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Introduction

Toward s the end of2013, D r. R onald Shansky was nom inated by the parties and appointed by
the cou rt in the Lippert m atter as an expert pu rs u ant to R u le 706 of the Fed eral R u le s of
Evid ence. The ord erappointinghim lays ou t the scope ofthe d u tie s .

“The expert willassis t the cou rt in d e term iningwhetherthe Illinois D epartm ent of
C orrections (“ID O C ”) is provid inghealth care service to the offend ers in its
cu s tod y that m ee t the m inim u m constitu tionalstand ard s ofad equ acy.”

It fu rthergoes on to say that the expert “willinves tigate allrelevant com ponents ofthe health
care s ys te m except forprogram s ervices and protocols that relate exclu sively to m entalhealth.”
Fu rtherm ore,

“If s ys te m icd eficiencie s in ID O C health care are id entified he will propose
solu tions forconsid eration by the parties and the cou rt. Thes e propose d solu tions,
ifany, willform the base s forfu tu re negotiations between the partie s in an effort
to craft afinal se ttlem ent of this m atter or alternatively, m ay be offered into
evid ence in the trialofthis m atter. Fu rtherm ore, the expert willnot recom m end
specifictreatm ent forind ivid u aloffend ers u nle s s those recom m end ations relate to
s ys te m icd eficiencies in the healthcare provid ed to offend ers in ID O C cu s tod y.”

The parties have also accepted K aren Saylor, M .D ., Larry H ewitt, R .N . and K arlM e yer, D .D .S.
as ad d itionalteam m em bers. The expert m e t withthe partie s in late 2013and asecond tim e in
A prilof2014. The firs t m e e tingfocu se d on the m e thod ology to be u s e d as wellas qu e s tions that
either of the parties had withregard to the proces s . The A prilm e e tingwas intend e d to be an
u pd ate, havingvisited by that tim e approxim ately halfofthe facilitie s to be reviewed . The expert
thou ght this wou ld be valu able becau s e the confid entiald raft report was not d u e u ntilthe site
visits and m ortality reviews had be en com plete d and therefore there wou ld have been no
opportu nity to jointly u pd ate the partie s u ntilthey actu ally received the confid entiald raft report.
B othpartie s have been extrem ely s u pportive of this proces s . W e received fu llcooperation at
eachofthe prisons we visited and are extrem ely appreciative ofthe localefforts to facilitate the
proces s .

The inve s tigative team was as signed an explicit task, “To assis t the C ou rt in d e term iningwhether
the s tate of Illinois was able to m ee t m inim al constitu tional stand ard s with regard to the
ad equ acy of its health care program for the popu lation it s erves .” In ord er to reach this
conclu sion, the parties d e term ined that we shou ld visit at leas t eight facilitie s , six ofwhichwere
jointly s elected by the partie s . The inves tigative team concu rs withthe partie s’s elections, in that
those six facilities have special responsibilitie s within the s ys te m and are critical to a
d e term ination as to whether, when the healthcare s ys te m s are m os t challenged , they are able to
ad equ ately m ee t that challenge. Three of the ins titu tions reviewed fu nctioned as reception
centers . The s e facilities are criticalin that they perform the initialevalu ation u pon entry into the
s ys te m . P roblem s that they failto id entify are m u chm ore likely to either not be ad d re s s e d or
som e tim e s at am inim u m , the id entificationand the interventions are significantly d elayed . Three
facilities were m axim u m -s ecu rity facilitie s whichhou s e the m os t challengingofpopu lations for
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which to provid e health care services. Finally, one of the six hou s e s the s ys te m ’s special
geriatrics u nit, whichalso create s healthcare challenge s. It has been ou rexperience that when a
sys te m is able to m ee t cons titu tionalstand ard s at the m os t challenged ins titu tions, it is very likely
to m ee t cons titu tionalstand ard s at the le s s challengingfacilitie s . The converse , however, in ou r
experience has not proven to be tru e .

