diagnoses,
including29 additional patients with diabetes (for a totaBaj (Appendix B, Tabl&i 2, San
QuentinChronic Care DiagnosgsThe OIGs sample selection tool evaluated many chronic care
programs because the complex and frigk patients selected from the different categories often

had multiple medical problemgVhile the OIG did not evaluate every chronic disease or health care
staff member, the overall operation of the institufiosystem and staff were assessed for adequacy.
The OIGs case review methodology and sample size matched other qualitative réBearch.

empirical findings, supported by expert statistical consultants, showed adequate conclusions after 10
to 15 charts had undergone full clinician review. In qualitagtedistics, this phenomenon is known

as fAisaturation. o The sample size of over 30 de
point necessary for an adequate qualitative review. With regard to reviewing charts from different
providers, the OI@ gdlot inspections have shown that most providers have been adequately
reviewed. The case review is not intended to be a focused search for poorly performing providers;
rather, it is focused on how the system cares for those patients who need care tReoridsts

would only escape OIG case review if institutional management successfully mitigated patient risk
by having the more poorly performing PCPs care for the less complicated, low utilizing, and lower
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risk patients. The OIG concluded that the caseevegample size was more than adequate to assess
the quality of services provided.

Based on the collective results of cliniciGnase reviews, the OIG rated each quality indicator as
eitherproficient(excellent) adequatgpassing)jnadequatgfailing), or not applicable. A separate
confidentialSan QuentirBupplemental Medical Inspection Results: Individual Case Review
Summarieseport details the case reviews OIG clinicians conducted and is available to specific
stakeholders. For further details regagithe sampling methodologies and counts Aggeendix

Bo Clinical Data, Table BL; Table B2; Table B3; and Table B4.

COMPLIANCE TESTING

SAMPLING METHODS FORCONDUCTING COMPLIANCE TESTING

FromJanuaryto March2016, deputy inspectors geneeaid registered nursestainedanswers to

102 objective medical inspection test (MIT) questions designed to assess the ingitution
compliance with critical policies and procedures applicable to the delivery of medical@are. T
conduct most testimspecorsrandomly selected samplesinmatepatientsfor whom thetesting
objectiveswere applicable and reviewed their electronic unit health records. In some cases,
inspectors used the same samples to conduct more than one test. In total, inspectorsireaittwed
records fod21individual inmatepatients and analyzed specific transactions within their records
for evidence that critical events occurred. Inspectors also reviewed management reports and
meeting minutes to assess certain administrative opesatio addition, during the week dfnuary
18, 2036, field inspectors conducted a detailed onsite inspecti@anfQuentiés medical facilities
and clinics; interviewed key institutional employees; and reviewed employee records, logs, medical
appeals, dath reports, and other documents. This genefg&9 scored data points to assess care.

In addition to the scored questions, the OIG obtained information from the institution that it did not
score.This included, for examplénformation abouan Quentiés plant infrastructure, protocols
for tracking medical appeals and local operating procedures, and staffing resources.

For details of the compliance results, sependix A Compliance Test Resultsor details of the
OIGG compliance samplingethodology, seAppendix G Compliance Sampling Methodolagy

SCORING OF COMPLIANCE TESTING RESULTS

The OIG rated the institution in the followingn primary (clinical) and two secondary
(administrative) quality indicators applicable to the institution for compliance testing:

1 Primary indicatorsAccess to Carddiagnostic Serviceddealth Information Management
(Medical Records)Health Care Environmd, Inter- and IntraSystem Transfer®harmacy
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and Medication Managemerreventive ServiceReception Center ArrivalSpecialized
Medical Housing (OHU, CTC, SNF, HospicahdSpecialty Services

1 Secondary indicatorgnternal Monitoring, Quality Impovement, and Administrative
Operations andJob Performance, Training, Licensing, and Certifications

After compiling the answers the 102 questions, the OIG derived a score for each primary and
secondary quality indicator identified above by calculatiregpercenage score of al¥ esanswers
for each of the questions applicable to a particular indicator, then averaging thoseBaswdon
those results, the OIG assigned a rating to each quality indicgtoofafient (greater than

85 perceny, adeqguate (between 7%ercentand 85perceny, orinadequatgless than 7perceny.

DASHBOARD COMPARISONS

In the first ten medical inspection reports of Cycle 4, the OIG identified where similar metrics for
some of the individual compliance questions were available within the CCHCS Dashboard, which is
a monthly report that consolidates key health care performance measures statewide and by
institution.However, there wasot complete parity between the medrdue tadiffering time

framesfor data collecting and differences in sampling methods, rendering the metrics
noncomparable. Some of the Gi&stakeholders suggested removing the Dashboard comparisons
from future reports to eliminate confusion. Dashbatath is available on CCH@Swebsite,
www.cphcs.ca.gav
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OVERALL QUALITY INDICATOR RATING FOR CASE REVIEWS AND COMPLIANCE
TESTING

The OIG derived the final rating for each quality indicator by combining the safiiom the case

reviews and from the compliance testing, as applicable. When combining these ratings, the case
review evaluations and the compliance testing results usually agreed, but there were instances when
the rating differed for a particular qualitydicator. In those instances, the inspection team assessed
the quality indicator based on the collective ratings from both composaasiically, the OIG
clinicians,deputy inspectors geneiahd registered nursesscussed the nature of individual

exaeptions found within that indicator category and considered the overall effect on the ability of
patients to receive adequate medical care.

To derive an overall assessment raththe institutiords medical inspection, the OIG evaluated the
various ratingcategories assigned to each of the quality indicators applicable to the institution,
giving more weight to the rating resutibthe primary quality indicators, which directly relate to the
health care provided to inmapatients. Based on that analy$M¥G experts made a considered and
measured overall opinion about the quality of health care observed.

POPULATION -BASED METRICS

The OIG identified a subset blealthcare Effectiveness Data Information $HEDIS) measures
applicable to the CDCkmatepatientpopulation. To identify outcomes f&an Quentinthe OIG
reviewed some of the compliance testing results, randomly sampled additroatd patiensd
records, and obtaineshn Quentirdata from the CCHCS Master Registry. The OIG compared
those resu#t toHEDIS metrics reported by othstatewide and national health care organizations.
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MEDICAL INSPECTION RESULTS

PRIMARY (CLINICAL ) QUALITY INDICATORS OF HEALTH CARE

The primary quality indicators assess the clinical aspects of health care. As showhlealtihe
Care Quality Indicatorgable on page ii of this repodt3 of the OIGs primary indicators were
applicable td5an QuentinOf thosel 3 indicators,eightwererated by both the case review and
compliance components of the inspectithmeewere rated by the case review comporsonhe
andtwo were rated by the compliance comporaone

The San QuentirExecutive Summary Tabb® pagax shows the case review compliamaéings
for each applicable indicator.

Summary of Case Review Resultsfhe clinical case review component assessed 11 of the 13
primary (clinical) indicators applicable an QuentinOf these 11 indicators, the OIG d¢tirmns
rated oneproficient nineadequateand onenadequate

The OIG physicians rated the adequacy of care for each of the 30 detailed case reviews they
conducted. Of these 30 casksjr wereproficient, 22 wereadequateandfour wereinadequateln

the 1883 events reviewed, there were 680 deficiencies, of which 67 were considered to be of such
magnitude that, if left unaddressed, they would likely contribute to patient harm.

Adverse Events Identified During Case ReviewMedical care is a complex dgmic process with

many moving parts, subject to human error even within the best health care organizations. Adverse
events are typically identified and tracked by all major health care organizations for the purpose of
guality improvement. They are not geally representative of medical care delivered by the
organization. The OIG identified adverse events for the dual purposes of quality improvement and
the illustration of problematic patterns of practice found during the inspection. Because of the
anecdothdescription of these events, the OIG cautions against drawing inappropriate conclusions
regarding the institution based solely on adverse events.

There were three adverse events identified in the case reviS@as QuentinThe cases were not
reflectiveof the quality of care @&an Quentin

1 In case 6, the provider failed to recognize a critically elevated blood pressure in a patient.
However, the patient had previously been noncompliant with his blood pressure medications
and had repeatedly refused edlédw-up with his providers for management of his
hypertension. This may be why the provider did not transfer the patient to a higher level of
care such as the triage and treatment area (TTA). In addition, the provider may not have
immediately treated thgatients blood pressure as he denied having chest pain and was
asymptomatic at the time.

1 In case 18, the provider incorrectly diagnosed the pésidunig abscess as a possible
empyemdgcollection of pus irthechest cavity) The patient was nalnmediately transferred
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to an outside hospital for treatment. However, the provider may have kept the patient
in-house for a few additional days because he had recently been discharged from the
hospital without a diagnosis of infection. However, the prewfdiled to recognize the

patients abnormally elevated heart rate as a sign of early sepsis (a life threatening
infection). The provider did eventually decide to transfer the patient to a hospital. However,
theuntreated infection led to thpatien6 sardiopulmonary arrest (sudden loss of
consciousness, breathirand heart function) whilee awaitedtransfer andthe patientdied

in the TTA.

1 In case 43, the provider failed to do further workup for a patient with a recently discovered
lung mass and priarortrHodgkin lymphoma (cancer of the lymph glandl} days passed
before the provider ordered a follewp chest computerized tomography (CT) scan for the
patient. Furthermore, the referral for the CT scan was inappropriately submitted as routine
rather tha urgent.

Summary of Compliance Results The compliance component asseskedf the13 primary

(clinical) indicatorsapplicable tdSan QuentinOf thesetenindicators,one wagated proficient, five
adequateandfour inadequateThe results of thosassessments are summarized within this section
of the report The test questions used to assess compliance for each indicator are detailed in
AppendixA.
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ACCESS TOCARE

This indicator evaluates the instituti@rability to provide

inmatepatients with timely clinical appointments. Areas specific t Case Review Rating:

inmatepatient®access to care are reviewed, such as initial Adequate
P L ’ . Compliance Score:
assessments of newly arriving inmates, acute andhichcare Adequate

follow-ups, faceo-face nurse appointments when an inzdgent (77.9%)
requests to be seen, provider referrals from nursing lines, and
follow-ups after hospitalization or specialty care. Compliance
testing for this indicator also evaluates whetheratepatients have
Health Care Services Request forms (CDCR Form 7362) available
in their housing units.

Overall Rating:
Adequate

Case Review Results

The OIG clinicians reviewed 946 provider, nursing, specialty, and outside hospital encounters and
identified 15 deficiencies relagno Access to CareAlthough there were a low number of

deficiencies, the deficiencies in 13 of the 15 cases were more likely than not to cause patient harm if
allowed to persist and not rectified. Due to the qualitative severity of the deficiebag3uentin

could not be granted the highest ratingAacess to Carand was thus rateatiequate

Provider-to-Provider Follow-up Appointments

SanQuentinperformedmarginallywith providerordered followup appointments. These are among
the most important aspects of thecess to Carandicator. Failure to accommodate
providerordered appointments can result in lapses in care or even in patients being lost to
follow-up. This deficiency waslisplayed in cass 9, 19, 22, 25, 27, 31, 38, and #3e OIG

clinicians reviewed 229 outpatient provider encounters and found only two major deficieoties
of whichresulted entirely from scheduling oversighilthough infrequent, errors such as these
placed the p&nts at significant risk of harm.

1 In case 6, the patient had a critically elevated blood pressure of 211/130. The provider
ordered a twalay RN followup for a repeat blood pressure, but it did not occur.

1 In case 39, the patient had an invasive typemjue cancer being treated with radiation and
chemotherapy. The patient lost significant weight due to his meal portions not being
increased as his provider had ordered. His provider ordered @atyvimllow-up, but it did
not occur.
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RN Sick Call Access

San Quentirperformed very well with RN sick call assessments. Of the 91 sick call assessments
reviewed, only one was not completed in a timely manner.

RN-to-Provider Referrals

1 In case 27, thaurserequested provider followup, but itnever occurred.

1 In case 80, the nursequestec 14-dayprovider followup, but it did not occur until eight
weeks later.

Provider Follow-up After Specialty Service

The institutionconsistently provided patients with a provider folkaw after specialty services. The
OIG clinicians reviewed 160 diagnostic and consultative specialty services and found only five
deficiencies where provider followps were delayed.

1 In case 24, the followp ordered by the nephrologisas1l days late

1 In case 25, thprovider saw th@atiert six daysoutside the threenonth followup interval
ordered by the podiatrist.

1 In case 40the provider sawhe patienfour daysoutside the onenonth followup interval
ordered by the telemedicine dermatologist.

1 Also for case 40a provider sawhe paient 12 daysoutside the requested follewp date by
anurologist

1 In case 42, the patient was séewr daysoutside théwo- to threeweekweek followup
interval ordered by the vascular surgeon.

Intra -System Transfers

Patients who transferred inBanQuentin andwhom an RNeferred to the provider were generally
seen timely. The OIG clinicians reviewed eight trangigratientsthree ofwhom a provider did
not see within the required time frame

1 Incase 11, the referred patient was seen by a moeight days later than ordered.
1 Incase 13, the initial provider visit occurred 12 days later than ordered.

1 In case 44, the initial provider visit occurred one day later than ordered.
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Reception Center

San Quentimperformed well in providing initial prader visits for history and physical

examinations. The majority of these exams were completed timely. Of the five patients reviewed,
all but one(case 44had a provider visit within seven days. In case 44, the initial provider visit
occurred one day latfue to a custody issue.

RN Case Management

The OIG clinicians reviewed case management RN encounters with two diabetic patients. S
Quentincase management nurses met weekly with both of these patients.

Follow-up After Hospitalization

San Quentimad no difficulty ensuring that providers saw their patients after return from an outside
hospital or an emergency departmditite institutionhad 41 hospitalization and outside emergency
events. There were no deficiencies wiitcess to Care this area

Urgent/Emergent Care

The institutionhad no difficulty ensuring that the PCP or the clinic RN evaluated patients in the
triage and treatment area (TTA). The OIG clinicians reviewed 57 urgent/emergent encounters, of
which 37 required a PCP or an RN follap. In six instancesgither the PCHRollow-up or the

clinic RN follow-up from the TTA did not occur.

1 In case 18a provider savthe patient in the TTA for back pain. The follayp ordered by
the provider did not occur unfive days after the requestéthe frame.

1 Incase 19, the patient with severe congestive heart failure was seen in th@darTis
implantable cardiac defibrillator activated and delivene@lactricalshock to his hearA
nextday TTA follow-up with the PCP was ordered but did aotur.

1 In case 22, the patient arrivatthe TTA for respiratory distresas documented by the RN.
The RN also documented that the patient had wheelzirngg the examA provider ordered
anextday RN followup, but it did not occur.

1 In case 25, thegtient with progressive lung diseagentto the TTA for cough and
shortness of breath. The RN follayp did not occur within the twday interval ordered by
the provider.

1 In case 30T TA staff evaluatedhe patient after accidentally ingesticiganingfluid. The
on-call physician ordered a TTA followp for later that daybut it did not occur.

1 In case 32, the patient was seen in the TTA for a severe groin rash. Theupltmaered
by the provider did not occur until 13 days after the requested tamefr
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Specialized Medical Housing

San Quentimperformed poorly with provider access during and after admission to the correctional
treatment center (CTCIroviders did not always seatpents in the CTC within the appropriate

time interval. The OlQlinicians reviewed seven CTC admissions with 135 CTC provider
encounters. A pattern emerged during the case review wipgoxiders failed to followup with

CTC patients every 7Rours, aspolicy requiresin cases 10 and 27,istpolicy was violated

numerous times.

Specialty Access
Access to specialty services is discussed irSfpeialty Servicaadicator.
Clinician Onsite Inspection

The issue of CTC patients not being seen withiretrexy72-hour policy requirement was

addressed during the onsitspection. The OIG clinicians already knew of the waiver that allowed
providers to followup at least every seven dayih those patients who were designated argn

care (LTC) patients. However, the OIG clinicians informed the medical staff that dkltnes in

CTC follow-ups had occurred prior to the waiver being granted on October 7, 2015. Furthermore,
providers failed to designate patients as LTC priammiy seeing them every seven dagan
Quentinmedical staff admitted they had been unawatb®fvaiver being granted (Dctober2015

and initially thought the CTC followps reviewed by the OIG clinicians fell under the time period
covered by the waiver. Finally, one CTC provider did not know that CTC patients had to be first
designated as LTC bwe theycould beseen every seven days.

Clinician Summary

Only a few areas displaygaoblems such as followup appointments after TTA visits, delays in
scheduled provider followp appointments, rare scheduling errors, and inappropriate CTC
follow-ups prior to obtaining the waiverhe OIG clinicians rate8an Quentiradequaten this
indicator.

Compliance Testing Results

The institution performed in thedequateange in theAccess to Carandicator, withacompliance
score 0f77.9 percent SanQuentinscored in theroficientrange in the following test areas:

1 Inmates had access to Health Care Services Request forms (CDCR Form aB&2y at
housing units inspectdIT 1.101).

1 Inspectors sampledD Health Care Services Request forms (CDCRF0862) submitted
by inmates across all facility clinics. Nursing staff review88 of the forms on the same day
they were receive(®5 percen}. Two nurses reviewed tiliequest form one day late
(MIT 1.003).In 39 of 40samples of the CDCR Form 7362sirsing staff completed a
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faceto-face encounter with each patient within one business day of reviewing the service
request forn{98 percen). One patient was offered a faeface encounter three days late
(MIT 1.004).

1 Inspectors also sampled 28 patient® received a specialty service; 25 of them
(89 perceny received a timely followup appointment with a PCFhree patients receive
their follow-up appointment from one to 15 days I@HT 1.008).

The institutionscored in thedequateaangein the following two tests

1 Of the 28 patients sampled who transferred 8daa Quentirfirom other institutions and
were referred to a PCP for a routine appointment based on nursirdyg isiiéitil health care
screening22 were seen timely7Q percen}. Forsix patients, appointments were héldm 3
to 17 days late MIT 1.002).

1 Out of 30sampled patient23 (77 percent wereoffereda follow-up appointment with a
PCP within five days of discharge from a community hosgfal sevenpatients follow-up
appoinments were held betweemeand17 days latgMIT 1.007)

The following test areas received scores initaelequatgange:

1 When the OIG reviewed recent appointmentsifdinmatepatients with chronic care
conditions,only 11 of the patientsZ8 percen} received timely routine appointmenir 21
patientstheir chronic care followp appointment occurred from odayto nearly one year
(354 dayslate. Eight other patients never received their follgmappointmerst at all
(MIT 1.001)

1 Among20samplel Health Care Services Request forms (CDCR Form 7362) on which
nursing staff referred the patient for a PCP appointnosity, 13of thepatients 65 perceny
received a timely appointmerior sevenpatiens, routine appointmestwereone to 6&lays
late MIT 1.005).

1 Inspectors tested a sampleldfpatients whommursing staff referred for a PCP appointment
andfor whomthe PCP subsequently ordered an additional fellpvappointmentTenof
the patients (7percen} received their subsequent follayp appointments timelyone
patient never receivethis, andthreepatients received thaibetween one and 34 days late
(MIT 1.006).