The State ind icate s that the inves tigation team shou ld have u tiliz ed s tand ard s s u ch as the
N ationalC om m ission on C orrectionalH ealthC are orthe A m erican C orrectionalA s sociation as
the basis for bothou r inves tigation and ou r recom m end ations. The lead er of the inve s tigative
team served on the board ofthe N ationalC om m is sion on C orrectionalH ealthC are for10years.
H e has also been involved withthe d evelopm ent ofthe s tand ard s forthe last 20years, s ervingon
three of the task forces and ad visingthe m os t recent task force. In ad d ition, he has also bee n
requ e s te d and has provid ed trainingto allofthe N C C H C s u rveyors withregard to the qu ality
im provem ent s tand ard and how to s u rvey it. H e him s elfhas d one s u rveys in eachofthe last three
years. A llof the m em bers of the inve s tigative team believe that the N ationalC om m is sion on
C orrectionalH ealth C are, throu gh its s tand ard s , its s u rveys and its training, have contribu te d
s u bs tantially overthe past three to fou rd ecad e s in helpingfacilities im prove the qu ality ofhealth
care. W hen the s u rvey proces s occu rs, abou t 80% ofthat proces s is focu se d on ad m inistrative
m atters;policie s, proced u re s , contracts and otherad m inistrative m atters . A pproxim ately 20% of
the s u rvey proces s is focu s e d on clinicalcare, and d u ringthat proces s the lead inve s tigatorhas
recently been asked to helpred e sign the m e thod ology u s e d to as s e s s care is s u e s . Inves tigations
that are part oflitigation and assis t the cou rt in d e term iningwhether and the extent to which
“d eliberate ind ifference to s eriou s m e d ical ne ed s” m ay exist requ ire s that the focu s be
overwhelm ingly on clinicalcare iss u e s . Thu s , virtu ally allofthe tim e that we spent, otherthan
u nd ers tand inghow services are provid ed at each facility, d ealt with interviewingstaff and
inm ate s , observingproces s e s and reviewingm e d ical record s . For the pu rpose s of the cou rt,
clinicalcare is of overwhelm ingim portance and ad m inistrative iss u e s , thou gh im portant, are
m u ch, m u chles s im portant.

A recent article by A lex Fried m ann pu blished in Prison Legal News, O ctober 2014, d e scribe s
withspecificcitations abou t how the cou rts view specifically A C A accred itation, bu t also how
the cou rts view accred itation in general. M ore com m only the cou rts have said that they d o not
rely in theird e term inations ofconstitu tionality on the pres ence orabsence ofaccred itation. W e
believe that this is based on the fact that the focu s in constitu tionald ispu te s is overwhelm ingly
on clinicalcare m atters , whereas in accred itation the focu s is overwhelm ingly on ad m inistrative
is s u e s . The word ingof the constitu tionald efinition of an Eight A m end m ent violation forces
inve s tigators, whether they be plaintiffs or d efend ants or workingfor bothpartie s , to heavily
focu s on clinicalcare is s u e s . H avingsaid this is not m eant in any way to d im inishthe valu e of
the accred itation proces s , specifically with the N ational C om m is sion on C orrectional H ealth
C are.

H avingreceived the com m ents from bothplaintiffs and d efend ants , it has been achallenge to
integrate som e ofthe com m ents into the finald raft. The State has ind icated it has d one s everal
things which are consis tent with the inve s tigative team ’s recom m end ation. Since we cannot
verify where things are in the proces s , we are not ad d re s singthose things in the finalreport.
Rather, any of the u pd ate s willbe available to the C ou rt in an append ix which inclu d e s both



5

plaintiff’s and d efend ant’s re sponse s . O n the otherhand , where there are clarifications requ e s te d
or alternatives propose d , we have attem pte d to be re sponsive. In som e ins tances, the original
paragraphs we feelwere clear enou gh;in otherinstances, we have m od ified the originald raft.
W e feelwe have m ad e asincere effort to be re sponsive to the parties .

In ord er to perform s u chareview, it is nece s sary to u tiliz e avariety ofinves tigative s trategies.
W e interviewed s taff, we have interviewed inm ate s , we have observed care provid ed , we have
reviewed policie s and proced u re s and com pared practice to the policies and proced u re s , we have
reviewed m inu te s ofm e e tings and we have reviewed s elected record s , inclu d ingd eathrecord s .
In ord erto bes t d e scribe acorrectionalhealthcare program , we have fou nd it u s efu lto organiz e
the ins titu tionalreviews alongthe line s ofm ajors ervices provid ed . This listingofservices is not
exhau s tive; however, it enable s a fairly com prehensive snapshot of how the program is
fu nctioning. The criticalservices begin withm ed icalreception, whichis d e signed to create an
awarene s s and u nd ers tand ingofthe m ed icalneed s ofpatients on entry to the s ys te m . W e visited
three reception centers;the m ain reception center, which is the N orthern R eception C enter,
which receives inm ate s from C ook C ou nty;the reception proces s at the Logan C orrectional
C enter, the m ajorwom en’s prison;and the M enard C orrectionalC enter, whichreceives farfewer
new inm ate s , e specially those from Sou thern Illinois. A n ad ju nct to the reception proces s for
when patients are transferred from one facility to another is the intrasys tem transfer proces s .
B othreception and intrasys te m transferproces s e s are d e signed to id entify problem s and insu re
continu ity ofcare d e spite the potentiald isru ption d u ringatransfer. O therm ajorservices inclu d e
nu rs e and provid er sick call (prim ary care s ervices), chroniccare services, m ed ication
m anagem ent s ervices, sched u led offsite s ervices (specialty consu ltations and proced u re s),
u nsched u led onsite and offsite s ervices (u rgent/em ergent re sponse s), infirm ary services (onsite
inpatient care), infection controls ervices and d entalservices. A llof thes e m ajor service areas
m u s t be s u pporte d by an effective qu ality im provem ent program that not only self-m onitors bu t
also effectively id entifie s perform ance im provem ent nee d s and im plem ents s trategie s that
facilitate perform ance im provem ent. It is the s e s ervices forwhichwe willprovid e an overview
in this confid entiald raft report and forwhichwe willattachinstitu tionalappend ice s inwhichou r
specificfind ings within eachinstitu tion are d e tailed . Finally, the report inclu d e s areview of63
d eaths by D r. Saylorand D r. Joe Gold enson, who was ad d e d to the team withthe agreem ent of
the partie s in ord erto facilitate com pletion ofthe m ortality reviews. In ord erto d iscu s s s ervices,
we are forced to ad d re s s bothlead ershipis s u e s as wellas s taffingis s u e s , and the d egree to which
lead ership or s taffingwere significantly problem aticvaries by institu tion. In the ins titu tional
append ices, we d e scribe shortcom ings in som e d e tail.