Recommendatios

No specific recommendations.
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DIAGNOSTIC SERVICES

This indicator addresses several types of diagnostic services.
Specifically, it addresses whether radiology and laboratory servi Adeguate
were timely provided to inmatgatients, whether the primary care Compliance Score:
provider (PCltimely reviewed the results, and whether the resu Inadequate
were communicated to the inmaiatient within the required time (71.6%)
frames. In addition, for pathology services, the OIG determines
whether the institution received a final pathology report and
whether tie PCP timely reviewed and communicated the patholo
results to the patient. The case reviews also factor in the
appropriateness, accuracy, and quality of the diagnostic test(s) ordered and the clinical response to
the results.

Case Review Rating:

Overall Rating:
Adequate

TT

In this indicator, the OI& case review and compliance review processes Yyielded different results,
with the case review giving ardequateaating and the compliance testing resulting in an
inadequatescore. The OIG internal review proces®nsidered those factors that led to betults
and ultimately rated this indicatadequateAlthough the case review and complianesting
showeddeficiencies in provider review of diagnostic reports, the case review processhatind
these delays did not affect patient care.

Case RevieWRResults

San Quentiperformed the majority of diagnostic services in a timely manner. Howfailare to
completediagnostic tests is a serious deficiency that can potentially lead to significant delays or
even lapses in medical cakgrors that involvedests that were not completed as ordered were
uncommon, butvere more likely to occur whemests had been ordered with longer processing time
frames. The following examples are provided for quality improvement purpoges

1 Inceses 5, 24, 31, 38, and daboratory testavere ordered by the provider buitn
performed The orders for these lab testere never processed by the laboratory.

1 Incase 37, a provider ordered armay for the patient that wasever performed
1 Cases 43 and 44 had moderate delayise collection of labs.

1 In case 46g¢linical staff collectedoutine labs for a receptioriter patientand senthemto
thelaboratory services centeontractor. The contractoeceived these labs the following
day,butthe results were not faxed San Quentiruntil 28 days laterfFurthermore,
institution staff mislabelethese lab results in the electronic unit health record.
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1 In case 94, statorrectional treatment centiabs(urgent lab tests performed and reported
within hours)were ordered by the provideut drawn by the nurse the next day, and
received bythe laboratory services contractao days after the order.

Health Information Management

Within theHealth Information Managemeirdicator,San Quentimisplayed inadequy in the
following cases

1 San Quentirstaff did not retrieve and scaabbratoryreports itio the eUHRnN cases 22, 29
32, and 37.

1 Delayed scans of diagnostic reports intealdHRwere found in cases 22, 24, 38, 40, and
43. While these delays were moaleto significant, the majorityvere due tgroviders
failing to consisently reviewtest results in a timely manner. Howeuée quality of care
was not significanthaffectedby these delays.

1 Providers did not legibly sign or did not daéédratoryreports in cases 32, 33, 38, and 43.

Clinician Onsite Inspection

During the onsite inspection, the OIG clinicians inquired about thenlomberbut recurring
instanceof laboratoryteststhat were not complete@helaboratorysupervisoexplained thaGan
Quentinhad investigated several of the identified errors. The most common eiqutanwasthat
orderswere not received

Clinician Summary

San Quentigenerally did well in most aspectstht Diagnostic Servicemdicator. However, the
low butrecuring rate d laboratoryteststhat wereorderedout not completd preventedsan
Quentinfrom attaining the highest rating in this category. In additioa institutionoccasionally
had difficulty in collecting and processing tahtorytests by therovida order dateHowever,
this wasinfrequent andthe magrity of diagnostic services weoempleted in a timely manner.
Therefore, the OIG clinicians rated this indicaadequate.

Compliance Testing Results

The institution receivedn inadequatecompliancescore of71.6percentin theDiagnostic Services
indicator, which encompasses radiology, laboratory, and pathology services. For clarity, each type
of diagnostic services discussed separately below:

Radiology Services

1 Inall ten of the radi@gy services sampled, the services were timely performed
(MIT 2.001) however theprovideronly reviewed and signettiree of the ten sampled
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diagnostic reposttimely (30 percen}. For five samples, the TTA provider or CMiot the
patients provideraspolicy requiresreviewed the radiology resultd provider reviewed
one sample 14 days late, aamabther sample was never reviewddl T 2.002. Lastly,
providers only communicated the radiology results timely to six of the patienpe(één}.
For the eher four patients, providers communicated the results one to 14 days late
(MIT 2.003).

Laboratory Services

1 All ten of the laboratory services sampled were performed tirMlly 2.004).However,
only seven of the ten laboratory service orders samplepeft@n} were timelyreviewed
by a providerFor two samples, the providers reviewed the reports three and four days late,
and one other sample was never reviewd (2.005). Finally, providers timely
communicated only seven of ten laboratory reportse@ttient. Providers communicated
results tahreepatients two to four days lat#(T 2.006).

Pathology Services

1 The institutiontimely received the final pathology report for niofeten patients sampled
(90 percen}. For one patienSan Quentimeceiveal the pathology repofive days late
(MIT 2.007).Providersdocumented sufficient evidence that thieyely reviewed théinal
reportresults foreight of the ten patien{80 perceny); for the other two patients, thCP
reviewswere one and five dayate (MIT 2.008).Providerstimely communicated the final
pathologytestresults to only four of thaine patientssampled44 percen}. Four patients
receivedthe providecommunication othe pathology test results froome to58 days late
for anothermpatient there was no evidence the provider communicated shegsults to the
patientat all (MIT 2.009).

Recommendatios

No specific recommendations
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EMERGENCY SERVICES

An emergency medical response system is essential to providing
effective and timely emergency medical response, assessment,
treatment, and transportation 24 hours per day. Provision of

Case Review Rating:
Adequate
Compliance Score:

urgent/emergent care is based on the p@iemergency, clinical Not Applicable
condition, and need for higher level of cafbae OIG reviews

emergency response services including first aid, basic life suppo Overall Rating:
(BLS) and advanced cardiac life support (ACLS) consistent with Adequate

the American Heart Association guidelines ¢ardiopulmonary
resuscitation (CPR) and emergency cardiovascular care, and the provision of services by
knowledgeable staff appropriate to each indiviGu#iaining, certification and authorized scope of
practice.

The OIG evaluates this quality indicatentirely through cliniciarégeviews of case files, and
conducts no separate compliance testing element.

Case Review Results

The OIG clinicians reviewed 106 urgent or emergent events and found 52 deficiencies in a variety
of areasbut e majority of @ficienciesvereminor and did not significantly impact patient care. In
generalSan Quentirperformed adequately with basic life support (BLS) care ahd @all

activation times. Overall, patients requiring urgent or emergent services received tithely a
adequate care in the majority of cases reviewed.

Provider Performance

The TTA providers generally saw patistimely and made adequate assessments. The providers
made sound triage decisions and sent patients to higher levels of care appropriateynstance

a TTA provider failed to perform an adequate assessment, which had a negative impact for the
patient. Thigncidentis discussedurtherin the Quality of Provider Performancadicator.

Nursing Performance

The nursing care provided durinmmergency medical response incidents was generally adequate
with 21 deficienciesn the quality of nursing care. While most nursing deficiencies were minor,
some TTA encountedisplayednadequate assessment and monitoring by the ndises.

following examples demonstrate these case review findings:

1 Incase 18, the TTA RN failed to adequately assess and monitor the patient. The patient was
sent to the TTA in a wheelchair for shortness of brddithmedical history included chronic
obstructive pulmonary dease (COPDand hehad beernospitalizedecentlyfor
pneumonia. The RN did not assess the patient upon his arrival in the TTA othier e
vital signs. The RN failed to perform a thorough assessoreneasure the peak flow
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(measurement to detem@ breathing function)After placing oxygen on the patient, the RN
did not monitor the patieé status until 80 minutes later, when the patient became
unresponsive in his wheelchair. The physician was present in theStdfAperformed
cardiopulmonaryesuscitation (CPR) aratiministeredescue medicationbut the patient
could not be resuscitated.

1 In case 27, the patient was brought to the TTA unable to urinate. The patient had prior
surgeries to the urethra (a duct that drains urine from the bladitierRN made three
unsuccessful attempts to insert a catheter. At most, the RN should have made one very
gentle attempt at catheterization. Subsequent attempts could (and did) result in damage to
the urethra.

The following cases are for nursing qualitypravement purposes:

1 In case 3, the emergency response RN did not measure the blood glucose level in a
nonbreathing, insulirdependent diabetic patient.

1 Incase 17, the TTA RN did not measure the blood glucose level in a diabetic patient until 35
minutes #&er the patient arrived.

1 Incase 21, the RN checked vital signs one time only when the patient arrived in the TTA.
The patient receivedpain medicationnjection90 minutes later, and the RN released him
to housing20 minutes latefrThe RN should havehecked vital signs prior to the release.

1 Incase 22, the patient presented to the TTA with fever, muscle aches, diarrhea, and
confusion. The RN did not assess the patient for other symptoms of LegiGnD&ease
This infectious disease had infectetatpatients at this prison during the time of this
patients encounter. The patient returned to the TTA the next morning for a fafovisit
with the RN. The patient complained of pain in his neck and a headdah&N did not
assess the new complaintispain. Ultimately, this patient did not have Legionndse
Diseaseput medical stafshould have initiallyestedhim for this infection.

Clinician Onsite Inspection

The patient care environment in the TWasstaffed appropriatelgndcontairednecesary

supplies and equipment for providing safe patient ddrere were two nurses (one medical

responder and one TTA RN) present in the TTA during the visit. The RN medical responder duties
included going to the yard for any medical emergencies, whildih& RN remairedin the TTA

for the duration of the shift. Two RNeere assignedluringeach watch for 24hour coverage.

The TTA was located in the main medical building. Medical staff were required to carry emergency
response equipment from the TTA andvdra transport vehicle tmedicalincidents. The TTA RNs
frequently directed emergency medical services paramedics to respond directly to the scene when it
was likely that the patient would require transfer to the hospital. Response times of the paramedic
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ranged from 10 to 20 minutes from telephone call to arrival at the scene. Passing through security
gates did not prolong the response time.

Specific examples of case review findings for patients returning through the TTA from hospital
discharge medicakturn and other offsite appointmente discussenh thelntra- and InterSystem
Transfersindicator Case review findings for TTA documentation are discuss#te Health
Information Managemendicator.

Clinician Summary

San Quentirstaff providedadequateemergency services to patients. While TTA providers made
occasional questionable assessments, their triage decisions were largely appropriate. Nursing staff at
San Quentirgenerally provided appropriate assessment, intervention, and monitoring durin
emergency medical responses.

Recommendations

No specific recommendations
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HEALTH INFORMATION MANAGEMENT (MEDICAL RECORDS

Health information managemeista crucial link n the delivery of

: . . : o Case Review Rating:
medical careMedical personnel require accurate information in

. . . Inadequate
order to makesound judgments and decisiofi$is indicator Compliance Score:
examines whether the institution adequately manages its headth @ Inadequate
information.This includesdetermining whether the information is (64.6%)

correctly labeled and organized and available in the electronic un
health record (eUHR); whether the various medical records (inter
and external, e.g., hospital and specialty reportsprogress notes)
are obtaned and scanned timely into the inmptdients eUHR;
whether records routed to clinicians include legible signatures or stamps; and whether hospital
discharge reports include key elements and are timely reviewed by providers.

Overall Rating:
Inadequate

Case Review Results

Inter -Departmental Transmission

The institutionmadefew transmission erroyshe mossignificantof whichwas in case 88, whaa
critical lab result was not reported to the provid#ad the provider received the report, he may not
have del ay e dchnsteritcethe hasgital,e nt 6 st

Dictated Progress Notes

There were dlays in transcribing provider progress natesases 2, 24, 27, 28, 30, 32, 39, 40, 42,
and 43.

Hospital Records

San Quentirdid very well with the retrieval of emergency department (ED) physician reports and
hospital discharge summaries. The OIG clinicians reviavieelED events and 34 community
hospital eventsThe institution retrieved and scanndldeD reports and dischge summaries in a
timely manner, except in case 8.

Institution staff retrieved, reviewed, and scanakdhospital records into the eUHRith the
exception of case 40.

Most hospital records were appropriately reviewed and signeginyvaler, excepin cases 18 and
19when the hospital discharge summaries lacked a provider signature to indicatiectynatre
reviewed.

Most hospital records were dated by a provider to document when the report had been yeviewed
cases 10 and 4fere exceptions
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Specialty Services

There werdrequent problems in the retrieval and review of specialty reports. These findings are
discussed in detail in tH&pecialty Servicesdicator.

There was one misfilespecialtydocument

1 In case 31staff fileda specialty rport in the wrong patietg chart.

Diagnostic Reports

San Quentidemonstrated poor performance in the retrieval and scanning of diagnostic reports,
specifically laboratory reports. These findings are discussed in detailhageostic Services
indicaor.

Urgent/Emergent Records

Nurses sometimes did not properly document their urgent and emergent encQasessl9, 24,
27, 30, and B had nursing documentation that was missing.

Scanning Performance

Mistakes weredentified in the document scanningpess as either mislabeled or misfiled
documentsMislabeled documents in the eUHRcurredn case$ and 42 Documents were
misfiled (into the wrongpatiend shart) more frequentjythis erroroccurredn cases 9, 31
(discussed above}8, 39, and 41.

San Quentiperformed poorlyegardingimeliness olkcanning lab reports and provid&psogress
notes into the eUHR. Most delays in scanniegerelated to documentbatproviders or onsite
specialists did not sign timelyhis deficiencyccurredn cases 9, 18, 21, 23, 24, 25, 27, 30, 31,
32, 37, 38, 40, 42, and 43. According to the medical records supervisor, a few providers had
problems accessing the dictation service to electronically sign their progress notes.

The OIG clinicians also identifiedoduments that were missing from the eUHR in cases 3, 7, 8, 10,
14, 18, 19, 22, 24, 26, 27, 29, 30, 31, 32, 38, 39, 40, 42, afidhi@ddeficiency occurred frequently
andhad anegativeeffectonthe quality of medical cafgecauseelevant clinical information was

not always available to providers.

Legibility
Sinceproviders dictatethe majority of progress notebere werao concerngboutlegibility.
Clinician Onsite Inspection

Providers maintained open lines of communication with their Iboapital and many of their local
specialists, which likely mitigated any problems retrieving hospital records, including discharge
summaries. Once these offsite specialty services and hospital records were retrieved, they were
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immediately delivered to praders via emalil, often on the same d3ff retrievedhese records.
The effectiveness of theameday retrieval and delivery processtigated hpses in medical care.

The OIG clinicians observed clinical information transmission during the daily ngoinoicid|es
andinterviewed various health care staff regarding how information, espeacghyding

afterhours and offsite medical camgas handledThe processtaff used to communicateis

important information was not consist@mongcare teams. Wk each clinic used a standard
huddleagenda every morning, relevant discussion apatients who had required aff@ours or

offsite carewas not discusseat every morning huddle. The discussion at particularcare team
huddlewas superficial and taied only upon whether or not these patients had fallpw

appointments. There was no actual discussion or further assessment by this care team to determine
if these patients required any additional intervention during the day.

Clinician Summary

San Quenti showedsignificantneed foimprovementin severaHealth Information Management
areas. Whilehe institutionperformed welin the retrieval of hospital and outside ED reports, the
retrieval of progress notes by providers and nurses was Tioene wereserious problems with the
retrieval of diagnostic and specialty repodiscussed in further detail in their respective indicators.
There weralsosignificant delays in the scanning times of progress notes by providers, nurses, and
onsite specialistd he transmission of important afteours and offsite clinical information during
morning huddlewas not consistent. Due to the multitude of problems described above, the OIG
clinicians rated this indicatanadequate

Compliance Testing Results

SanQuentinscored in thénadequateange in theHealth Information Management (Medical
Records)ndicator,with a compliance score 6#.6 percentThe following three areasere
inadequate

1 The institution scoreglist 8 percenin its labeling and filing oflocuments scanned into
patient®electronic unit health recordSevenerrorswere mislabeledocumentsincluding
primary care progress notes labeled as specialist progress@oéstcumentvasscanned
under the wrong patient nagrend another documemasmissing page§MIT 4.006).

1 The institution scored only5lpercentin the timely scanning of dictated or transcribed
provider progress notes into patigi@s/HR files Progress notes were timely scanned
within five calendar days fanly 3 of the 20 sampled documentshile 17 sampled
progress notes were scanned betwserand20 days latg§MIT 4.002).

1 When the OIG reviewed various medical documémbspital discharge reports, initial
health screening forms, certain medicatiorords, and specialty services reppttsensure
that clinical staff legibly documented their names on the foPdhef 40 samples
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(60 percen)t were compliantSixteenof the samples did not include clinician name stamps
or a legible signatur@VIT 4.007)

The institution performed in thedequateaange in the followingwo tests

1 [Institution staff timely scannegightof ten sampled initial health screening forms and health
care service request forms into patiéetdHRfile within three calendar days ofetlpatient
encounter§0 percen). Two documentsvere scanned orandfour days late MIT 4.001).

1 San Quentirtimely scanned community hospital discharge reports or treatment records into
the patients eUHR for 5 of the 20 sampled reportsyperceny; five reportswerescanned
onedaylate MIT 4.004).

The institution scored in theroficientrange in the following areas:

1 Stafftimely scanned9 of the 20 samplethedication administration records (MARB}o
patient®eUHRs 05 percen); oneMAR was scanmthree daytate MIT 4.005).

1 Inspectors reviewed eUHR files for 30 patients sent or admitted to the hdspsyaikal
discharge reports or treatment record2®patients 93.3percent werecomplete and
reviewed by providers within three calendar days of dischargewiegratiens, provides
reviewed the hospital discharge summary regforé and sixdays late (MIT 4.008).

1 For 18 of 20 specialty service consultant reports samplepgi@@nt), staff scanned the
reports into the patiets eUHR file within five calendar days. Two documents were scanned
17 and 29 days laté/T 4.003).

Recommendations

The OIG recommends th&an Quentimequireprovidersto directly signlaboratory reports and
notes from onsite specialidtsindicate their revievand to avoid scanning delays
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HEALTH CARE ENVIRONMENT

This indicator addresses the geneagrational aspects of the Case Review Rating:
institutionds clinics, including certain elements of infection control Not Applicable
and sanitation, medical supplies and equipment management, th Compliance Score:
availability of both auditory and visual privacy fimmatepatient Adequate
visits, and the sufficiencgf facility infrastructure to conduct (75.4%)
comprehensive medical examinatioRating of this componeri Overall Rating:
based entirely on the compliance testing results from the visual Adequate
observations inspectors makethe institutiorduring their onsite

visit.

ComplianceTesting Results

The institution received aadequatecompliance score af54 percentn theHealth Care
Environmenindicator,with proficientscoresan the followingfour areas:

1 Health care staff at all 13 clirsensured that nemvasive medical equipent was properly
sterilizedanddisinfectedMIT 5.102).

1 The institutiords nonrclinic bulk medical supply storage areas met the supply management
process and support needs of the medical health care prdgians.(L06).

1 All 13clinic areas had an environmteconducive to providing medical services
(MIT 5.109).

1 Staffappropriately disinfected, cleaned, and sanitized 18 &8 clinics(92 perceny. One
clinic had incomplete cleaning lo@g®lIT 5.101)

The following two test areas received scores iratheguateange:

1 Eleven of thirteen clinickad operable sinks and sufficient quantities of hand hygiene
supplies in clinical area8% percen}. Two clinic locatiorsdinmatepatientrestroons did not
have either soap or disposable tow@sT 5.103).

1 Wheninspecting for proper protocols to mitigate exposure to blomde pathogens and
contaminated waste, the OIG inspectors found 11 of 13 clinigsgi@®n) compliant. One
clinic did not have a biohazard container, and another did not have a sharpscontain
(MIT 5.105).
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San Quentirscored in thénadequateange in the following five areas

T

San

The OIG inspected various exam rooms in eachaof
Quentirgs 13 clinics, observing patient encounters ang
interviewing clinical staff, to determine if appropriate
space, configuration, supplies, and equipment allowe
clinicians to perform a proper clinical exam. The exa
rooms or treatment spaces in oblgf 13 clinics

(38 percen) were sufficient. Eight clinics had exam
areas where 2percentor more of the exam area
cabinets were not labeled for easy identificatibrno AR
of the eight clinics also did not provide visual privacy
for patientqFigure 1) (MIT 5.110).

OIG inspectors observed clinicigrencounters with
inmatepatients inl1 clinics. Clinicians followed good
hand hygiene practices amly six clinics (55 percen}.
In two clinics, cliniciansfailed towash their hands
immediatelyafter physical contact with a patieAt three clinic locationscliniciansdid not
wash or sanitize their hands prior to applying gloves and examining the sti€ns.104).

Figure 1: Lack of visual privacy foi
patients

Only 7 of 13clinics inspectedollowed adequate medical supply storage andagament
protocols in their clinical ared84 percen). Medical supplies at six clinics were not orderly
or clearly identifiable, and one of the six clinics out of compliance had personal food items
stored in the same area as medical sup\i#s 5.107).

The institution furnished only of 13 clinics
and exam rooms with essential supplies ang
core equipment necessary to conduct a
comprehensive exanb4 perceny. Missing
items in exam rooms included hemoccult
cards and developer, lubricating jeland
tongue depressar§wo clinicshad a
automated external defibrillat@rithout
evidence of currertalibration(Figure 2),
andanother clinic had an otoscope without a
working light(MIT 5.108).

Figure 2: AED without current calibration

Inspectors examined emergency response bags to determine if the bags were inspected daily
and inventoried monthly, and whether they contained all essential Egnesgency
responséags were compliant in six of the nine sampled clinical locations where they were
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stored 67 percen. In three locations, the logs showed the bags had not been inspected each
watch for the five most recent days prior to the inspectitii (5.111).

Other Information Obtained from Non -Scored Results

1 The OIG gathered information to determine if the instituqgrhysical infrastructure was
maintained in a manner that supported health care managerabitity to provide timely or
adequate health car€his question was not scored. OIG inspectors interviewed health care
managemenwho did not have concerns about the facitwability to provide adequate
health careAt the time of the OIG inspectiorhdre weretwo project underwayto improve
medicdion preparation and distribution. The existing medication room in North Blask
80 square feetand onstructionwas taking place to provide a new medication distribution
facility with four windows. Construction ltkalso begun to create two new medicati
rooms within the South Block housing facility. The construction inadwtigling sinks and
water faucetsAccording to management, the projects began in phases starfinly 2015
andwerescheduled to be completedrimd-2016(MIT 5.999)

Recommendaan for CCHCS

The OIG recommends th@CHCS avelop a statewide policy to identify required core equipment
and supplies for each type of clinical setting, including primary care clinics, specialty clinics, TTA
R&Rs, and inpatient units.

Recommendatiogfor San Quentin

The OIG recommends the institution implement the following:

1 Conduct periodic training and refresher courses on proper hand sanitation techniques and
protocols that staff should follow when applying and removing protective ghmfese,
during, and subsequent pmtient encounters.

1 Improvepatient privacywith portable privacy screens.
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INTER- AND | NTRA-SYSTEM TRANSFERS

This indicator focuses on the managemenhofatepatiensd

. - - _ ) Case Review Rating:
medical needs and continuity of patient care during the-iatet

Adequate
intra-facility transfer procesd he patients reviewed fdnter- and Compliance Score:
Intra-System Transfeiaclude inmates received from otf@DCR Proficient
facilities and inmates transferring out®4én Quentirio another (87.0%)
CDCR facility. The OIG review includes evaluatioof the Overall Rating:
institutionds ability to provide and document health screening Adequate

assessments, initiation of relevant referrals based on patient netess;

and the continuity of medication delivery to patiestsving from

another institution. For those patients, @i& clinicians also reiew the timely completion of
pending health appointments, tests, and requests for specialty serviagamdiepatiens who
transfer out of the facility, the OIG evaluates the ability of the institution to document transfer
information that includes prexisting health conditions, pending appointments, sastisequests

for specialty services, medication transfer packages, and medication administration prior to transfer.
The OIG clinicians also evaluate the care provided to patients returning totthutiamsfrom an

outside hospital and check to ensure appropriate implementation of the hospital assessment and
treatment plans.

In this indicator, the OI& case review and compliance review processes yielded different results,
with the case review givingnadequateaating and the compliance testing resulting praficient
score.The result variance @ue todifferent testing approaches. For example, transfer documents
may have been present in the medical record as required by policy, and the fiagipgsitively

reflected in the compliance rating. However, the clinical quality of those same documents may have
been poor and negatively reflected in the case review ratiigis indicator, the case review found
concerns related to hospital dischargéents,who were generallgf higherrisk than mostAs a

result, the overall rating for this indicateasadequate

Case Review Results

The OIG clinicians reviewed 22 encounters related to-iatatintra-system transfersncluding
information from both the sending and receiving institutions. The OIG reviswethcounters for
inmates transferring out &an Quentirio other institutions, and 16 encounters for inmates
transferring intdSan Quentirirom other institutionsThe OIG reviewed 36 events related to
patients returning t8&an Quentidrom a community hospitalization or emergency department.
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Transfers In

There werea few minor @ficienciesregardingnmates transferring int8an Quentirirom other
CDCR institutins, primarilydueto incomplete nursing documentation. However, one (e
11)involveda lapse in continuity of an essential medication. Examples of the deficiencies included:

1 Incasell, thee was a lapse in medication continuity. Tfagient did noteceive phenytoin,
a medication to prevent seizures, until the third day after arrival. Phenytoin must be taken
every day to maintain an adequate blood level.

1 Incases 11 and 44, the initial provider visit occurred beyond the requested time frame.

1 In casel3, lab tests ordered at the sending institution on the day before transfer were not
performed. The sending institution did not scan the orders into the eUHR until two months
after the transfer. A follovup PCP visit, also ordered the day before transfsrred
beyond the requested time framde. r evi ew of t he didchlistaffopors 6 e UH
transfer tahe institutionwould have identified these issues from the sending institution.

Transfers Out

Deficiencies with inmates transferring outS#n Quentirwere largely due to incomplete nursing
documentation of significant medical information on the Health Care Transfer Inform@b@R
Form7371).Although in most cases the nurses attached a patient summary, information on the
summary was not always accurate or complete. If a patient has a pending specialty appointment, the
transfer nurse emailed the information to the PCP and t@etieévingandrelease provider to

determine if a medical hold was indicated.

1 In case 14theRN did not document that a spirometry test to assess the severity of lung
disease was completed two days before transigitution staff never scanneletest
report into tle eUHR. TheRN also did not include two pending specialty referrals Szt
Quentinmedical staff approved he institutionemailed me request for an ophthalmology
consultation to the receiving institution one month after the transfer, and the comsultati
occurred timely. The second request, for a sleep study, was emalbeoh lyuentirio the
wrong institution, which then emailed it to the receiving institution. The sleep study request
was received two montledter transfeto the new receiving institiagin, and the order was
discontinued.

Hospitalizations

Patients returning from hospitalizations or from outside emergency departments (EDs) are some of
the highest risk encounters due to two factors. These patients are of higher acuity since they had just
been hospitalized for a severe illness in most cases. These patients are doubly at risk due to the
potential lapses care that can occur during the hasftifrom the hospital to the institutiom.TA

nurses processed hospital discleargatients upon retuto San QuentinMost discharge
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summaries were retrieved from community hospitals and scanned into the eUHR within acceptable
time frames, but discharge summaries were often not signed off or dated by a provider (further
discussed imHealth Information MaagemenandSpecialty Serviceshn the majority of cases,

registered nurseappropriately reviewed the discharge medications, plan of care, and obtained
physician orders.

However, five cases illustrate how the lack of attention to detail can resalhsfdr errors or risk
of harm for patients returning from the hospifdle OIG providd these cases for quality
improvement purposes.

1 In caseB, theRN noted the patie gait was unsteady, but did not initiate an intervention
such as providing eemporary walker to ensure the patient was safe from falls.

1 In case 24, th&N did not contact the emergency department to obtain discharge
information, including whethehe emergency department gdkie patient insulin before
theydischargd him.

1 In case27,therewas a delay in thdischargeaeport scanned into the eUHR by Medical
Records. This resulted in the report not being available to the provider at the dipliaisit.
In addition, on a different hospital discharge, R did not observe the drgisag on the
patients newly placed suprapubic catheter (tube to drain urine from the bladder) and did not
request orders for wound care from the providecalh

1 In case40, medical records failed to obtain the results of biopsies of the |Gatsadder
tumor thatthe hospital completed@his was a significant lapse in medical care for the
patient, especially given his history of bladder cancer.

1 Incase 41, medical records mistakenly scanned another pahespitalization report
under this patiei file. This error occurred because the two patients shared the same last
name. This was a significant error in scanning as it presented medical providers with the
wrong patient information and could have led to subsequent provider errors in thegpatient
medcal care.

Clinician Onsite Visit

Thereceivingand release (R&R) processcuredin the samelinic as the reception center. The

LVN took vital signs.TheRN reviewed théHealthCareTransferinformationform (CDCR Form
7371), medication reconciliatiomifim, medication administration records, patient summary, and
any medical equipment or supplies that came with the patienRNhmeet with the patient to
complete thénitial HealthScreening form (CDCR Form 7277) and to identify any special needs
such as a loer bunk. The nurse obtained medication orders from the R&R provider who reviewed
the transfer information and ordered the initial PCP visit.
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Systemwide Transfer Challenges

In reviewinglnter- andIntra-SystenTransfers the OIG acknowledgssystemwide challenges
common to all institutiondNurses are responsible for accurately communicating pertinent
information, identifying health care conditions that need treatment and monitoring, and facilitating
continuity of care during the transferogess. While this is sufficient for most CDCR patients, it has
not been adequate for patients with complex medical conditions or patients referred for complex
specialty care. Often, nurses not familiar with the palsecdre or are not part of the primaare

team initiate the CDCR Form 7371 transfer forms. In addition, providers are often left out of the
transfer process altogether, and patients are transferred without the f@sokiabevledge. Without a
sending and receiving provider, the risk for keps care increase significantlyhe OIG

understands CCHCS is currently working to revise the transfer policy with its Patient Management
Care Coordination Initiative and looks forward to reviewing that new policy once finalized.

Compliance Testing Restd

The institution performed in tharoficientrangeandobtained a score &7.0 percentin the
Inter- and IntraSystem Transferadicator,scoringwell in the two areabelow:

91 During onsite testing, transfer packages included the required medicatidnslated
documentation for all five applicable inmagtatients who transferred out of the institution
(MIT 6.101).

1 Nursing staff timely completed the assessment and disposition sectiongrofighéiealth
Screening form (CDCR Form 72)/for 28 of the30 (93 percent applicable patients
sampled For two samples, nursing staff did not properly sign the {dfiii 6.002).

The instituton scored within thadequateangein theremainingthreetess:

1 Inspectors sampled 30 patients who transferredSat@Quentinfrom other institutions to
ensure that each patient received a timely health screassegsmenipon arrivalat the
institution Nursing staff completed CDCR Form 7277 on the same day 2drof the
arriving patiens (80 percen). Nursing staffdid not answer all required questions on the
CDCR Form 7277 for six patien(®1IT 6.001).

1 Of 11 sampled patients who transferred i&8m Quentinwith an existing medication order,
nine of them (82ercen} received their medications without interruptiquon arrival to the
institution. Two patients received their medications one dayN&fe 6.003).

1 The OIG tested 20 patients who transferred o8asf Quentirto another CDCR institution
to determine whether their scheduled specialty service appointmergdisted on the
Health Care Transfer Information form (CDCR Form 7371). Staff identified the scheduled
appointments on the transfer forms of 16 of patients samplgue(8@n}. Nursing staff did
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not document the previously approved specialty servipeiapment for four patients
(MIT 6.004).

Recommendations

No specific recommendations.
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PHARMACY AND MEDICATION MANAGEMENT

This indicator is an evaluation of tirestitutioné ability to provide Case Review Rating:
appropriate pharmaceutical administration and security managen Adequate
encompassing the process from the written prescription to the Compliance Score:
administration of the medication. By combining both a quantitativ Adequate
compliance test with caseview analysis, this assessmigtentifies (77.8%)

issues in various stages of the medication management process, Overall Rating:
including ordering and prescribing, transcribing and verifying, Adequate

dispensing and delivering, administering, and documenting and
reporting.Becauseffective medication management is affected by

numerous entities across various departments, this assessment considers internal review and
approval processes, pharmacy, nursing, health information systems, custody processes, and actions
taken by the PCP escriber, staff, and patient.

Case Review Results

The OIG clinicians evaluate pharmacy and medication management as secondary processes as they
relate to the quality of clinical care provided. Compliance testing is a more targeted approach and is
heavily relied on for the overall rating for this indicator. Overall pharmacy and medication
administration performance was rasmtbquate

Nursing Medication Errors

During the onsite visit, OIG clinicians met with medical, nursing, and pharmacy representatives
regarding case review findings. Nursing instruction and monitoring of staff knowledge, skills, and
practice regarding medication administration was evident by current records maintained in the
individual education and administrative nursing files. The nuisistguctor and nursing
administrators aban Quentimad implemented medication administration competency and physical
assessment testing as part of the annual training for nursing staff.

OIG clinicians reviewed 4fedication management nursing eventhacase reviews, of which
the vast majority demonstrated that patients received medications timely and as prescribed.
Medication errorsevealed duringase reviews were rare. However, the followdledjciencycan
be used for education and quality improent purposes:

1 In case 43, the medication nurse did not notify the PCP that the patient refused three
consecutive doses of a medication that prevents blood clots from forming in the veins.
Fortunately, no harm came to the patient.
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Pharmacy Errors

In case 44, the medication nurse failed to reconcile the medication administration record with the
provideis order and gave the patient a supply of a newasktfinister medication. There was no
order for this medication in the eUHR. Later, when the pati@nbésl it was cough medication, he
stated he did not ne¢lde medicatiorand returned it.

Medication Continuity

In the majority ofcasesmedication continuity was not a significant problem for patients
transferring into the institution, returning from a community hosptaieceiving monthly chronic
care medications.

1 Incase 11, there was a lapse in medication continuity for a patestearring from another
CDCR institution. The patient did not receive phenyfaimticonvulsantuntil the third day
afterhis arrival. This medicatioormustbe takereveryday to maintain an adequate blood
level. Thiscaseis also discussed in thister- and IntraSystem Transfers indicator

1 In case 23, a chronic capeescriptionfor high blood pressure expired dune 16and was
last dispensed by the pharmacyMay 21 However, the patient picked up a supply of the
keeponperson medication ocBeptembel16,despite the fact a provider never renewed the
medication for the patient.

Anticoagulant Medication

In case 43, the patient initially refused his warfarin (blttednermedication that requires days to
start working), but agreed to restart thedication after discussion with his provider. However, the
provider failed to start the patiéatLovenox (another immediate acting blood thinner) at the time
the provider restarted the patiéwarfarin. The patienis Lovenox was delayed for nearly one
week before being restarted. In addition, while the provider documented that thedpatsefdrin
would be restartedhe medication was not actually ordered until a week later.

Conclusion

The OIG rated the case review portiorPéfarmacy and MedicatioManagemenperformance
adequate.

Compliance Testing Results

The institution performed in tredequateangeand received aompliancescore of77.8percentn
thePharmacy and Medication Managemaémdicator. For discussion purposes below, ihiscator
is divided into three sulmdicators medication administratimbservednedication pactices and
storagecontrols andpharmacy protocols
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Medication Administration

In this subindicator, the institution receivedpaoficientscore 0f92.4 percentperforming well in
the five areas below:

T

Inspectors reviewed files of 20 sampled patients who recently arrived from a county jail and
identifiedtwo patients who needed to be reissued medications upon their ésotal.
patients reeived their medicatistimely(MIT 7.004).

Thirty-nine of the 40 patients sampled (@&cen} timely received their new medication
orders. One patient received his medication 11 daysNdie 7.002).

San Quentirensured that 28 of 30 patients sampledp@®®en} received tikir medications
without interruption when they transferred from one housing unit to an@hepatient did
not receivehis prescribed medication at the next dosing interval following the tngrikée
corresponding MARndicatedan unexplained missed @osAnother patient refused the
medicationputa signed refusal form could not be foundhe eUHR(MIT 7.005).

San Quentitimely provided hospital discharge medications@@®30 patients sampled
who had returned from a community hospital (&rcen}. Nursing staff providedne of the
patients discharge medications odaylate; for two other patients, there was no evidence
that one or more medications ordered by the provider were administeredateaflatient
received the ordered medication te{&/IT 7.003).

Nursing staff timely dispensed lostgrm chronic care medications to 33 of the 39
inmatepatients sampled, scoring &rcenton this testFourpatientsreceived their KOP
medication refills from 11 to 29 days latfifth patient did noteceive a provider follovup
visit within one calendar day after the patient refused his presantiedl medication
Finally, anurse did not sign a medication administratiecord to evidence the medication
was administere(MIT 7.001).

Observed Medtation Practices and Storagé€ontrols

For this subindicator, the institution receivedh énadequatescore of47.2 percentshowing room
for improvementn the following areas:

T

San

The OIG interviewed nursing staff and inspected narsstmrage areas at 11 applicable
locations four locations were in complian¢87 percen}. Three locations did not have
signatures for narcotdog books during December 2016 and January 2016, and three other
locations did not have countsignatures ofwo nurses to verify narcotics inventory at the

end of a shift on several days in December 2015 and JanuaryN016.(L01).
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1 San Quentimproperly stored nomarcotic
medications tht did not require refrigeration at
8 of 15 applicable clinics and medicatidine
storage locationb3 percen}. In six locations
there wereno established systesm placefor
returnto-pharmacy medicationgn four
locations internal (oral) an@xternal (topical)
medications were not stored separaf€igure
3). In arother locationa single dose afpen
sterile watemwas not discarded within the
ma n u f a qguidelmes(MId §.102).