Leadership and Staffing

Lead ershipis aproblem at virtu ally allofthe facilities we visited . The qu e s tion varied only with
regard to d egree. The reason why lead ershipis so im portant to acorrectionalhealthprogram is
becau se they are re sponsible for se ttingthe tone withregard to boths tru ctu re and profe s sional
perform ance as wellas insu ringthat the program effectively self-m onitors and s elf-corrects so
that problem s are id entified , ad d re s s e d and u ltim ately elim inated . Throu ghthis s elf-correcting
proces s potential harm to patients is continu ally m itigated . W ithou t a strongand effective
lead ershipteam aprogram is m u chles s able to id entify the cau se s ofs ys te m icproblem s and to
effectively ad d re s s those problem s by im plem enting appropriate targete d im provem ent
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strategie s. A t the extrem e was D ixon, aspecialm is sion (reception center, geriatricu nit, special
program for d isabled , special hou singfor patients with m ed ical or m ental health problem s)
facility, bothm ed icaland m entalhealth, whichat the tim e ofou rvisit had avacant H ealthC are
U nit A d m inistrator position, avacant D irector of N u rsingposition and in e s s ence avacant
M e d icalD irector position filled by aW exford “travellingm ed icald irector.” Special m is sion
facilities s erve afu nction for the entire prison sys te m and thu s tend to concentrate m ed ical
pathology orproblem s. A s are s u lt ofthe concentration ofm ed icalproblem s, aprogram that is
not effectively m anaged create s the potentialfor harm to the patients and legalliability to the
State. The d egree of breakd owns we fou nd at D ixon were the m os t s evere. There m u s t be a
requ irem ent that aM ed icalD irectorhired by W exford m u s t be board certifie d in prim ary care,
preferably either fam ily m ed icine or internal m ed icine. In ad d ition, the one H ealth C are
A d m inistrator re sponsible for both N R C and Stateville had been takingextend e d leave s of
absence. This is avehicle for failu re. A d d itionally, the D irector of N u rsingposition at each
facility, com m only a vend or position, m u s t have the re sponsibility on a fu ll-tim e basis for
overse eingnu rsingclinicalservices. W e are told that at s everal site s they have an ad d itional
ad m inistrative as signm ent with regard to W exford corporate re sponsibilitie s . This is not
acceptable. The oversight ofasu bs tantialnu rsingprogram is afu ll-tim e job. N o tim e shou ld be
taken away from that re sponsibility. The lead ershipvacu u m s at D ixon, Stateville and N R C have
re s u lte d in proces s and care breakd owns on ad aily basis. R eception is not d one tim ely and
m ed icalrecord s are alm os t im pos sible to effectively u tilize at N R C d e spite the fact that there is a
person onsite in charge ofm ed icalrecord s . A t Illinois R iver, the M e d icalD irectorposition was
vacant and this was beingfilled two d ays perwe ek by the M e d icalD irectorfrom East M oline.
There appeared to be an effective D irectorofN u rsingwho attem pte d to fillin also as the H ealth
C are U nit A d m inistrator, since that position was filled by som eone on m ilitary leave forthe past
year and ahalf. A t H illC orrectionalC enter, both the H ealthC are A d m inistrator position and
D irectorofN u rsingposition were filled by ind ivid u als who appeared to be qu ite capable. The
M e d icalD irectorposition is filled by ad octorforwhom we id entified clinicalconcerns d u ring
ou rrecord reviews and m ortality reviews. A t M enard , the M e d icalD irectorposition is filled by a
clinician trained as ageneralsu rgeon. This facility also has no prim ary care trained clinicians,
even thou ghthe overwhelm ingm ajority ofclinicalre sponsibilities fallwithin the prim ary care
field . There is no D irectorofN u rsingat M enard ;however, the H ealthC are U nit A d m inistrator
appears qu ite capable and m akes an effort to fillin. H owever, as ind icated throu ghthis review of
eight institu tions, very few ifany withthe exception ofP ontiachave acom plete team withall
positions filled by capable ind ivid u als. It is not s u rprisingthat the weaker the lead ership the
poorer the m ed ical perform ance. Each program ’s perform ance shou ld be m easu red at leas t
annu ally and , where ind icated , lead ershipchange s m u s t be m ad e.

W e fou nd clinician qu ality to be highly variable acros s the ins titu tions we visited and acros s
m e d icalrecord s we reviewed . There were exam ples ofhighqu ality clinicians at som e facilities ,
bu t in other instance s the qu ality ofclinicalcare was poor and re s u lte d in avoid able harm to
patients . Forexam ple, none ofthe three physicians at one ins titu tion we visited had any form al
trainingin aprim ary care field . D u ringthe cou rse ofou rreview ofthe care at this facility, we
cam e acros s s everal exam ples of avoid able harm to patients re s u lting from inappropriate
m anagem ent ofcom m on prim ary care cond itions. Forexam ple, at M enard , patient [REDACTED]
d eveloped ad iabeticfoot u lcerthat was not appropriately m anaged and re s u lte d in am pu tation.
This sam e patient, atype 1d iabetic, had his insu lin d iscontinu ed in respons e to wellcontrolled



7

blood s u gars, whichre s u lte d in d ram aticd eterioration ofhis d iabete s control. This errorreflects
alack ofu nd ers tand ingofthe basicpathophysiology ofthis com m on d is ease . Inanotherinstance
at this facility, patient [REDACTED] presente d with poorly controlled d iabete s and the d octor
tripled his ins u lin d ose and qu ad ru pled the d os e ofhis oralm ed ication. This ofcou rse re s u lte d in
repeated episod e s oflow blood s u gar. Lu ckily the patient knew to refu s e his m ed ication in ord er
to avoid s eriou s harm .

A t Illinois R iver, a26-year-old m an ([REDACTED])repeated ly inform ed healthcare s taffthat he
had atrial fibrillation, a fact that was confirm e d by his jail record s , bu t this history was
d iscou nte d u ntilhe s u ffered as troke. H ad clinicalstafflistened to the patient and reviewed his
jailrecord , they wou ld have learned that he shou ld have been on blood thinners to red u ce the
chances of this d evastatingevent. A t the sam e facility, P atient [REDACTED] presente d with
classicsigns and s ym ptom s oflu ngcancer from the tim e he arrived in ID O C , ye t the s e were
ignored by healthcare s taff for three m onths. B y the tim e he was finally d iagnosed , the only
treatm ent he was eligible forwas palliative rad iation, whichhe d ecline d . H e d ied nine d ays later.

The hiringof u nd erqu alified clinicians into the s ys te m is problem atic, as evid enced by the
exam ple s s tate d above. B y “u nd erqu alified ,”we d o not m ean that the provid eris not qu alified to
practice m ed icine, bu t rather u nd erqu alified to practice the type of m ed icine requ ired of the
position. Forexam ple, ageneralsu rgeon is u nd erqu alifie d to practice prim ary care in the sam e
way an internist is u nd erqu alifie d to practice generalsu rgery. This problem is com pou nd e d by a
lack ofclinicaloversight and peer review, bothlocally and centrally, and alack ofelectronic
resou rces, whichprevents clinicians from havingacces s to inform ation vitalto m ed icald ecision
m akingat the point ofcare. W e recom m end that allM e d icalD irectors be board certified in a
prim ary care field and s taffphysicians have su cces sfu lly com plete d aprim ary care re sid ency. It
is neces sary that allclinicians have acces s to electroniced u cationalresou rces at the point ofcare.
This m eans that com pu ters with interne t access shou ld be pres ent in the exam room s so that
provid ers can acces s e s s entialclinicalinform ation at the tim e they are s e eingthe patients . There
shou ld be period icpeerreview ofclinicalpractice, bothat the local/facility leveland centrally.
A t m os t ofthe facilitie s we visited , the M e d icalD irectors were fu nctioningin prim arily clinical
roles and spent little ifany tim e reviewingthe clinicalpractice ofthe otherprovid ers orengaging
inotherim portant ad m inistrative d u tie s .

Staffingd eficiencies are facility specificto Stateville and D ixon withregard to the nu m ber of
vacancies. Forexam ple, 23ofStateville’s 66bu d gete d positions are vacant, and 18ofD ixon’s
66 bu d gete d positions are vacant. A d d ingto the problem is that key lead ership positions are
vacant at the s e two facilities . Stateville’s H ealth C are U nit A d m inistrator, who is also
re sponsible forthe N R C , has been on an extend e d m e d icalleave ofabsence. A d d e d to that is the
is s u e that 10ofthe 20 bu d gete d correctionalnu rse II registered nu rs e positions are vacant, as
wellas 10ofthe 18 bu d gete d correctionalm ed icaltechnician positions. W hile this nu m ber of
vacant positions create s a significant operational iss u e , the problem becom e s worse becau s e
Stateville nu rsingstaffis requ ired to as sis t at the N R C withintake and operation of the N R C
healthcare u nit, and Stateville nu rsingstaffis reas signed to the N R C when N R C nu rsingstaff
d oe s not report to work. The N R C sched u le E ofapproved bu d gete d positions only provid e s for
eight positions, none of which are nu rsing staff. A s a re s u lt, health care d elivery s u ffers
significantly, whichaffects acces s to care and re s u lts in d elays in treatm ent. Staffingat N R C
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m u s t be s u fficient to insu re m ed icalintake proces singis com plete d within one week ofentry.
This willrequ ire ad d itionalclinicians and pos sibly ad d itionalnu rsingstaffand m ed icalrecord s
s taff.