1 Non-narcoticmedications requiringefrigeration
were properly stored at only one of 13
applicable cliniand medication line locations
At 11 locatiors, staff did not have a designated
returnto- pharmacy area for refrigerated
medicationsFive of the inspectelbcations Figure 3:Oral and topical medications
displayed errors ifabelingopened medication that should be stored separately
to determinavhenit would expire Threelocationsdid not record alhistorical refrigerator
temperature logs as requirehdone locatiofs historical temperature logs showetorded
refrigeratortemperature readingsatwere out of rangeer CCHCS policyMIT 7.103).

1 Inspectors observed the medication preparation and administration prateeses
medication line locations. Nursing staff were compliant with proper hand hygiene
contamination cotrol protocols abnly two of the sever§29 percen}. At five locations
nurses failed to sanitize or wash their hands prior to initially putting on gtowegyloving
during medication administratiqgMIT 7.104).

1 At four of seven observed medicatibne locationsthemedication distribution procesgas
compliant with administrative controls and protog@g percenf. Two medicationline
nurses did not follow instructions on how to properly administer medication by crushing and
floating medication asrdered One nurse did natbservenvhetherthe patienswallowed
direct observation medicatio(slIT 7.106).

The institutionscored 10(@ercenton the following test

1 Nursing staff at all seven of the medication and preparatiomnistratioriocations
employed appropriat@dministrativecontrols and protocols during medication preparation
(MIT 7.105).
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Pharmacy Protocols

San Quentirscored 10(@ercentin all five tests of this sulindicator.

1 Inits main pharmacy, the institution followgéneral security, organization, and cleanliness
management protocols; properly stored-nefmigerated refrigeratedandfrozen
medicationsproperly accounted for narcotic medicatipasdfollowed key medication
error reporting protocol@MIT 7.107,7.108,7.109,7.11Q 7.111).

Non-ScoredTests

In addition to testing reported medicatierrors, OIG inspectors followp on any significant
medication errors found during the case reviews or compliance testing to determine whether the
errors were properly &htified and reported. These findings are not score®aftQuentinthe

OIG did not find any applicable medication errors subject to thisNd$t 7.998)

The OIG alsdesedinmatepatients housed in isolation units to determine iy thad immediate
aacess tqrescribed KOP rescue inhalers and nitroglycerin medications. Inspectors interigawed
applicable inmate andninehad possession tieir prescribed rescue medicatidbne inmate
claimedhisrescue inhaler was not forwardedhimwhen he returneffom court.Following the
OIGGs notification, théSan Quentirthief executiveofficer showed the OIG the patient received his
inhaler within one hour after he claimed he did not haMIiit 7.999).

Recommendations

No specific recommendaiis.
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PREVENTIVE SERVICES

This indicator assesses whether various preventive medical sery  Case Review Rating:
are offered or provided to inmapatients. Thesmclude cancer Not Applicable
screenings, tuberculosis screenings, and influenza and chronic ¢ Compliance Score:
immunizations. This indicator also assesses whether certain Inadequate
institutions take preventive actions to relocate inrpatients (61.5%)
identified as being at higher risk for contragticoccidioidomycosis Overall Rating:
(valleyfever). Inadequate

The OIG rates this indicator entirely through the compliance testing
component; the case review process does not include a separate qualitative analysis for this
indicator.

Compliance Testing Results

The institution pgormed in thanadequateange in thd’reventive Servicaadicator, witha
compliancescore 0615 percentshowingneedfor improvementn the following four areas

l

San

The institution scored 3@ercentfor timely administering antiuberculosismedications to
patients with tuberculosis. Of 30 patients sampled, only 10 received all required doses of
their medication during the most recent thneenth period. The other 20 patients missed

one or more doses of their medication or did not receivesating when they refused the
medication MIT 9.001).For thesame30 patientssampledthe institutiondid not properly
document the monitoring of patients taking d@nberculosis medications. Only eight of the
patientssampled (2percen) hadweekly scaned Tuberculosis Monthly Monitoring forms.
Inspectors found that 22 patients did not receive their weekly or monthly monitoring, or the
monitoring forms were not scanned on a weekly or monthly Igisi$is 9.002).

Although the institution timely screened @D sampled patients for tuberculosis within the
prior year, clinicians only properly screenedggfcentof those patientdsifteen of the

sampled patients were classified as Code 34 (subject only to an annual signs and symptoms
check), and 15 sampledtmnts were classified as a Code 22 (requiring a tuberculosis skin
test in addition to a signs and symptoms check). For Code 34 patientsl 3 4aohple
testedwere properly screengdith one patientor whomthe nurse did not properly

complete the histry and symptoms section. Howeyenly 3 of the 15 patients classified as
Code 22 were properly screen&gecifically, 12 of the sampled Code 22 patients received
improper screening# two instancesan LVN or LPT, rather than RN, public health

nurse, or primary care provider, read the skin test resultBwrsing staff did not document
either the specific administered (start) or read (end) date and time to evidence the TB test
was completed within the required-&872-hour time framéMIT 9.003).
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1 The OIG tested whether the institution offered vaccinations for influenza, pneumonia, and
hepatitis to patients who suffered from a chronic care conduiay;15 of the27 patients
sampled56 percen} received or were offered all recommended vaattams at the required
intervak. For nine patientshere was no evidence tipatients either received or refusmtke
or more of the three types of vaccinatiovithin the last five year@MIT 9.008).

The institution did score in thgroficientrangein the following two tests:

1 The institution was compliant in offering annual influenza vaccinatioai 89 patients
sampled MIT 9.004).

1 The institution provided colorectal cancer screenings to 29 of 30 sampled patients subject to
the annual screening regeiment (97ercen). For one patient, there was no evidence the
patient was offered or refused the screening within the previous 12 mbhih8.005).

Recommendations

No specific recommendations.
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QUALITY OF NURSING PERFORMANCE

TheQuality of Nursing Performandedicator is a qualitative
evaluation othe institutiords nursing servicesThe evaluation is
completedentirely by OIG nursing clinicians within the case
review process, and, therefore, does not have a score under the
complianceesting component. The OIG nurses conduct case
reviews that includeeviewingfaceto-face encounters related to Overall Rating:
nursing sick calrequests identified on the Health Care Services Adequate
Requesform (CDCR Form 7362), urgent wailk visits, referrals
for medical services by custody statgistered nursease managememggistered nursetilization
management, clinical encounterslimgnsed vocational nurs€sVNs) andlicensed psychiatric
techniciangLPTs), and any other nursing service performed on an outpatient basis. The OIG case
review also includes activities and processes performed by nursing staff that are not considered
direct mtient encounters, such as the initial receipt and review of CDCR Forns&B6&

requests and followp with primary care providers and other staff on behalf of the patient. Key
focus areas for evaluation of outpatient nursing care include appropsstemtimeliness of

patient triage and assessment, identification and prioritization of health care needs, use of the
nursing process to implement interventions including patient education and referrals, and
documentation that is accurate, thorough, agible.Nursing services provided in the correctional
treatment center (CTC), or other inpatient uaits reported undehe Specialized Medical Housing
indicator. Nursing services provided in the triage and treatment area (TTA) or related to emergency
medical responses are reported unlerergency Service®IG nursing clinicians rated th@uality

of Nursing Performancat San Quentiradequate

Case Review Rating
Adequate
Compliance Score
Not Applicable

Case Review Results

The OIG evaluated 549 nursing encountlreng thecase reviewpf which 251 were outpatient
nursing encounter®f the 23 outpatient nursing encounters reviewed, approximafédwere for
sick call requests (CDCR form 7362) or primary care clinic nurse fellpwisits,15 were for
nursingcare management, afide were for otler outpatient nursing encounters such as public
health and specialty care. general, nursing performed wdih. all, 68 deficiencies were founith
outpatient nursing services, the majority of which were determinbd utikely to contribute to
patientharm.Nevertheless, these deficient areas are clearly established in CCHCS policy as
requirements for nursing care and practice, #meteforerequire quality improvement strategies.
However,several cases8(20,81, and33) displayeddeficiencies witlthe potential for adverse
outcomes or unnecessary delays in needed health care services.

Nursing Sick Call

The majority of sickcall RNs appropriately assessed complaints and symptoms, and provided
necessary interventions for patients presenting with raeisues in the outpatientirseclinics.
The quality of nursing performance was affected by patterns of deficiencies that inohaded
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assessmenimproperimplementation of interventions based on assessmeninadequateursing
documentationsuch a in the following examples:

1 In case 8, the patient reported on a sick call request that he had a sore throat and abdominal
pain for a few monthg/ith increasing severity, anmirrentvomiting. The patient also
reported a poor appetite at times. At R visit, the patient statetthatthose symptoms had
resolved and he now had cold symptoms with fatigue and muscle pain for three weeks. The
RN assessed the patiéntold symptoms and provided the patient with cold medication.
However, theRN failed to assesthe patierds abdominal pain and vomiting, which
worsened over several months. R also failed to refer the patient to the PCP for
evaluationThe RNGs failure delayed this patigstcancer diagnosis.

1 In case 20the sick callRN did not recognize thpatients acute illneshadnotimproved
after several days of antibiotics. TR& failed to notify the PCP of the patiémtcontinuing
symptoms before releasing the patient from the clifincee days later, the patient was
hospitalized with sepsis (anfection in the bloodstream) atitendied

1 In case 27, the patieatibmitteda sick call request for problems urinating. Rié reviewed
the patiends history and determined the problem rhaye beem urethral blockage. The
RN made an urgent referral oe PCP for the next day. TRN should have called the PCP
before releasing the patient to return to his housing. Instead, the PCP visit occurred in two
days.The patient was unable to urinate after the PCP visit and was sent to the hospital.

1 In case 57, the patient had four sick €&l visits for symptoms of hemorrhoids. TR&s
did not perform adequate assessments and did not give the patient hemorrhoid treatment
available via the nursing protocol. At the fifth sick call request visitRiNanotedthata
colonoscopy report recommended treatment for external hemorrhoidBRNItentacted the
PCP and obtained an order for the same medication that was availahle masing
protocol.

1 In case 68, the patient submitted a sick call requegteaksto his PCP about surgéoy a
worseninghernia The PCIBs plan at th@reviousvisit was to delay surgery until the patient
was in better health. THeN did not consult with the PC&boutwhether to removihe
patients abdominal bindesindinspect he hernia. Instead, th@N advised the patient that he
had a PCP visit scheduledsaven to temdays. Thenstitution sent thgatient to the
emergency departmebefore the PCP visdfter the hernia became more painful and could
not betreated manually.

1 Incase 71, th&N failed for a weekto make a referral to the PCP for a patient with a
nosebleedAlthough there was no bleeding during the sick call visit, the patient had an
extensive medical history and was on medication to inhibit blood clotting.
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1 Incase 81, th&N saw the patierfor a sick call request fqggainanda possibleeye
infectionafter surgeryThe RN assessed the patienthas cell front,butdid not assess vital
signs, visual acuityor pain level TheRN failed tocontact the PCP regiing a possible
recurrent infection.

1 In case 83,ieRN saw the patient on the same daygluok callrequest was ceived.The
patientrecently had neck surgery améscomplaining of new neurological symptonihe
RN failed torefer the patient to the provider. This placed the patienigk of harm.
Fortunately, the patient saw the provider three days later and was referred to the TTA for
further evaluation.

Other Outpatient Nursing Encounters

1 In case 23, the patient frequignvent to the TTA for noremergency oxygen therajyr
headache. The PCP ordered a specific rate and method of oxygen delivery. However, in the
30 encounters reviewed, the nurse either did not document the flow rate or method of
oxygen administration, grrovided oxygen at a rate or method different from what the PCP
had ordered.

1 In case 59, nurses did not perform dressing changes three times a week as ordered.

Medication Administration

Medication administration was generally timely and reliable. SeBlilaemacy andvedication
Managemenindicatorfor specific findings.

Emergency Care

Seethe Emergencyservicesndicatorfor specific findings.

Inter - and Intra-System Transfers

Seethelnter- and IntraSystem Transfe@ndDiagnostic Servicemdicatorsfor specific findings.
Specialized Medical Housing

See théSpecialized Medical Housingdicatorfor specific findings.

Clinician Onsite Visit

Thenurses in outpatient clinic setting®reactive participants in the primary care team morning
huddlesThehuddles started and ended on time and were well attended by the providerall sick
nurses, medication line nurses, schedulers, and offtes?CP facilitated the morning report and
discussions about currently hospitalized and newly discharged pali€Atsjsits, oncall
physicianreports, mental health concerns, and any other issues related to current patient issues and
the days clinic. All staff members had the opportunity to participate in the team discussions.
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During walking rounds, thBN and LVN staff verbalized having no major barriers with initiating
communication with nursing supervisors, providers, and custody officers regarding patient care
needsThe yard clinic nurses were knowledgeable about their patient paneeamdeyond their

daily sick call visits to check on patients th@greconcerned about. The receiving and release and
reception center nurses demonstratedrknowledge of processes established to assess the health
care status of incoming inmajesdthey provided necessacare while the patients remained in

the clinic area. Utilization management, specialty nursessamabort staff developed

communication systems and baclaystemdo ensure providers closely followed hospitalized
patients, and that specialty consultatiorese completed on tim&lurseswere enthusiastic about

their assignments and working conditiombe nursing stafbelieved they provided quality nursing
care to the patients and felt supported by the supenidisgand chiefiursingexecutive. Nurses in

all areas reported good working relationships with providers. Nursing staff is to be commended for
their knowledge about assigned patients, specific processes, procedures for their individual
assignments, and the institutiande nursing communication prtices.

Recommendatios

The OIG recommends th&an Quentimo the following:

1 Provide training to reinforca focused subjective and objective nursing assesdorezach
medical complainbased on both the pati#s current complaints and past healthdrigt

1 Provide training to remind nursing staff toaliment accuratéegible nursing notes
according to subjective, objective, assessment, pltadeducation (SOAPE) note format
requirementsincludinga legible signature and the time of the encounter.

1 Fully implement the nuligg case manager position.
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QUALITY OF PROVIDER PERFORMANCE

In this indicator, the OIG physicians provide a qualitative
evaluation of the adequacy of provider care at the institution.
Appropriate evaluation, diagnosis, and management plans are

Case Review Rating:
Proficient
Compliance Score:

reviewed for programs including, but not limited to, nursing sic Not Applicable
call, chronic care programs, TTA, specialized medical housing,

and specialty services. The assessment of provider care is Overall Rating:
performed entirely by OIG physiciariBhere is no compliance Proficient

testing component associated with this quality indicator.

Case Review Results

The OIG cliniciars reviewed 438 medical providencounters and identifietV deficiencies related

to providerperformance. Of théd7 deficiencies16 were significant. Thproviders performed very

well managing complex medical patienBoviders usually ade sound and accurate diagnpses

and treatment plans were appropriate and thordeigividers generally reviewededical records

with good depth. Emergency care and anticoagulation management were also good. Hepatitis C and
diabetes management werecellentin most casedroviders referred patients for specialty services
appropriatelyand the quality of their documentation was excellermyviders orderegatient

follow-ups withinthe appropriate time intervddue to the excellent care provid€lG clinicians

ratedthis indicatorproficient

Assessment and DecisioMaking

Poor assessment and misdiagrspalthough rare, did occu®@IG clinicians found gors with
provider assessment in case&®, 42,43, and the following two cases

1 In case 6the patient had a critically elevated blood pressure of 211/130. The provider failed
to recognize hypertensive urgency and did not transfer the patient to the TTA for closer
monitoring. Furthermorehe provider did not give the patiesqppropriate medicains to
treat his abnormal blood pressure. This failure resulted in an emergency roeoutsérd
this patient. If the provider had correctly diagnosed the patient and initiated prompt
treatment, the emergency room transfer was potentially avoidable.

1 In case 18, the patient had severe chronic obstructive lung disease that required oxygen
supplementation 24 hours a day. However, the provider only ordered an oxygen
concentrator for use as needed.
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Despite the examplegove providers demonstratezkcellentdiagnostic skillsn most of the cases

T

In case 29, the patient received dialysisHis endstage renal diseaséhe patient also had
multiple, chronic medical issues that required almost daily management by his providers.
This case waturthercomplicated by the patigist persistent noncompliance with his

dialysis and his frequent refusals to héakes drawrto monitor his potassium levels. As a
result, the patied potassium levddecame critically high, prompting providers to transfer
him tothe local ER for urgent dialysis. Due to the diligence of providers, the patient never
developed any potentiallgthal cardiac arrhythmiasis usually associated with critically
elevated potassium levels.

Review of Records

Providers generally performdtiorough chart reviews, which greatly aided in their diagnostic
assessments and their ability to provide comprsive medical care for patients.

l

In case 32, the provider was meticulous regarding chartweand expertly maaged all of
the patients multiple medical conditionsuch as chronic kidney disease, hypertensiod
progressive lung disease. The provider closely monitored the gaiins for
anticoagulation levels. The provider also ordered appropridtefteshe patierds chronic
medcal issues and reviewed the results in a timely manner.

In case 35, the providers diligently reviewed the paisemiedical records and ordered
appropriate laboratory tests for the patismtiabetes. Despite the pati@ntepeated refusals
for care, higroviders still scheduled followps for the patient with the telemedicine
endocrinologist and arrangadurveillance diabetic eye exam with the ophthalmologist.

The following cases demonstrategufficient depth of review of medical records by provsder

T

San

In case 7, the patient had a new finding of abnormally low red blood cells. The provider
failed to address this due to an inadequate review of the @ati@nbratory results.

In case 17, the provideid not properlyreview the patie@ medication file, and the
provider ordered aecond blood pressure medicatidhis second medication added to the
first medicationcould have potentially injured the patiénkidneys.