O fD ixon’s 18vacancies, three are key healthcare u nit lead ershippositions. A t the tim e ofou r
visit, the M e d icalD irector, H ealthC are U nit A d m inistrator and D irectorof N u rsingpositions
were allvacant. The only lead ershippresent in the healthcare u nit was two s u pervisingnu rse s ,
bothofwhom were new to theirpositions. O ne ofthe s u pervisors was em ployed by the State and
one by the m ed icalvend or. A s are s u lt, they eachsu pervis ed ad ifferent grou pofs taffwho were
assigned the sam e re sponsibilitie s , and eachsu pervisorhad herown agend aas ares u lt ofhaving
d ifferent em ployers. C ou pled withthis was that s even of16bu d gete d corrections nu rs e I (R N )
State positions were vacant.

The rem ainingfacility vacancie s (P ontiac, Logan, IL R iver, H ill, and M enard )ranged from nine
at M enard to only one at H ill, with the other facilities fallingsom ewhere in between. Even
thou ghthe actu alnu m ber ofvacancies was low, there was at leas t one key lead ershippositon
vacant at Logan(D O N ), IL River(H C U A )and M enard (D O N ).

O fad d itionalconcern was that at s everalfacilitie s m ed icalvend or em ploye e s who were filling
key lead ershippositions, s u chas the d irectorofnu rsing, su pervisingnu rse or m ed icalrecord s
d irector, were as signed ad d itional corporate d u tie s s u ch as tim e-keeping, payroll or hu m an
resou rces, which took them away from their fu ll-tim e re sponsibilities . Thes e positions were
inclu d e d in the sched u le E ofapproved bu d gete d positions to provid e fu ll-tim e s ervice to the
facility within theirjobd e scription. Takingthem away from that u nd erm ines the operation ofthe
healthcare u nit and program .

A t each facility, asick callsys te m has been d eveloped and im plem ente d which perm its s taff
other than registered nu rs e s to review/triage sick call requ e s ts and evalu ate/ass e s s and treat
patients . It is ou r opinion that this type of ind epend ent as s e s s m ent (which is what anu rs e is
requ ired to perform in re spond ingto asick callsym ptom containingrequ e s t)is beyond the scope
of practice for other than registered nu rsingstaff. The State of Illinois N u rs e P ractice A ct
exclu sively sanctions registered nu rs e s to perform ind epend ent as s e s s m ents , althou gh it d oe s
allow forlicense d practicalnu rse s orothers to as sis t in perform ingass e s s m ents . That assis tance
cou ld inclu d e takingvitalsigns or askingsom e qu e s tions regard ingthe patient’s history with
regard to aspecificproblem . W henanu rs e perform s sick call, the patient has pres ente d arequ e s t
foran asse s s m ent based on one orm ore s ym ptom s. A registered nu rs e has the trainingand skills
to elicit an appropriate history, perform an appropriate physicalas se s s m ent based on the history
and then s ynthe size the d atainto anu rsingd iagnosis and arelated plan. Frequ ently, s ys te m s
provid e protocols to aid the registered nu rs e s in com pletingthe s e as s e s s m ents . To allow staff
who d o not m e e t the requ irem ents by trainingand certification ofaregistered nu rs e to perform
thes e as s e s s m ents increas e s the potentialforharm to the patients as wellas legalliability forthe
State.

It is criticalfor the O ffice of H ealthServices to e s tablish the specifications for the healthcare
contracts as wellas to m onitor and overse e the perform ance of those contracts and provid e a
d irection to the field withregard to policies and proced u re s as wellas clinicalgu id eline s . In
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ord erto provid e s u chgu id ance the O ffice ofH ealthServices requ ires appropriate re sou rces. N ot
only is the M e d icalD irectorpositioncriticalin provid ingclinicalgu id ance bu t also in overse eing
su chalarge healthcare program , the M e d icalD irectorshou ld be provid ed withregionalm ed ical
d irectors also board certifie d in prim ary care to assis t him orherin provid ingclinicaloversight.
U niversally we were inform ed by bothState em ployed s taffas wellas som e vend or em ployed
s taffthat there were significant problem s withthe vend orem ployed regionalm ed icald irectors.
W e perceive the transfer ofthes e positions d irectly to the State M e d icalD irector shou ld allow
for im proved oversight and gu id ance. The recom m end ations we have m ad e are in ord er to
elim inate the conflict ofintere s t inherent in corporate em ploye d physicians reviewingthe work
of corporate em ployed physicians. A d ecision of term ination becom e s an expense for the
corporation. The lead erofthe inves tigative team was M e d icalD irectorin the State ofIllinois for
11years. D u ringthat tim e, we evalu ated the perform ance ofphysicians regu larly and inform ed
vend ors when su chphysicians cou ld no longerbe em ployed in the State ofIllinois. W e believe
contractu alagreem ents can be changed and in fact shou ld be changed when they are in the
intere s t ofthe State in provid ingm inim ally ad equ ate cons titu tionalcare. This inve s tigative team
has been extrem ely d isappointed in the perform ance ofthe vend orand the facility program s with
regard to both profe s sional perform ance review, m ortality reviews and the entire qu ality
im provem ent program . The requ irem ent that physicians perform ingpeer reviews be board
certifie d in prim ary care, whichis the type ofservice that they are evalu ating, is apparent and
nee d s not be ju s tified .

In ad d ition, becau se the qu ality im provem ent program ofany and allhealthcare organizations is
so centralto the d evelopm ent ofan effective program , the centraloffice shou ld have awell-
trained qu ality im provem ent coord inator re sponsible for d irecting the s ys te m -wid e qu ality
im provem ent program . This position wou ld provid e trainingand consu ltation to facilitate for
each site the d evelopm ent of an effective qu ality im provem ent program . A nalogou sly, the
s tatewid e infection controlcoord inator position shou ld be re s tored to as sis t in ed u catingthe
ins titu tions with regard to infection controlas well as m onitoringthe perform ance of those
program s. This personalso has aresponsibility as aliaison to the State D epartm ent ofH ealth. A ll
ofthes e changes shou ld facilitate red u cingthe potentialforharm to patients by im provingthe
oversight and ability to re spond by the State .

Recommendations:
1. A ll M e d icalD irectors m u s t be board certified in aprim ary care field . The State has

m isread this, ind icatingthat allphysicians m u s t be board certified . The inves tigative team
has ind icated that other prim ary care s taff physicians shou ld have com plete d an
accred ite d re sid ency trainingprogram in internal m ed icine or fam ily practice and be
eitherboard certified orbecom e board certified within three years ofem ploym ent. O nly
the State M e d icalD irectorcou ld grant exceptions to this requ irem ent based on his orher
own ass e s s m ent of the cand id ate s . The basis for this recom m end ation is that in ou r
experience and d iscu s sion with other State M e d ical D irectors, there have been a
d isproportionate nu m ber of preventable negative ou tcom e s related to prim ary care
services provid ed by non-prim ary care trained physicians. The inve s tigative team d oe s
not believe that experience practicingin afield withou t the requ ired trainingis ad equ ate
in m itigatingthe preventable negative ou tcom e s .