In case 38, the provider unnecessarily repeated a laboratory test that thehpdtien
previously completed. This was due to the provl@ilure to carefully review the
eledronic unit health record

Quentin StaMediPcalsolnns LCygctl ieont Page49

Of fice of the Inspector Gener al State of



Emergency Care

Emergency care provider performance wasdjOnly five deficiencies out of the 51 TTA
encounterseviewedwere attributable to providerandonly oneof thedeficienéeshad a
significant impact on medical care. In general, TTA anaalhproviders made accurate
assessments and triage decisidmstitution staff appropriately sent oudtpents requiring lgher
levels of care The following case is for quality improvement purposes only:

1 In case 18, the provider incorrectly diagnosed the patient with a possible empyema
(collection of pus irthechest cavityWwhen the patient actually had a possible lung assce
(focal collection of pus in the lung itselfpespite the misdiagnosis, the provider should
have immediately transferred the patient to an outside hospital for prompt treatment.
Unfortunately, the provider also failed to recognize that the pé&iabtormally elevated
heart rate was a sign of early sepsikf¢athreatening infection). Even though the provider
was aware of the patigstlung infection and abnormally elevated heart rate, the provider
made the incorrect decision not to transfer the patethe hospitaM/hen the provider
decided three days later to transfer the patient to a hospital, the gattintthe TTA.This
case was discussed with the chief medical executive (CME) and the chief physician and
surgeon during the onsite inspection. According to the CME, the provider involved in the
case was not a regular physiciarsah Quentinbut a physician contractorhe CME also
reported that this physician was infrequemrthgployed bySan Quentin

Chronic Care

Chronic care performance was excellémaviders demonstrated proficient skill and knowledge in
caring for patients with complicated chronic medical issBesziders properly monitoredgpients
andmade sound decisions when intervention was necesHagyfollowing cases demonstrated
proficientprovider care

1 In case 19, the patigstautomaticmplantablecardioverterdefibrillator (AICD) for
congestive heaftilure activated several timegdeliveringelectric shocks to the heaht
this case, the provider performed exceptionally well, arranging appropriate-ighsio
addresghe patienis AICD to ensure the device would functipioperly, diligently ordeing
and adjusting the patidistcardiac medications, and expertly coordinating the pétieate
between severalardiologists and a cardiac electrophysiologist. In addittm@provider
frequentlytook additional time to discuss this case witbpatients cardiac specialists to
avoid any lapse in care.

1 Incase 32, the patient required anticoagulation medication due to his chronic irregular
heartbeatSan Quentimproviders expertly managed and coordinated the pé&tieate with
the clinical pharmeist. The provider adjustedhé patiends anticoagulation medication in a
timely manner. Furthermore, the pat@rither chronic medical issues were well managed
by his providers with no lapses in his medical care.
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1 In case 39, the patient was being trdatéth radiation and chemotherapy for an invasive
tongue cancer. The provider expertly coordinated the multiple fallas\the patient had
with the specialists, ensuring he received his radiation and chemotherapy treatments without
any delays. Due to thelidence of the provider, the patient had appropriate and timely
follow-ups with multiple specialists, including the otolaryngologist, radiation oncologist,
medical oncologist, and offsite dentist. Furthermore, the pé&tiezpeat magnetic resonance
imaging scan of his head and neck and his gastrostomy tube were promptly done. When the
patient began to lose weight from his chemotherapy and radiation treatments, the provider
properly adjusted the portions of his modified diet.

One poviders management diepatitisC wasparticularlyexcellent In all cases reviewethis
provider demonstrated-depth knowledge and excellent understanding of this disease prbleess.
providerproperlyevaluated and treatgadtientsregardless of the severity of hepatitisT@e

provider closely monitored and had approprfatw-ups with patients to ensure the stability of
their condition.

Diabetic management was also goBahviders demonstrategbod diabetic management skills,
with one exception:

1 In case 35, thpatiens [@boratory test indicated the patiéntiabetes was poorly
controlled.Instead of orderingraearlyfollow-up for close monitoring, the provider chose to
order a followup inthree to foumonths atime interval typically used for patientgth
gooddiabetescontrol.

The clinical pharmacist in the anticoagulation clinic typically managed anticoagulation
managementowever both the clinical pharmacist and providers monitored anticoagulation levels
of patients The OIG clinicians did not identify arsygnificant deficiencies with anticoagulation
management by either the clinical pharmacist or provida@macy staftlid makea few errors in
anticoagulation managememthichare discussed separately in Btgarmacy and Medication
Managemenindicator.

Specialty Services

Providers appropriately referredipents for specialty serviceBlease refer to th&pecialty Services
indicator for further details.

Documentation Quality

Providers dictated the majority tifeir progress notes'he average progress note was extensive and
included all relevant aspects of preventive health care. The av@nagetional treatment center

discharge summary was also extensivigh all relevant discharge information included, such as

pending followups and discharge medications. Despite the use of a dictation service, OIG
clinicians found only mi noronvehihoddatadonedicalf fcl one
informationinappropriatelycarried forward to a cuent progress notén addition, the rajority of
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telephone encounters from providers assigned {catirduty were completed and scanned into the
eUHR.Overall,San Quentimdocumentation quality was good.

Provider Continuity

Case review found excellent provider continuity in outpatient casesinpatient continuity in the
CTC, howeverwasnot as goodlue to different rotating provideb®ing presenivhen the regular
correctional treatment centgrovider was not availahle

Health Information Management

Providers generally documentedtient encounters the dehey occurredHowever there was
problem with dictated progress notesnscribed latewhich caused a delay in notesingscanned
into the eUHR There were also delaysmotes signed by certain providers and onsite spstsali
Please refer to thidealth Information Managemeirtdicator for further details.

Clinician Onsite Inspection

Morning huddles were staggered and scheduled at different times in the mohargality of
morninghuddles varied at each clinic. Pleaster to theHealth Information Managemeitdicator
for further detalils.

Overall,San Quentirproviders perforradwell individualy and as a groypvith the institution
fully committed to a primary catgomemodel. All providers were satisfied with theninpary care
teams and reported that they found working as a team persandjyofessionally rewarding.

Onsite interviews with the provider staff revealed excellent job satisfaction and good provider
morale. Providers felt 4t the CMEwas an excellentral approachable leader who provided the
supportprovidersneeded to give quality care to the patients. At the winthe onsite inspection, the
chief physician and surgeon (CP&S)sition was being filled by a providgom San Quentirio
ensure continuyt and stability in the management of the provider graitneformerCP&S had left
San Quentiron goodtermsto pursue an opportunity for career advancemathiout causingany
friction among therovider group.

Interviews with the CP& and the CME confirmed thtktey closely monitoregbb performance.
Provider mrformance was monitored in various ways, including annual clinical appraisals, CCHCS
dashboard evaluations, and careful review of specialty refeftalse time of the OIG ahician

onsite visit, d provider annual performance appraisalgeveomplete and currertio problems

with provider retention or provider recruitment were identified.

Recommendations

No specific recommendations.
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RECEPTION CENTER ARRIVALS

This indicator focuses on the management of medical needs anq  ca5e RevievRating:
continuity of care for patients arriving from outside the CDCR Adequate
system. The OIG review includes evaluation ofabéity of the Compliance Score:
institution to provide and document initial health screes)ingtial Adequate
health assessments, continuity of medications, and completion g (78.0%)
required screening tests; address and provide significant Overall Rating:
accommodations for disabilities and health @pliance needs; Adequate

and identify health care conditions needing treatment and
monitoring. The patients reviewed for reception center castsosereceived from notCDCR
facilities, such as county jails.

Case Review Results

San Quentiprovidedadequate are to inmategoatiens arriving from county jails and other
non-CDCR facilities.Nursesgenerallyperformedthorough assessmen#s provider reviewed the
Initial Health Screening forms (CDCR Form 7277) and clinical information from the sending
facilities, and then ordered essential medications and required laboratory bkespgovider
identified high-risk patientsvho were seen urgentlyrhe OIG clinicians reviewed 3ieception
center patienencountergrom five cases and identified four deficienciese af which was
considered significant:

1 In case 47, the patient reported a seizure disorder, diarrhea several times a day for six
months, and a dry cough. TR& did not assess these symptoms.

Clinician Onsite Inspection

Nursing and provider exam areas wadequate and well stockefh LVN took vital signs, tested
vision acuity and for diabeticpatientschecked fingerstick blood sugar levels. The LVN performed
TB tess, offered cocci testing, andiministeredlu vaccines. TheRN interviewedeachpatient to
complete the Initial Health Screenifgrm (CDCR Form 7277). If necessary, tR&l performed an
assessment using CCHCS encounter forms and prbpidéocol medicationsA provider reviewed
the information and ordered medications and laboragstg T he provider also triaged the patients
and determined if theneeded to be seen urgently by a providehef/could be assigned to a
telemedicine provider for the history and physical, or if an onsite provider was more apprépriate.
lab techniciarwent to the Reception Center to draw blood for lab tests. Medication orders sent to
the pharmacy before00 p.m.were dispensed directly to the Reception Center.

Conclusion

The OIG clinicians rated theeception CenteéArrivals indicatorat San Quentirmdequate
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Compliance Testing Results

The institution performed in thedequataange in thdReception Center Arrivaimdicator, with a
compliance score of 7@percent butscored in thgroficientrange in the following test areas:

1 Of the 20 sampled patnts who arrived at the reception center, all 20 pabsoteenings
required that &N complete an assessment and disposition of the results on the same day
staff completed the health screening. Of the 20 applicable samples, nursing staff properly
documented and timely completalll 20 of the screeningdAIT 12.002). In addition, based
on the dispositions, intake nurses refereld20 sampled patients to see a provider, and all
of the patients received their provider appointments tinidly (12.003).

1 Providers timely completed a written history and physical examinaticadlfd® sampled
reception center patients within seven calendar days of their giviVal12.004).

1 Inspectors sampled 20 reception center patients to ensure that each received a timely health
screening upon his arrival at the institution. Nursing stafficoted timely and complete
screenings fol8 (90 percen}. In two of the patient screenings, nurses did not answer all of
the required screening questighdT 12.001).

San Quentirscored in thedequateaangein the following two tests

1 Sixteenof 20 sanpledreception center patients receiatrequired intake tests
(80 percen}. For one patient, the PCP did not order the required varicella (chickenpox)
intake test, an@IG inspectors did not finhboratoryresultsin the eUHR For three
patients, there was no evidence goaorrheéhlamydiatest was completed for patients
under 36 yearsf age(MIT 12.005).

1 Providers timely reviewed and communicated intake test result$ furthe 1 reception
center patients who arrived @an Quentiduring the sample perio®4 perceny. A
provider communicated the test results to three patients one déyll@té2.006).

The following test areas received scores initaelequatgange:

1 Although all of the 20 sampled patients receiveiingly tuberculosis test upon arrivalthe
reception center, only four patieGskin test results were properly conducted g2€ceny.
Specifically, one or more of the followingrrors occurredor those patients who did not
receive a proper skin tedor 15 patients sampled, an LVN read the tuberculosis test, but
policy requires &N, public health nurse, or provider to read the tastsing staff for one
of thesel5 patients did not document the administration time for the test, and inspectors
were rot able to verify that thd8-to-72-hour reading requirement was met. One additional
patient properly received a chestay, but the nurse did not complete the signs and
symptoms portion of the CDCR Form 73@4IT 12.007).
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1 The institution timely administed a coccidioidomycosis (valley fever) skin test to diily
of the 20 sampled reception center patieb@gpercen). Fourpatiens wereadministered the
testbetweerb and 48days lateand three patients were offered the tesn 20 to 28 days
late. Two otherpatiens consented to the test but did not receiyanidthere waso
evidence that one additional patient was offered or received tH{@&Hdsi2.008).

Recommendations

No specific recommendations.
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SPECIALIZED MEDICAL HousING (OHU, CTC,SNF, HOSPICE)

This indicator addresses whether the institution follows appropri

. e . . Case Review Rating:
policies and procedures when admitting inraagients to onsite g

L o . . . _ Adequate
inpatient facilities, including completion of timely nursing and Compliance Score:
provider assessments. The chart review assesses all aspects of] Inadequate
medical care related to these housing units, including quality of (71.4%)

provider and nursing car8an Quentiés orly specialized medical

. . . Overall Rating:
housingunit isthe Correctional Treatment CenteZTC).

Adequate

For this indicator, the OI& case review and complianeyiew

processes yielded different results, with the case review giviagequaterating and the
complianceestingresulting inan inadequatescore While each area results are discussed in detall
below,the result variance @ue tothe different testing approach&ecausehe case review

process contained a more detailed revig,0OlG inspection team determintbe final overall

rating wasadequate

Case Review Results

San Quentimad atenbed CTGC of which two were negative pressure roossaces designed to

limit the spread of contagious diseases). The OIG reviewed 143 provider and 181 nursing
encounters in 15 casegpatientsadmitted to the CTC faahigher level of supervised medical
treatment and monitoring. The OIG clinicians identified deficient aredseededimprovement in

both nursing and provider care as demonstrated by findings in the following case review examples.

Provider Performance

Provider performance in the CTC is discussed inAiteess to CarandQuality of Provider
Performancendicators.

Nursing Performance

The CTC nursing performance was adequate. The majority of nursing encounters reviewed
demonstrated appropriate patispecific nursing assessment, interventions, and documentation.
The majority of the deficiencies involved inadequateasment, intervention, and documentation
by nursing staff. Of the 57 deficiencigsnursing services, one was significant, and it contributed to
the patiends death.

Inadequate Nursing Assessment and Intervention

1 In case 2, actions and omissions by@7TeC nurses contributed to the patisndeath.
Medical staff sent the patietat the TTA from his housing unit for paranoia, delusions, and
confusion. In the TTA, the patient stated he took methamphetamine drugs for theekast t
days. His heart rate waapid at 123 beats a minute. The patient had prior suicide attempts,
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but denied current suiciddioughts He admitted to auditory hallucinations. A mental health
provider ordered the patient admitted to a mental health crisis bed (MHCB) on suicide
precauions, and with staff checkirnthpe patienevery 15 minutes. MHCBs were in a specific
section of the CTC in rooms designed to safely house patients with psychiatric problems.
When the patient arrived in the CTC, fRH placed tle patient in a medical room with an
electric cord. Th&kN failed to check vital signs, or notify the medical provider of the
patients rapid heart rate in the TTAtaff found he patient strangled with the electric cord,
and could notesuscitate him

In case 8, the patient returned from a hospitalization with a medication order for potassium
chloride twice a dayThe patient refused the medication, but@is did not notify the

provider. Failure to take the potassium medicatiould havecause abnorméheart

rhythms. Two days later, the provider became aware that the patient was not taking the
medication when a lab test showed a low level of potassium. The patient ultimately was sent
to anoutsideemergency department for evaluation and treatment.

In case 10, the patiemtith chronic obstructive pulmonary disea€PD) developed
increased shortness of breath and a low level of oxygen in his blood. Thedpdtieod
pressure and heart rate were elevated.Riéncreased his oxygen and gave him a
breathing treatment. ThBN did not check the patient again until two hours later. At that
time, his blood oxygen level was stitw and his heart rate was still elevated. Rie
monitored the patient throughout the rest of the morning, but did not natifyrdivider

until four hours after the patigistcondition had deteriorated.

Inadequate Nursing Documentation

Nurses did not document dressing changes as ordered in casgand 26 and did not always
document an adequate description of wodagpearace. This was not particularlyserious
problembecause treewounds were not complex

Nurses did not monitor patients who left the unit for specialty appointments. Nurses did not check
patients prior to departure, did not docuniettime of departur@and time of return, nor evaluate
patients upon their returcgses3 and 96).

T

San

In case 88, the patient left the unit with custody and was transported to a local hospital for a
specialty procedure. The nurse did not check the patient when he defpdhedurse had
checked the patient prior to departure, custody could have been notified that the specialty
appointment had been cancelled, and transportation to the hospital wasessary. The

next morningthe patient left the unit with a cane instea@ ovalker even though there was

an orderfor himto ambulate only with a walker.
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Nursing care plan®r the patientvere not always individualizednd interventions and goals were
not always specifidNursing staff did not always update patieatecplans when there was a change
in condition or treatment placgses88 and 94).

1 In case 8, the care plan was not updated when the patient was placed on respiratory
isolation, when he started to lose weight due to chemothevapshen his ambulatory
status banged from independent tequiring awalker due to dizziness.

Clinician Onsite Inspection

Nurses working in the CTC communicated between shifts with walking rounds, similar to morning
huddles in the clinics. N u r vgasasprintost thatisteel Ak ar de x 0
information about each patient for that date, such as treatments to be performed, medical equipment
used, activity level, lab tests due, type of diet, frequency of vital signs, dressing changes, etc. The
physicianconducted thorougtounds on Monday, Wednesday, and Friday mornings. Nurses stated
theyhadaccess to a physician at all times. Nurses also repiidécustody provided ready access

to the patients.

Clinician Summary

San Quentiprovidedadequat€TC care to patientslthough deficiencies were identified in the
case reviews. Most nursing deficiencies did not place patients at risk of harm. In the case that
resulted in the patiedd death, executive staff responded to the problem quickly and efficiently,
identified sysem and staff weaknesses, and took prompt and appropriate corrective actions.

Compliance Testing Results

The institution receivedreainadequateompliance score af1.4 percentin the Specialized Medical
Housingindicator, which focused on the institut@siCTC, andshowed need famprovenentin
the following two areas

1 All of the seven patientsampledchadprovider progress nogaps exceeding three days
between provider visits and the completiorsobjective, objective, assessment, plan, and
educationSOAPE) notesspolicy requires, earning the institution aero on this test
(MIT 13.004).

1 Providers evaluatefur of severpatients within 24 hours @dmission57 percent) For the
other three patients, based on the available documentation, the providers either left the
evaluation time blank, or completed the evaluation after 24 hours of admission
(MIT 13.003.
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The followingthreetests receivedproficientscores of 10@ercent

T

T

For all seven patients sampled, nursing staff timely completed an initial assessment on the
day the patient was admitted to the CMIT 13.001).

Providerscompleteda history and physical examinatiovithin 72 hous of admissiorfior all
seven pa#nts sample{IT 13.003).

When the OIG observed the working order of a sample of call butt@iEGrpatient rooms,
all were working properly. In addition, according to staff interviews, custody officers and
clinicians were able to efficiently respd andaccess patienisooms inapproximately one
minute and twenty seconddien an emergent event occurrti T 13.101).

Recommendations

T

The OIG clinicians recommend CTC nurses continue t@aseQuentiés pilot wound
form, especially for complex, infected; won-healing wounds.

The OIG recommendbatCTC nursesontinue toause theNorth American Nursing
Diagnosis Associatioas a resource when developing nursing care pegssue thatthe
informationis specific to that patienfhe OIG further recommeis thatnursing care plans
be updated at the time changes ocoot only on a monthly basis

The OIG clinicians recommend nurses documenelaettime and the patietd condition
whena patienteaves the uniio go to an offsite appointmerts well asany information
sent from the offsite location with the patient when he retur@atoQuentin

San
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SPECIALTY SERVICES

This indicator focuses on specialist camn the time a request for . o
: A . _ Case Review Rating:
services or physicid@n order for specialist care is completed to th Adequate
time ofreceipt of related recommendations from specialists. This Compliance Score:
indicator also evaluates the provid#imely review of specialist Adequate
records and documentation reflecting the patdsee plans, (77.5%)
including course of care when specialist recommendatiersnot Overall Rating:
ordered, and whether the results of specidlisisorts are Adequate

communicated to the patients. For @p#ty services denied by the
institution, the OIG determines whether the denials are timely and
appropriateand whether thenamatepatientis updated on the plan of care.

Case Review Results

The OIG clinicians reviewed 339 events relate@pecialty Sefices,the majority of which were
specialty consultation.here were67 deficiencies in thisategory

Access to Specialty Services

Specialty services were generally provided within adequate time frambstfmoutine andurgent
services. Most specialtgferrals were completed within an acceptable time frame, except in cases
25, 40, 41, 42, and 48 whichthere weralelays inspecialisfollow-ups. The majority of these

delays did not significaht affectpatientcare.

1 In case 40, the urologistcommended a cystoscopy for a patient with a history of bladder
cancer. However, the cystoscopy did not occur within the recommendedagkotime
frame When the cystoscopy took place six weeks later, abnormal bladder tissue required a
biopsy. By complehg the cystoscophaterthan recommended, the pati@subsequent
medical intervention and treatmemasalso delayed.

Nursing Performance

Nurses performed adequatesessments for patients being prepared for or returning from specialty
appointments. Thre were five minodocumentatiomeficiencies in this area

Provider Performance

Providers generally made appropriate referrals for specialty servicestevases identified only
onedeficiencyin whichaprovider submitted eeferral without proper pority:

1 In case 43, the patient had a lung massno further workup was doredter the initial
discovery for over five weeks, at which timdollow-up CT scan was completed.
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Furthermorethe provider improperly orderdte referral for the CT scan asutine instead
of urgent.

Health Information Management

There were problems with the processing of specialty regtndsiders frequently did not retrieve
specialty reports and onsite specialty nptesulting in providers not having relevant information
available.Even if the ordering provider was notified and had reviewed the répatinformation
would not be readily available to any subsequent medical $tadfefore, theabsence afpecialty
reports creates a significant barrier for any provider or rtorseercometo providequality and
continuity of careo patientsOIG clinicians identifiedhis deficiencyin cases 8, 14, 26, 30, 38, and
40.The following casdlustrates the markedly gh risk generated wheminstitution fails to scan
specialty reports into the medical record.

1 In case 40, the patient had a history of bladder cancer and underwent aujollow
cystoscopywhichidentified normal tissue that required multiple biopsieswdver staff
never retrieved and scanni@ report into the electronimit health record (eUHR).
Therefore, the provider was not aware the abnormal tissue was a recurrent malignancy that
required urgent workup and treatment.

Whenstaff retrievedspecialy reports, theeportsoftenwere not retrieved timely. Delays in

retrieval of specialty reports significantly increased the risk of delays or lapses in care. This
deficiency was identified in cases 10, 24, 30, 42, andf 48ailable,providers appropately

reviewedthe majority of specialty reportslowever, sgcialty reportsn case<0, 24, 25, 39, 40,

and42di d not have a pr o vFurthamotesases 20927,38, and 8 hadr 1 n i
specialty reports that had an illegilpieovidersignature or lacked a date

Utilization Management

The OIG clinicians did not identify any significant problems withh e i n sutilizatiomt i on 6 s
management program.

Onsite Inspection

The OIG cliniciars discovered that the offsite specialty nurse and the utilization management (UM)
nurse hd an excellent proceder forwarding offsite specialty and hospital report$San Quentin
providers. The offsite specialty and UM nurses diligeabtairedall specalty and hospital reports

and then emagldthe reports on the same day topathviders. This process ensured providers had
immediate access tol alffsite medical information herebymitigating any lapses in the

transmission of informatiobetween offde locations an&an Quentin
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Clinician Summary

Providers did a good job of identifying and referring @atis appropriately when need&gecialty
access was generally goatspite somealays in specialist follovups.Specialty report handling
waspoor, howeverwith frequent failures as well as delays in te&ieval of specialty reports.
Unfortunately, this deficiency resulted in several specialty refiwatprovidersdid not review.
These failures were offset by tedication of theffsite pecialty and UM nurses, wremsuredhe
transmission of offsite specialty reportsaibproviders. Despite the problems identified ab®an
Quentinprovidal patients with nededspecialty careThe OIG clinicians thus ratddis indictor
adequate

Complance Testing Results

The institution receivednadequatecompliancescore of77.5 percentn theSpecialty Services
indicator, scoring within theproficientrange infour of the seven test areas:

1 Forall 15 patients santed, the highpriority specialtyservices appointment occurred within
14 calendar days of the proviéeorder(MIT 14.001) Providers also timely received and
reviewed the specialisiseports for 13 of the3sampledpatients(87 percen}. A provider
reviewed the specialty report oneydate for one patient, and the institution never received
another patienéspecialty repor(MIT 14.002).

1 For 13 of the 15 patients sampled (®fcen}, the routine specialty service appointment
occurred within 90 calendar days of the providerderOne patient received his routine
service 37 days latand another patient never received his spedaglppintment
(MIT 14.003).

1 The OIG tested the timeliness of denials of provider specialty services requésts for
patients;bothdenials occurred withithe required time framé&MT 14.006).

San Quentirscored in the iadequateangeon the following three tests

1 When an institution approves or schedules a patient for specialty services appointments and
then transfers the patient to another institution, policy requires that the receiving institution
ensurehe patients appointment occurs timely. San Quentinony 10 of the 20 sampled
patients (5@ercen} received their specialty services appointment within the reqtimed
frame Nine patiens were seen frorone to 136 days late, and one other patient did not
receive his specialty service at @IT 14.005).

1 Of thetwo patients sampledho had a specialty service denied, one f§gfceny received
timely communication from a provider that the service was denied. A provider never
notified the other patient that his specialty service was déniéd 14.007).
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1 Regadingroutine specialty services, providers timely reviewed the spectakgtsrts for 9
of 13 patients sample®9 percen}. For three patients, themsasno evidence the report was
either received or reviewed by the provider, and a provider reviewedtbar specialty
report five days latéMIT 14.004).

Recommendations

No specific recommendations.
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SECONDARY (ADMINISTRATIVE ) QUALITY |INDICATORS OF HEALTH CARE

The last two quality indicator$nternal Monitoring, Quality Improvement, adaiministrative
Operations andJob Performance, Training, Licensing, and Certificatijomsolve health care
administrative systems and processes. Testing in these areas applies only to the compliance
component of the process. Therefore, there is no easaw assessment associated with either of

the two indicators. As part of the compliance componbétiie first of these two indicators, the OIG

did not score several questions. Instead, the OIG presented the findings for informational purposes
only. For xkample, the OIG described certain local processes in pl&aauentin

To test both the scored and recored areas within these two secondary quality indicators, OIG

inspectors interviewed key institutional employees and reviewed documents duramgiteevisit

to San Quentinn January2016. They also reviewed documents obtained from the institution and
from CCHCS prior to the start of the inspectidhe test questions used to assess compliance for
each indicator are detailed AppendixA.

For comparative purposes, t&en QuentinExecutive Summary Talde pageax of this report
shows the case review and compliaratingsfor each applicable indicator.
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INTERNAL MONITORING, QUALITY | MPROVEMENT, AND ADMINISTRATIVE OPERATIONS

This indicator focuses on the institut@sradministrative health care
oversight functions. The OIG evaluates whether the institution .

_ i _ Not Applicable
promptly processesmatepatientmedical appeals and addresses Compliance Score:
all appealed issues. Inspectors also verify that the institution follg Inadequate
reporting requirements for adverse/sentinel events and inmate (60.2%)
deaths, and whether the institution is making progress toward its
Performance Imprement Work Plan initiatives. In addition, the
OIG verifies that the Emergency Medical Response Review
Committee (EMRRC) performs required reviews and that staff
perform required emergency response drills. Inspectors also assess whether the Quality
Managenent Committee (QMC) meets regularly and adequately addresses program performance.
For those institutions with licensed facilities, inspectors also verify that required committee
meetings are held.

CaseReview Rating:

Overall Rating:
Inadequate

Compliance Testing Results

The institutionreceived amnadequatescoreof 60.2 percentin theInternal Monitoring, Quality
Improvement, and Administrative Operationgdicator, andscored in thénadequateangein the
following five areas:

1 The OIG reviewed the only adverse/sentinel event (ASE) that occuresh &uentin
during the priosix-month period, which required a root cause analysis. Inspectors tfoaind
institution did not complete the first monthly status report that was due in November 2015
As a resultthe institutionreceived a score of zeam this test MIT 15.002).

1 Based on information provided by thmstitutionds chief executive officertherewasno
documented information related to the methodologies used to traiwbktatbllecied
Dashboard dat ensurdts accuracy As a resultSan Qentinscoredzero onthis test
(MIT 15.004).

1 Thelocal governing body (LGBnet during all four of the most recent quarters; however,
the meeting minutes famly one quarter werproperly approved and signéebr two of the
guarters, the meeting minutes were not approved timely, amaidtrer quarter, the
meeting minutes were not properly sign8dn Quentirscored 2percenton this test
(MIT 15.006).

1 Inspectors reviewed the summary reports and related dodation for three medical
emergency response drills conducted in the prior quaierinstitution performed a
comprehensive drill for third watch, but did not complet@aadiopulmonary Resuscitation
Record(CDCR Form 746for the first watch drill, ad did not complete a proper report

San Quentin StaMediPecalsolnns Cyatlieonrt Page65

Of fice of the Inspector Gener al State of



with all the required elements during the second watch drill. As a réamtQuentirscored
33 percentonthis testMIT 15.101).

1 San Quentinmproved or reached targeted performance objectivesilgithree of the fie
guality improvement initiatives identified in its 2014 Performance Improvement Work Plan,
resulting in a score of gfercent For two of the five initiativesSan Quentirprovided
insufficient data to assess whether the institution made program impnav@ié 15.005).

The institution performed in treedequateangeon the test below

1 The OIG inspected documentation for 12 emergency medical response incidents reviewed
by San Quentiés Emergency Medical Response Review Committee (EMRRC) during the
prior six-month period, antenof thesampled incident packages (@8rcent complied with
policy. Forone packagehe institution used an outdated form, and for angther
institution did not use theequired Medical Emergend&ventChecklist(MIT 15.007).

The institution scored 1Q0@ercenton the four tests below:

1 The institution promptly processed all inmate medical appeals in each of the most recent 12
months MIT 15.001).

1 San Quentitss QMC met monthly, evaluated program performance, and took action when
improvement opportunities were identifiddIT 15.003).

1 Based on a sample of ten secéenkl medical appeals, the institut@sresponseaddressed
all of the patien@appealed issueS(T 15.102).

1 Medical staff promptly submitted the Initial Inmate Cre&eport (CDCR Form 7229A) to
CCHCS5s Death Review Unit for the ten applicable deaths that occur@aha@uentinn
the prior 12month period MIT 15.103).

Other Information Obtained from Non-Scored Areas

1 The OIG gathered nescored data regarding the completion of deatfew reports. During
the timeframe of the OIGs review, the CCHGC&® Death Review Committee (DRC) was
required to complete a death review summary within 30 business days of arGsraieaté
and to further communicate the results to the institutiechief executive officewithin five
additional business days. The DRC completed of terreports timelybutdid not notify
thechief executive officetimely; therefore none ofthe ten sampled death reviewsre
completedproperly For eightof the inmate deathgviewed,the DRC completed its death
review summary between 2 a@d6days late (4 to 279calendar days after the death). In
addition, the institutio@s chief executive officewas not timely notifiedf the summary
results for those aforementioneightdeaths. Thehief executive officewas notified of the
results from7 to 249 days late (or®to 299days after deathY.here were two inmate death
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reviews that were not complete as of May 2, 2016, makieDeath Revier Summariest
least260to 343 days overdu€onsequently, the DRC did not provide timely results to the
chief executive officefor any of the sampled diareviews(MIT 15.996).

Inspectors met witlban Quentiés chief executive officgfCEO)for health care services to
inquire about protocols for tracking appedlanagement received monthigpors with
updates on appealsummarizing each inmaieappealfrom the health care appeals
coordinator The report includeédocumentation on overdue and rejected appeaisparing
these appealsith those othe two most recent yeaiss well as theaumber of appeals filed
for ADA issuesandmajor complaints thampacedhealth care appeals overdihe appeals
report alsdistedthe subject area of each appeal, ancafieals were ranked based on the
number of appeals filed for each subjédanagemenalsousedthe reports to track trends
or spikesn the numbeof appeals filed by inmates in specific categories,tamibsely
reviewandresolve any issues in those areas to decrease the ajasa(3uentimealth care
managersvereassigned to resolve any issues in their respective afexpertisevhen
therewasa spike in inmate medical appeals. In the six moptbseding the OIG
inspection management did not identify any critical problems through medical appeals
(MIT 15.997).

Non-scored data gathered regard®en Quentiés practices for imgimenting local
operation procedures (LOPs) indicated thate wasn effective process in place for
developing LOPs. The institutidrada health program specialisho wasresponsibldor
reviewing and analying all updated and revised statewide peS@and procedures to
determine if the revisions impactthe institutiords LOPs. Ifan LOP neededo be revised,
the chief support executive asségia subject matter expert to make any revisions to the
LOP, and submieédthe revised LOP to the Patient C&alicy Committee for reviewl'he
Patient Care Policy Committee then forwedthe revised LOP to thecal governing body
for final approval. Once the revised L@Rsapproved, the LORasposted on the
institution®s health care shatelrive to allow stéfto access and review the revised LOP,
and supervisors and managers coneldiraining on revised LOPs as necessary. At the time
of the OIG&s inspectionsSan Quentirad implemented all 49 applicable LOPs that relate
to the core topical areas recommenhd the clinical experts who helped develop the ®1G
medical inspection compliance prograhiT 15.998).

San Quentiés health care staffing resources are discussed ilibet the Institution
section on pagg of this report MIT 15.999.

Recommendations

No specific recommendations.

San
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JOB PERFORMANCE, TRAINING, LICENSING, AND CERTIFICATIONS

In this indicator, the OIG examines whether ith&itution
adequately manages its health care staffing resources by evalua
whether job performance reviews are completed as required;
specified staff possess current, valid credentials and professiona Inadequate
licenses or certifications; nursing staff recemeav employee (72.6%)
orientation training and annual competency testing; and clinical &
custody staff have current medical emergency response
certifications.

Case Review Rating:
Not Applicable
Compliance Score:

Overall Rating:
Inadequate

Compliance Testing Results

The institution receivedn inadequatecompliancescore of72.6percentin the Job Performance,
Training, Licensing, and Certificationadicator.The institutionhas an opportunitio improve in
the followingthreeindicators

T

There was oneegistered nurshkired within the last yeaxwho did not timely receive the new
employeeorientation trainingAs a result, the institution scoredroonthis test
(MIT 16.107).

The OIG reviewed performance evaluation packetS&r Quentits 14 Unit Health Record
Clinical Appraisals (UCA) providerd he institutiononly completed performarcappraisals
for two providerg14 percen}. For tenproviderssamplel, therewasno evidence a

supervisor discussed the Unit Health Record Clinical Appraisals results with the provider.
Two other proiders had overdue appraiséidIT 16.103).

The OIG testd provider, nursing, and custody staff records to determine if the institution
ensurd that those staff membehnsd current emergency response certifications. The
institutionts provider and nursing staff were all compliant, but custody managers were not.
While the California Penal Code exempts custody managers who primarily perform
managerial duties from medical emergency response certification training, CCHCS policy
does not allow for such an exemption. As a result, the institution received a score of

67 percenton this testMIT 16.104).

The institution received a score of 1#@rcentonthe following tests:

T

San

All providers were current with their professional licenses, and nursing staff and the
pharmacistn charge were current with their professionaltises and certification
requirementsNIIT 16.001,16.105).

Nursing supervisors completed the required number of nursing reviews for all five of the
nurses sampled(T 16.101).
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1 All ten samplechurses who administered medications possessed current clomgaétency
validations MIT 16.102).

1 The institutiords pharmacy and providers who prescribed controlled substances were current
with their Drug Enforcement Agency registratiohdT 16.106).

Recommendations

No specific recommendations.
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POPULATION -BASED METRICS

The compliance testing and the case reviews give an accurate assessment of how theastitution
health care systems are functioning with regard to the patients with the highest risk and utilization.
This information is vital to assess the capaoityhe institution to provide sustainable, adequate

care. However, one significant limitation of the case review methodology is that it does not give a
clear assessment of how the institution performs for the entire population. For better insighs into thi
performance, the OIG has turned to populabased metrics. For comparative purposes, the OIG
has selected several Healthcare Effectiveness Data and Information Set (HEDIS) measures for
disease management to gauge the instittdieffectiveness in ouggient health care, especially

chronic disease management.

TheHealthcare Effectiveness Data and Informatiat is aset of standardized performance
measures developed by the National Committee for Quality Assurance with input from over 300
organizationgepresenting every sector of the nafohealth care industry. It is used by over

90 percentof the natios health plansas well as many leading employers and regulators. It was
designed to ensure that the pubincluding employers, the Centers for deare and Medicaid
Services, and researchgnas thanformation it needs to accuratetpmparethe performance of
health care plansiealthcare Effectiveness Data and Informationda¢d is often used to produce
health plan report cards, analyze qualihprovement activities, and create performance
benchmarks.

Methodology

For populatiorbased metrics, the OIG used a subset of HEDIS measures applicable to the CDCR
inmatepatientpopulation. Selection of the measures was based on the availabilityljitgliabd

feasibility of the data required for performing the measurement. The OIG collected data utilizing
various information sources, including the eUHR, the Master Registry (maintained by CCHCS), as
well as a random sample of patient records analgm€eldabstracted by trained personnel. Data

obtained from the CCHCS Master Registry and Diabetic Registry was not independently validated

by the OIG and is presumed to be accurate. For some measures, the OIG used the entire population
rather than statistidglrandom samples. While the OIG is not a certified HEDIS compliance

auditor, the OIG uses similar methods to ensure that measures are comparable to those published by
other organizations.

Comparison of PopulatiorBased Metrics

For San Quentin, nine HEDI8easures were selected and are listed in the follo8anguentin
Results Compared to State and National HEDIS Sdat#s. Multiple health plans publish their
HEDIS performance measures at the State and national levels. The OIG has provided selected
reailts for several health plans in both categories for comparative purposes.
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Results of PopulatiorBased Metric Comparison
Comprehensive Diabetes Care

For chronic care management, the OIG chose measures related to the management of diabetes.
Diabetes is the most complex common chronic disease requiring a high level of intervention on the
part of the health care system in order to produce optimal reéSatiQuentiperformed very well

with its management of diabetes.

When compared statewidgan Quentiroutperformed MedCal in all five measures, and
outperformed omatchedKaiser scores in four of five diabetic measures selected. Kaiser South
performed4 percenage points higher thaan Quentifor eye exams. When compared nationally,
San Quentimutperformed Medicaid, Medicare, and commercial health plans (based on data
obtained from health maintenance organizations) in all five diabetic meaSan€guentin
outscoredhe U.S. Department of Veterans Affairs (VA) in three of the applicable measures, but
scored 13Percenage points lower than the VA in diabetic eye exams.

Immunizations

Comparative data for immunizations was only fully available foMAend partially available for

Kaiser Permanente, commercial plans, and Medicare. With respect to administering influenza shots
to adults aged 18 to 68an Quentics rate was higher than the average rates for commercial plans,

but slightly lower than Kaer and 13ercenage points lower than the VA. For administering

influenza shots to adults aged 65 and older, the institution scored higher than Medicare and matched
the VA. With regard to administering pneumococcal vaccines to older a8alsQuentirscored

higher than Medicare but slightly lower than the VA. However, for all immunization meaSares,
Quentinroutinely offered patients these preventive services, but many of them refused the offers;
these refusals adversely affected the instit@iccoes.

Cancer Screening

With respect to colorectal cancer screenBan Quentirscored higher than all health care plans
statewide and nationally. Patient refusals slightly impacted the instidgisoore for this measure;
7 percenof San Quentimpatients sampled were timely offered the cancer screening but réfused

Summary

San Quentiés populatioAbased metrics performance reflects an adequate chronic care program,
corroborated by the institutiopsoficientratingin Quality of Provider Pedrmance andadequate
ratings in the Access to CarandQuality of Nursing Performandedicators. The institution has an
opportunity for improvement in conducting dilated eye exams within the required time frame for
patients San Quentirtan also take gbs to improve immunization measures by making
interventions to lower patient refusals.
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San QuentinResults Compared to State and National HEDIS Scores

California National
o San HEDIS
Clinical Measures Quentin Kaiser | HEDIS HEDIS
HEDIS (No. Kaiser HEDIS Com HEDIS VA

Cycle 4 | Medi-Cal CA) (So.CA) | Medicaid | mercial | Medicare| Average

Results | 2014 2015 | 2015 2015 2015' 2015' 2012
Comprehensive Diabetes Care
HbAlc Testing (Monitoring) 100% 83% 95% 94% 86% 91% 93% 99%
Poor HbALc Control (8.0%F 7 14% 44% 18% 24% 44% 31% 25% 19%
HbALc Control (<8.0%8) 74% 47% 70% 62% 47% 58% 65% -
Blood Pressure Control (<140/90) 85% 60% 84% 85% 62% 65% 65% 80%
Eye Exams 77% 51% 69% 81% 54% 56% 69% 90%
Immunizations
Influenza Shots Adults (18 64)° 52% - 54% 55% - 50% - 65%
Influenza Shots Adults (65+) 76% - - - - - 72% 76%
Immunizations: Pneumococcal 89% - - - - - 70% 93%
Cancer Screening
Colorectal Cancer Screening 83% ‘ - ‘ 80% ‘ 82% ‘ - ‘ 64% ‘ 67% ‘ 82%

1. Unless otherwise stated, datas collected in January 2016 by reviewing medical records from a sampla Qtiéntirts
population of applicable inmafgatients. These random statistical sample sizes were based pe&diconfidence level with a
15 percentmaximum margin of error.

2. HEDIS MediCal data was obtained from the California Department of Health Care Servicel2D13 Aggregate Report fol
the MediCal Managed Care Program
3. Data was obtained from Kaiser Permanente November 2015 reports for the NortHeowtiedn California regions.

4. National HEDIS data for Medicaid, commercial plans, and Medicare was obtained from tt&t&@1&f Health Care Quality
Report available on the NCQA website: www.ncqa.org. The results for commercial plans were bdatalreceived from
various health maintenance organizations.

5. The Department of Veterans Affairs (VA) data was obtained fronuithe Facility Quality and Safety Report
Fiscal Year 2012 Data
6. For this measure, the entire applicatd@ Quentirts population was tested.

7. For this measure only, a lower score is better. For Kaiser, the OIG derived the Poor HbAlc Control indicator usinetthe
data for the <9.0% HbA1c control indicator.

8. The VA data is for the age range 6.
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APPENDIX A 0 COMPLIANCE TESTRESULTS

San Quentin State Prison
Range of Summary Scores: 60.17%87.70%

Indicator Compliance Score (Yes %)
Access to Care 7788%
Diagnostic Services 71.60%

Emergency Services

Not Applicable

Health InformationManagement (Medical Records) 64.58%
Health Care Environment 75.35%
Inter- and IntraSystem Transfers 8703%
Pharmacy and Medication Management 77.83%

Prenatal and Postlelivery Services

Not Applicable

Preventive Services

61.48%

Quality of NursingPerformance

Not Applicable

Quality of Provider Performance

Not Applicable

Reception Center Arrivals 78.03%

Specialized Medical Housing (OHU, CTC, SNF, Hospice) 71.43%

Specialty Services 77.51%

Internal Monitoring, Quality Improvement, addiministrative Operations 60.17%

Job Performance, Training, Licensing, and Certifications 72.62%
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Scored Answers

Yes
Reference o
Number | Access to Care Yes | No | No | Yes% | N/A

1.001 Chronic care follow-up appointments: Was the inmat@atients most| 11 | 29 | 40 | 27.5006 0
recent chronic care visit within the health care guidéimeaximum
allowable interval or within the ordered time frame, whichever is
shorter?

1.002 For endorsed inmatepatients received from another CDCR 22 6 28 | 78.57% 2
institution: If the nurse referred the inmapatient to a provider during
the initial health screening, was the inmptgient seen within the
required time frame?

1.003 Clinical appointments: Did a registered nurse review the 38 2 40 | 95.00% 0
inmatepatients request for service the same day it was received?

1.004 Clinical appointments: Did the registered nurse complete a 39 1 40 | 97.50% 0
faceto-face visit within one business day after the CDCR Form 736
was reviewed?

1.005 Clinical appointments: If the registered nurse determined a referral| 13 7 20 | 65.00% | 20
a primary care provider was necessary, was the inpatent seen
within the maximum allowable time or the ordered time frame,
whichever is the shorter?

1.006 Sick call follow-up appointments: If the primary care provider 10 | 4 14 | 71.43% | 26
ordered a followup sick call appointment, did it take place within the
time frame specified?

1.007 Upon the inmate patienté discharge from the community hospital: [ 23 7 30 | 76.67% 0
Did the inmatepatient receive a followap appointment within the
required time frame?

1.008 Specialty service followup appointments: Do specialty service 25 3 28 | 89.29% 2
primary care physician followp visits occur within required time
frames?

1.101 Clinical appointments: Do inmatepatients have a standardized 6 0 6 | 100.00%( O

process to obtain and submit health care services request forms?

Overall Percentage: 77.88%
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Scored Answers

Yes
Reference . . ) T
number | Diagnostic Services Yes | No | No | Yes% | N/A

2.001 Radiology: Was the radiology service provided within the time fram| 10 0 10 | 100.00%| O
specified in the providés order?

2.002 Radiology: Did the primary care provider review and initial the 3 7 10 | 30.00% 0
diagnostic report within specified time frames?

2.003 Radiology: Did the primary care provider communicate the results { 6 4 10 | 60.00% 0
the diagnostic study to the inmgtatient within specified time frames|

2.004 Laboratory: Was the laboratory service provided within the time 10 0 10 | 100.00%| O
frame specified in the provid@&rorder?

2.005 Laboratory: Did the primary care provider review and initial the 7 3 10 | 70.00% 0
diagnostic report within specified time frames?

2.006 Laboratory: Did the primary care provider communicate the resulty 7 3 10 | 70.00% 0
the diagnostic study to the inmgtatient within specified time frames|

2.007 Pathology: Did the institution receive the final diagnostic report with 9 1 10 | 90.00% 0
the required time frames?

2.008 Pathology: Did the primary care provider review and initial the 8 2 10 | 80.00% 0
diagnostic report within specified time frames?

2.009 Pathology: Did the primary care provider communicate the results ¢ 4 5 9 44.44% 1
the diagnostic study to the inmgtatient within specified time frames|

Overall Percentage: 71.60%

Emergency Services Scored Answers

Assesses reaction times aiedponses to emergency situations. The OIG RN
clinicians will use detailed information obtained from the institudncident Not Applicable
packages to perform focused case reviews.
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Scored Answers

Health Information Management i
Reference \ i
Number (Medlcal Records) Yes | No | No | Yes% | N/A

4.001 Are nondictated progress notes, initial health screening forms, and| 8 2 10 | 80.00% | O
health care service request forms scanned into the eUHR within thr|
calendar days of the inmapatient encounter date?

4,002 Are dictated / transcribed documents scanned into the eUHR within] 3 17 | 20 | 15.00% | O
calendar days of the inmapatient encounter date?

4.003 Are specialty documents scanned into the eUHR within the required 18 2 20 | 90.00% | O
time frame?

4.004 Are community hospital discharge documents scanned into the eUH 15 5 20 | 75.00% | O
within three calendar days of the inmatkatient date of hospital
discharge?

4.005 Are medication administration records (MARs) scanned into the eU| 19 1 20 | 95.00% | O
within therequired time frames?

4.006 During the eUHR review, did the OIG find that documents were 1 11| 12 8.33% 0
correctly labeled and included in the correct inrEagents file?

4.007 Did clinical staff legibly sign health care records, winequired? 24 | 16 | 40 | 60.00%| O

4.008 For inmate-patients discharged from a community hospitalDid the | 28 2 30 | 93.33%| O
preliminary hospital discharge report include key elements and did
PCP review the report within three calendar days of discharge?

Overall Percentage: 64.58%
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Scored Answers
Yes
Reference . +
number | Health Care Environment Yes | No | No | Yesw | nA
5.101 Infection Control: Are clinical health care areas appropriately 12 1 13 | 92.31% 0
disinfected, cleaned and sanitary?
5.102 Infection control: Do clinical health care areas ensure that reusabld 13 0 13 | 100.00%| O
invasive and notinvasive medical equipment is properly sterilized o
disinfected as warranted?
5.103 Infection Control: Do clinical health care areas contain operable sif 11 2 13 | 84.62% 0
and sufficient quantities of hygiene supplies?
5.104 Infection control: Does clinical health care staff adhere to universal 6 5 11 54.55% 2
hand hygiene precautions?
5.105 Infection control: Do clinical health care areas control exposure to| 11 2 13 | 84.62% 0
bloodborne pathogens and contaminated waste?
5.106 Warehouse, Conex and other notitlinic storage areas:Does the 1 0 1 100.00%| O
medical supply management process adequately support the need
the medical health care program?
5.107 Clinical areas: Does each clinic follow adequate protocols for 7 6 13 | 53.85% 0
managing and storing bulk medical supplies?
5.108 Clinical areas: Do clinic common areas and exam rooms have 7 6 13 | 53.85% 0
essential core medical equipment and supplies?
5.109 Clinical areas: Do clinic common areas have an adequate environn 13 0 13 | 100.00%| O
conducive to providing medical services?
5.110 Clinical areas: Do clinic exam rooms have an adequate environme| 5 8 13 | 38.46% 0
conducive to providing medical services?
5.111 Emergency response bagsire TTA and clinic emergency medical 6 3 9 66.67% | 4
response bags inspected daily and inventoried monthly, and do th¢
contain essential items?
5.999 For Information Purposes Only: Does the institutiofs health care
management believe that all clinieakas have physical plant Information Only
infrastructures sufficient to provide adequate health care services?
Overall Percentage: 75.35%
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Scored Answers

Yes
Reference T
Number | INnter- and Intra-System Transfers Yes | No | No | Yesw | nA
6.001 For endorsed inmatepatients received from another CDCR 24 6 30 | 80.00% 0
institution or COCF: Did nursing staff complete the initial health
screening and answer all screening questions on the same day the
inmatepatient arrived at the institution?
6.002 For endorsed inmatepatients received from another CDCR 28 2 30 | 93.33% 0
institution or COCF: When required, did the RN complete the
assessment and disposition section of the health screening form; r
the inmatepatient to the TTA, if TB signs and symptoms were presq
andsign and date the form on the same day staff completed the he
screening?
6.003 For endorsed inmatepatients received from another CDCR 9 2 11 | 81.82% | 19

institution or COCF: If the inmatepatient had an existing medicatio
order upon arrival, wemnmedications administered or delivered witho
interruption?

6.004 For inmate-patients transferred out of the facility: Were scheduled | 16 4 20 | 80.00% 0
specialty service appointments identified on the Health Care Trans|
Information Form 737172

6.101 For inmate-patients transferred out of the facility: Do medication 5 0 5 | 100.00%( 5
transfer packages include required medications along with the
corresponding Medical Administration Record (MAR) and Medicati
Reconciliation?

Overall Percentage: 8703%
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Scored Answers

Yes
Reference . . v
number | Pharmacy and Medication Management ves | No | No | Yesw | na

7.001 Did the inmatepatient receive all chronic care medications within th) 33 6 39 | 84.62% 1
required time frames or did the institution follalepartmental policy
for refusals or neshows?

7.002 Did health care staff administer or deliver new order prescription 39 1 40 | 97.50% 0
medications to the inmafgatient within the required time frames?

7.003 Upon the inmatepatients discharge from a community hospital: 26 4 30 | 86.67% 0
Were all medications ordered by the institu®primary care provider|
administered or delivered to the inmguiatient within one calendar da
of return?

7.004 For inmate-patients received from a couty jail: Were all 2 0 2 100.00%| 18
medications ordered by the institut@meception center provider
administered or delivered to the inmgai@tient within the required time
frames?

7.005 Upon the inmatepatientés transfer from one housing unit to 28 2 30 | 93.33% 0
another: Were medications continued without interruption?

7.006 For inmate-patients en route who lay over at the institution:f the
temporarily housed inmaigatient had an existing medication order, Not Applicable
were medications administeredd®livered without interruption?

7.101 All clinical and medication line storage areas for narcotic 4 7 11 | 36.36% 9
medications: Does the institution employ strong medication security
controls over narcotic medications assigned to its clinical areas?

7.102 All clinical and medication line storage areas for nomarcotic 8 7 15 | 58.33% 5
medications: Does the institution properly store naarcotic
medications that do not require refrigeration in assigned clinical arg

7.103 All clinical and medication line storage areas for nomarcotic 1 12 | 13 7.69% 7
medications: Does the institution properly store naarcotic
medications that require refrigeration in assigned clinical areas?

7.104 Medication preparation and administration areas: Do nursing staff 2 5 7 28.57% | 13
employ and follow hand hygiene contamination control protocols
during medication preparation and medication administration
processes?

7.105 Medication preparation and administration areas: Does the 7 0 7 100.00%| 13
institution employ appropriate administrative controls and protocolg
when preparing medications for inmatatients?

7.106 Medication preparation and administration areas: Does the 4 3 7 57.14% | 13
institution employ appropriate administrativentrols and protocols
when distributing medications to inmagtatients?

7.107 Pharmacy: Does the institution employ and follow general security,| 1 0 1 100.00%| O
organization, and cleanliness management protocols in its main an
satellite pharmacies?
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7.108 | Pharmacy: Does the institutiod® pharmacy properly store noefrigerated 1 (0| 1 | 100.00%| O
medications?
7.109 | Pharmacy: Does the institutio®s pharmacy properly store refrigerated or frozen| 1 | 0| 1 [ 100.00%| 0
medications?
7.110 [ Pharmacy: Does the institutiod® pharmacy properly account for narcotic 1 (0| 1 | 100.00%| O
medications?
7.111 | Pharmacy: Does the institution follow key medication error reporting protocols? 30 | 0 | 30 [ 100.00%| O
7.998 | For Information Purposes Only: During eUHR compliance testing and case
reviews, did the OIG find that medication errors were properly identified and Information Only
reported by the institution?
7.999 | For Information Purposes Only: Do inmatepatients in isolation housing units
haveimmediate access to their KOP prescribed rescue inhalers and nitroglyce Information Only
medications?
Overall Percentage: 77.83%
Prenatal and PosDelivery Services Scored Answers
This indicator is not applicable to this institution. Not Applicable
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Scored Answers
Yes
Reference . . +
Number | Preventive Services Yes | No | No | Yes% | N/A
9.001 Inmate-patients prescribed TB medicationsDid the institution 10 | 20 [ 30 | 33.33% 0
administer the medication to the inmaatient as prescribed?
9.002 Inmate-patients prescribed TB medicationsDid the institution 8 22| 30 | 26.67% 0
monitor the inmatgatient monthly for the most recent three monthg
or she was on the medication?
9.003 Annual TB Screening: Was the inmatg@atient screened for T®ithin 17 | 13 | 30 | 56.67% 0
the last year?
9.004 Were all inmatepatients offered an influenza vaccination for the mo| 30 0 30 | 100.00%| O
recent influenza season?
9.005 All inmate-patients from the age of 50 through the age of 7%as 29 1 30 | 96.67% 0
the inmatepatientoffered colorectal cancer screening?
9.006 Female inmatepatients from the age of 50 through the age of 74:
Was the inmatgatient offered a mammogram in compliance with Not Applicable
policy?
9.007 Female inmatepatients from the age of21 through the age of 65: Not Applicable
Was the inmatgatient offered a pap smear in compliance with polid pp
9.008 Are required immunizations being offered for chronic care 15 | 12 | 27 | 52.63% | 13
inmatepatients?
9.009 Are inmatepatients at the highessk of coccidioidomycosis (valley Not Apolicable
fever) infection transferred out of the facility in a timely manner? pp
Overall Percentage: 61.48%
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Quiality of Nursing Performance

Scored Answers

The quality of nursing performance will be assessed during case reviews, con
by OIG clinicians, and is not applicable for the compliance portion of the medi
inspection. The methodologies OIG clinicians use to evaluate the quality of nu
performance are presented in a separate inspection document entitled OIG M
Retrospective Case Review Methodology.

Not Applicable

Quality of Provider Performance

Scored Answers

The quality of provider performance will be assessed during case reviews,
conducted by OIG clinicians, and is not applicable for the compliance portion
medical inspection. The methodologies OIG clinicians use to evaluate the qu4
provider perbrmance are presented in a separate inspection document entitled
MIU Retrospective Case Review Methodology.

Not Applicable
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Scored Answers
Yes
Reference . . +
number | Reception Center Arrivals Yes | No | No | Yes% | na
12.001 For inmate-patientsreceived from a county jail: Did nursing staff 18 2 20 | 90.00% 0
complete the initial health screening and answer all screening que
on the same day the inmatatient arrived at the institution?
12.002 For inmate-patients received from a county jail:When required, did| 20 0 20 | 100.00%| O
the RN complete the assessment and disposition section of the he
screening form, and sign and date the form on the same day staff
completed the health screening?
12.003 For inmate-patients received from a countyail: If, during the 20 0 20 | 100.00%| O
assessment, the nurse referred the inpatient to a provider, was the
inmatepatient seen within the required time frame?
12.004 For inmate-patients received from a county jail:Did the 20 0 20 | 100.00%| O
inmatepatient receive a biory and physical by a primary care
provider within seven calendar days?
12.005 | For inmate-patients received from a county jail:Were all required 16 | 4 20 | 80.00% 0
intake tests completed within specified timelines?
12.006 For inmate-patients received from a county jail:Did the primary 16 3 19 | 84.21% 1
care provider review and communicate the intake test results to the
inmatepatient within specified timelines?
12.007 For inmate-patients received from a county jail:Was a tuberculin 4 16 | 20 | 20.00% 0
test both administered and read timely?
12.008 For inmate-patients received from a county jail:Was a 10 | 10 [ 20 | 50.00% 0
Coccidioidomycosis (Valley Fever) skin test administered and read
timely?
Overall Percentage: 78.03%
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Scored Answers

i Specialized Medical Housing Yes
eference . +
Number | (OHU, CTC, SNF, Hospice) Yes | No | No | Yes% | N/A

13.001 For all higher level care facilities: Did the registered nurse completg 7 0 7 100.00%| O
an initial assessment of the inmgi&tient on the day of admission, or]
within eight hours of admission to CNi-Hospice?

13.002 For OHU, CTC, & SNF only: Did the primary care provider for OHY 4 3 7 57.14% 0
or attending physician for a CTC & SNF evaluate the infpateent
within 24 hours of admission?

13.003 For OHU, CTC, & SNF only: Was a written history and physical 7 0 7 100.00%| O
examination completed within 72 hours of admission?

13.004 For all higher level care facilities: Did the primary care provider 0 7 7 0.00% 0
complete the Subjective, Objective, Assesstnelan, and Education
(SOAPE) notes on the inmapatient at the minimum intervals

required for the type of facility where the inmgatient was treated?

13.101 For OHU and CTC Only: Do inpatient areas either have properly 1 0 1 100.00%| O
working call systems in its OHU & CTC or are-80nute patient
welfare checks performed; and do medical staff have reasonably
unimpeded access to enter inmptdients cells?

Overall Percentage: 71.43%

San Quentin StaMediPecalsolnns Cyatlieonrt Page84

Of fice of the Inspector Gener al State of



Scored Answers

Yes
Reference ) . i
Number | Specialty Services Yes | No | No | Yes% | N/A

14.001 Did the inmatepatient receive the higpriority specialty service within| 15 0 15 | 100.00%| O
14 calendar days of the PCP order?

14.002 Did the PCP revieuwhe high priority specialty service consultant repq 13 2 15 | 86.67% 0
within the required time frame?

14.003 Did the inmatepatient receive the routine specialty service within 9 13 2 15 | 86.67% 0
calendar days of the PCP order?

14.004 Did the PCReview the routine specialty service consultant report 9 4 13 | 69.23% 2
within the required time frame?

14.005 | For endorsed inmatepatients received from another CDCR 10 | 10 [ 20 | 50.00% 0
institution: If the inmatepatient was approved for a specialty servic
appointment athe sending institution, was the appointment schedul
at the receiving institution within the required time frames?

14.006 | Did the institution deny the primary care provider request for specig 2 0 2 100.00%| O
services within required time frames?

14.007 Following the denial of a request for specialty services, was the 1 1 2 50.00% 0
inmatepatient informed of the denial within the required time frame

Overall Percentage: 77.51%
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Scored Answers
Reference | INt€rN@l Monitoring, Quality Improvement, and st
number | Administrative Operations Yes | No | No | Yesw | nA
15.001 Did the institution promptly process inmate medical appeals during| 12 0 12 | 100.00%| O
most recent 12 months?
15.002 Does the institution follovadverse/sentinel event reporting 0 1 1 0.00% 0
requirements?
15.003 Did the institution Quality Management Committee (QMC) meet at| 6 0 6 100.00%| O
least monthly to evaluate program performance, and did the QMC
action when improvement opportunities were identified?
15.004 Did the institutioris Quality Management Committee (QMC) or othe] 0 1 1 0.00% 0
forum take steps to ensure the accuracy of its Dashboard data
reporting?
15.005 | For each initiative in the Performance Improvement Work Plan 3 2 5 60.00% 0
(PIWP), haghe institution performance improved or reached the
targeted performance objective(s)?
15.006 For institutions with licensed care facilities:Does the Local 1 3 4 25.00% 0
Governing Body (LGB), or its equivalent, meet quarterly and exerc
its overall responsibilities for the quality management of patient he
care?
15.007 Does the Emergency Medical Response Review Committee perfor] 10 2 12 | 83.33% 0
timely incident package reviews that include the use of required re
documents?
15.101 Did the institution complete a medical emergency response drill fo 1 2 3 33.33% 0
each watch and include participation of health care and custody st
during the mostecent full quarter?
15.102 Did the institutioris second level medical appeal response address| 10 0 10 | 100.00%| O
of the inmatepatients appealed issues?
15.103 Did the institutioris medical staff review and submit the initial inmat{ 10 0 10 | 100.00%| O
death report to the Death Review Unit in a timely manner?
15.996 For Information Purposes Only: Did the CCHCS Death Review
Committee submit its inmate death review summary to the institutid Information Only
timely?
15.997 For Information Purposes Only: Identify the institutiods protocols .
. - Information Only
for tracking medical appeals.
15.998 For Information Purposes Only: Identify the institutiods protocols .
. . . InformationOnly
for implementing health care local operating procedures.
15.999 For Information Purposes Only: Identify the institutiods health care .
) Information Only
staffing resources.
Overall Percentage: 60.17%
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Scored Answers

Reference Job Performance, Training, Licensing, and st
number | Certifications ves | no | o | vesos | nia
16.001 Do all providers maintain a current medical license? 16 0 16 | 100.00%| O

16.101 Does the institutiods Supervising Registered Nurse conduct periodi{ 5 0 5 100.00%| O
reviews of nursing staff?

16.102 | Are nursing staff who administenedications current on their clinical | 10 0 10 | 100.00%| O
competency validation?

16.103 | Are structured clinical performance appraisals completed timely? 2 12 | 14 | 14.29% 0

16.104 | Are staff current with required medical emergency response 2 1 3 66.67% 0
certifications?
16.105 | Are nursing staff and the PharmasistCharge current with their 5 0 5 | 100.00%| 1

professional licenses and certifications?

16.106 | Do the institutiois pharmacy and authorized providers who prescriff 1 0 1 100.00%| O
controlled substances maintaiarrent Drug Enforcement Agency
(DEA) registrations?

16.107 | Are nursing staff current with required new employee orientation? | 0 1 1 0.00% 0
Overall Percentage: 72.62%
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APPENDIX B3 CLINICAL DATA

Table B-1 San Quentin Sample Sets

Sample Set Total
Anticoagulation 3
CTC/OHU
Death Review/Sentinel Events 5
Diabetes 2
Emergency ServicésCPR 5
Emergency ServiceésNon-CPR 5
High Risk 5
Hospitalization
Intra-System Transfer 3
Intra-System Transfer®ut 3
RN Sick Call 38
Reception Center Transfers 5
Specialty Services 5

89
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Table B-2 San Quentin Chronic Care Diagnoses

Diagnosis Total
Anemia 8
Anticoagulation 3
Arthritis/Degenerative Joint Disease 4
Asthma 13
COPD 17
Cancer 7
Cardiovascular Disease 18
Chronic Kidney Disease 15
Chronic Pain 26
Cirrhosis/EndStage Liver Disease 4
DVT/PE 2
Diabetes 31
Gastroesophageal Reflux Disease 25
Gastrointestinal Bleed 2
HIV 10
Hepatitis C 27
Hyperlipidemia 30
Hypertension 60
Mental Health 15
MigraineHeadaches 1
Seizure Disorder 5
Sleep Apnea 5
Thyroid Disease 5
333
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Program Total
Diagnostic Services 312
Emergency Care 122
Hospitalization 70
Intra- System Transfer 20
Intra-System Transfer®ut 5
Not Specified 1
Outpatient Care 568
Reception Center Care 29
Specialized Medical Housing 423
Specialty Services 333

Total
MD Reviews Detailed 30
MD Reviews Focused 0
RN ReviewsDetailed 17
RN Reviews Focused 60
Total Reviews 107
Total Unique Cases 89
Overlapping Reviews (MD & RN) 18
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APPENDIX C3 COMPLIANCE SAMPLING METHODOLOGY

SAN QUENTIN STATE PRISON

Quality
Indicator

Sample Category
(number of
samples)

Data Source

Filters

Access to Care

MIT 1.001 | Chronic care patients: Master Registry | § Chronic care conditions (at least one condition
inmatepatiend any risk level)
(40 f Randomize
MIT 1.002 | Nursing Referrals OIG Q: 6.001 1 Seelntra-system Transfers
(30)
MITs 1.003006 | Nursing sick call MedSATS 1 Clinic (each clinic tested)
(5 per clinic) 1 Appointment date (2 months)
40 f Randomize
MIT 1.007 | Returns from OIG Q: 4.008 1 SeeHealth Information Management (Medical
community hospital Records)returns from community hospital)
(30)
MIT 1.008 | Specialty services OIG Q:14.001 &| 1 SeeSpecialty Services
follow-up 14.003
(30)
Diagnostic Services
MITs 2.001 003 | Radiology Radiology Logs | Appointmentdate (90 dayi€® months)
1 Randomize
(10) q{ Abnormal
MITs 2.004 006 | Laboratory Quest 1 Appt. date (90 day® months)
1 Order name (CBC or CMPs only)
1 Randomize
(10) § Abnormal
MITs 2.007 009 | Pathology InterQual 1 Appt. date (90 day® months)
1 Service (pathologyelated)
(10) Y Randomize
Health Information Management (Medical Records)
MIT 4.001 | Timely scanning OIG Qs: 1.001, |9 Nondictated documents
(10) 1.002,&1.004 | q 1°10 IPSMIT 1.001, '5IPs MITs 1.002, 1.004
MIT 4.002 OIG Q: 1.001 i Dictated documents
(20) 1 First 20 IPs selected
MIT 4.003 OIG Qs: 14.002 | 1 Specialty documents
(20) & 14.004 1 First 10 IPs for each question
MIT 4.004 OIG Q: 4.008 1 Community hospital discharge documents
(20) 1 First 20 IPs selected
MIT 4.005 OIG Q: 7.001 1 MARs
(20) {1 First 20 IPsselected
MIT 4.006 Documents for | 1 Any misfiled or mislabeled document identified
(12) any tested inmate during OIG compliance review (12 or more = N(
MIT 4.007 | Legible signatures & | OIG Qs: 4.008, | { First 8 IPs sampled
review 6.001, 6.002, 1 One source document per IP
7.001, 12.001,

(40

12.002 & 14.002
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Quality

Indicator

Sample Category
(number of
samples)

Data Source

Filters

Health Information Management (Medical Records) (continued)

MIT 4.008 | Returns from Inpatientclaims | § Date (2 8 months)
community hospital | data 1 Most recent 6 months provided (within date rang
1 Rxcount
1 Discharge date
1 Randomize(each month individually)
1 First 5 inmatepatients from each of the 6 months
(if not 5 in a month, supplement from another, a
(30) needed)
Health Care Environment
MIT 5.10%111 | Clinical areas OIG inspector | T Identify and inspect all onsite clinical areas.
(13) onsite review
Inter- and Intra-System Transfers
MIT 6.002:003 | Intra-system transfery SOMS 1 Arrival date (39 months)
1 Arrived from (another CDCR facility)
1 Rxcount
(30) f Randomize
MIT 6.004 | Specialty services MedSATS 1 Date of transfer (3 months)
sendouts 1 Randomize
(20)
MIT 6.101| Transfers out OIG inspector 1 R&R IP transfers with medication
(5) onsite review
Pharmacy and MedicatioMManagement
MIT 7.001| Chronic care OIG Q: 1.001 SeeAccess to Care
medication 1 Atleast one condition per inmagatient any risk
level
(40) { Randomize
MIT 7.002 | New Medication Master Registry | § Rx count
Orders 1 Randomize
(40) § Ensure no duplication of IPs testediiT 7.001
MIT 7.003 | Returns from OIG Q: 4.008 1 SeeHealth Information Management (Medical
Community Hospital Records)returns from community hospital)
(30)
MIT 7.004 | RC arrivalsi OIG Q:12.001 1 SeeReception Center Arrivals
medication orders
(20)
MIT 7.005 | Intra-facility moves | MAPIP transfer | Date of transfer (28 months)
data 1 To location/from location (yard to yard and
to/from ASU)
1 Remove any to/from MHCB
1 NA/DOT meds (and risk level)
(30) T Randomize
MIT 7.006 | En Route SOMS 91 Date of transfer (28 months)
1 Sending institution (another CDCR facility)
1 Randomize
N/A at this institution 1 NA/DOT meds
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Sample Category

Quality (number of
Indicator patients) Data Source Filters
Pharmacy and MedicatiotManagement (continued)
MITs 7.102103 | Medication storage | OIG inspector | Identify and inspect clinical & med line areas the

areas

onsite review

store medications

19
MITs 7.104 106 | Medication OIG inspector | § Identify and inspect onsite clinical areas that
Preparation and onsite review prepare and administer medications
Administration Areas
()
MITs 7.107110 | Pharmacy OIG inspector | {1 Identify & inspect all onsite pharmacies
(€D)] onsite review
MIT 7.111 | Medication error Monthly 1 All monthly statistic reports with Level 4 or highe
reporting medication error | §  Select a total of 5 months
(30) reports
MIT 7.999 | Isolation unit KOP Onsite active 1 KOP rescue inhalers & nitroglycerin medications
medications medication for IPs housed isolation units
(10) listing
Prenatal and PosDelivery Services
MIT 8.00:007 | Recent Deliveries OB Roster 1 Delivery date (212 months)
N/A at this institution 1 Most recentdeliveries (within date range)
Pregnant Arrivals OB Roster 1 Arrival date (212 months)
N/A at this institution { Earliest arrivals (within date range)
Preventive Services
MITs 9.001 002 | TB medications Maxor 1 Dispense date (past 9 months)
9 Time period on TB meds (3 months or 12 weeks
(30) Y Randomize
MIT 9.003| TB Code 22, annual | SOMS 91 Arrival date (at least 1 year prior to inspection)
TST 1 TB Code (22)
(30) f Randomize
TB Code 34, annual | SOMS 1 Arrival date (at least 1 year prior to inspection)
screening 1 TB Code (34)
(30) { Randomize
MIT 9.004 | Influenza SOMS 1 Arrival date (at least year prior to inspection)
vaccinations 1 Randomize
(30) 1 Filter out IPs tested iMIT 9.008
MIT 9.005 | Colorectal cancer SOMS 1 Arrival date (at least 1 year prior to inspection)
screening 1 Date of birth (51 or older)
(30) f Randomize
MIT 9.006 | Mammogram SOMS 1 Arrival date (at least 2 yrs prior to inspection)
1 Date of birth (age 5274)
N/A at this institution ¥ Randomize
MIT 9.007 | Pap smear SOMS 1 Arrival date (at least three yrs prior to inspection
1 Date of birth (age 2%63)
N/A at this institution ¥ Randomize
MIT 9.008 | Chronic care OIG Q: 1.001 91  Chronic care conditions (at least 1 condition per,

vaccinations

(40)

=a =4

IP3 any risk level)
Randomize
Condition must require vaccination(s)
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Sample Category

Quality (number of
Indicator patients) Data Source Filters
Preventive Service&ontinued)
MIT 9.009 | Valley fever Coccitransfer | Reports from pastiB months
(number will vary) status report 1 Institution
1 Ineligibility date (60 days prior to inspection date
N/A at this institution T Al

Reception Center Arrivals

MITs 12.001008 | RC SOMS 1 Arrival date (2 8 months)
1 Arrived from (county jail, return from parole, etc
(20) { Randomize
Specialized Medical Housing
MITs 13.001004 | CTC CADDIS 1 Admit date (16 months)
1 Type of stay (no MH beds)
1 Length of stay (minimum of 5 days)
7 1 Randomize
MIT 13.101| Call buttons OIG inspector 1 Review by location
CTC (all) onsite review
Specialty Services Access
MITs 14.001 002 | High-priority MedSATS 1 Approval date (B9 months)
(15) f Randomize
MITs 14.003 004 | Routine MedSATS 1 Approval date (B9 months)
(15) f  Remove optometry, physical therapy or podiatry
1 Randomize
MIT 14.005| Specialty services MedSATS 1 Arrived from (other CDCR institution)
arrivals { Date of transfer (3 months)
(20) { Randomize
MIT 14.006007 | Denials InterQual 1 Review date (89 months)
2 f Randomize
IUMC/MAR 1 Meeting date (9 months)
Meeting Minutes| §  Denial upheld
(2 { Randomize

Internal Monitoring, Quality Improvement, & Administrative Operations

MIT 15.001| Medical appeals Monthly medical | § Medical appeals (1&honths)
(all) appeals reports
MIT 15.002| Adverse/sentinel Adverse/sentinel| 1  Adverse/sentinel eventsi(@ months)
events events report
(@)
MITs 15.003 004 | QMC Meetings Quality 1 Meeting minutes (12 months)
Management
Committee
(6) meeting minutes
MIT 15.005| Performance Institution PIWP | §  PIWP with updates (12 months)
improvement work 1 Medical initiatives
plans (PIWP)
5)
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Internal Monitoring, Quality Improvement, & Administrative

Operation&ontinued)

MIT 15.006| LGB LGB meeting 1 Quarterly meeting minutes (12 months)
(4) minutes
MIT 15.007| EMRRC EMRRC meeting| § Monthly meeting minutes (6 months)
(12) minutes
MIT 15.101| Medical emergency | Onsite summary | § Most recent full quarter
response drills reports & 1 Each watch
documentation
(3) for ER drills
MIT 15.102| 2" level medical Onsite list of 1 Medical appeals denied (6 months)
appeals appeals/closed
(10) appeals files
MIT 15.103| Death Reports Institutiontlist of | § Most recent 10 deaths
deaths in prior | q Initial death reports
(10) 12 months
MIT 15.996| Death Review OIG summary 1 Between 35 business days & 12 months prior
Committee log - deaths f CCHCS death reviews
(10)
MIT 15.998 | Local operating Institution LOPs | §  All LOPs
procedures (LOPS)
(all)
Job Performance, Training, Licensing, and Certifications
MIT 16.001| Provider licenses Current provider |  Review all
listing (at start of
(16) inspection)
MIT 16.101| RN Review Onsite 1 RNs who worked irtlinic or emergency setting
Evaluations supervisor six or more days in sampled month
periodic RN { Randomize
(5) reviews
MIT 16.102| Nursing Staff Onsite nursing | On duty one or more years
Validations education files | § Nurse administers medications
(10) { Randomize
MIT 16.103| Provider Annual OIG Q:16.001 1 Allrequired performance evaluation documents
EvaluationPackets
(all)
MIT 16.104| Medical Emergency | Onsite 1 All staff
Response certification o Providers (ACLS)
Certifications tracking logs 0 Nursing (BLS/CPR)
(all) 0 Custody (CPR/BLS)
MIT 16.105| Nursing staff and Onsite tracking | 1 All required licenses and certifications

Pharmacisin-charge
Professional
Licenses and

system, logs, or
employee files

Certifications

(al
San Quentin St aMediPocalsolnnps Cegcactli Page95
Of fice of the Inspector Genera State of




Quality

Indicator

Sample Category
(number of
samples)

Data Source
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Job Performance,

Training, Licensing, and Certifications (continued)

MIT 16.106| Pharmacy and Onsite listing of | 1  All DEA registrations
ProvideréDrug provider DEA
Enforcement Agencyl registration #s &
(DEA) Registrations | pharmacy
registration
(all) document
MIT 16.107| Nursing Staff New | Nursing staff 1 New employees (hired within last 12 months)
Employee training logs
Orientations
(all
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