2. A llclinicians shou ld have acces s to electronicm ed icalreferences at the point ofcare.
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3. Every specialm ed icalm is sion facility m u s t have its own H ealthC are A d m inistrator.
4. The D irectorofN u rsingposition at allfacilities is afu ll-tim e position whose tim e shou ld

not be takenaway by corporate re sponsibilities .
5. E s tablishapproved bu d gete d positions forStateville and the N R C whichallow foreach

facility to fu nction ind epend ently.
6. P rovid e a fu ll-tim e H ealth C are U nit A d m inistrator as well as a fu ll-tim e Q u ality

Im provem ent C oord inator/Infection C ontrolN u rs e forbothStateville and the N R C .
7. Each facility is to d evelop and im plem ent aplan to insu re registered nu rsingstaff is

cond u ctingsick call.
8. M e d icalvend orhealthcare s taffas signed to lead ershippositions, s u chas the d irectorof

nu rsing, su pervisingnu rse or m ed icalrecord s d irector, willnot be assigned corporate
d u tie s s u chas tim e keeping, payrollorhu m anresou rces activities .

9. ID O C to d evelopand im plem ent aplan whichad d re s s e s facility-specificcriticalstaffing
need s by nu m ber and key positions and aproces s to exped ite hiringof s taffwhen the
criticallevelhas been breached .

IDOC Office of Health Services Staffing Recommendations

1. Im m ed iately s e ek approval, interview and fillthe Infection C ontrolC oord inatorposition.
2. E s tablishand fillthe position foratrained Q u ality Im provem ent C oord inatorwho willbe

re sponsible ford irectingthe s ys te m wid e C Q I program .
3. E s tablish, id entify and fillthe positions for three regionalphysicians trained and board

certifie d inprim ary care who willreport to the A gency M e d icalD irectorand perform at a
m inim u m peer review clinical evalu ations, d eath reviews, review and evalu ate
d ifficu lt/com plicated m ed ical case s , review and assis t with m ed ically com plicated
transfers, attend C Q I m e e tings and one d ay aweek, within theirregion, evalu ate patients .
R e sou rces forthes e positions cou ld be taken from m onies allocated to the m ed icalvend or
forregionalphysicians.

Overview of Major Services

Clinic Space and Sanitation

C linicspace, sanitation and equ ipm ent are problem aticat eachfacility withthe exception ofH ill
C orrectionalC enter. The is s u e s ranged from no d e signated space id entified to cond u ct sick call
in hou singu nits , to d e signated space beinginad equ ately equ ipped to d e signated space provid ing
no privacy orconfid entiality d u ringthe healthcare encou nter.

Forexam ple, at State sville, on the firs t floorofcellhou s e s B , C , D , E , Fand the X -hou s e , acell
has been converte d for u s e as asick callarea. The s e areas in cellhou s e s B , E and Fhave no
exam ination tables . A d d itionally, eachofthe areas re tains the “open-front”celld oorwithbars
whichprovid e s forno privacy orconfid entiality d u ringasick callencou nter. A s are s u lt, the s e
id entifie d areas cannot be consid ered as appropriate clinicalspace. In ad d ition, the s e areas are
very noisy.

A t the N orthern R eception C enter, cellhou s e s were originally d e signed to inclu d e aroom for
healthcare encou nters on the firs t floorofeachhou singu nit. The s e areas have allbeen taken
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over by secu rity s taff and are being u se d as the cell hou s e s ecu rity officer’s office. If
appropriately equ ipped , the s e areas wou ld m ee t the criteriaas beingappropriate clinicspace.

A t D ixon, the exam ination room s u s e d by the physician and ad vance levelpractitioners in the
health care u nit are appropriately equ ipped and provid e the requ ired level of privacy and
confid entiality. The areas d e signated for nu rsingcall, however, are ju s t the opposite . The
d e signated room s are inappropriately equ ipped as they have no exam ination table s , and provid e
for no privacy d u ringan exam ination d u e to large wind ows whichwere requ ired for secu rity
reasons. A d d itionally, one id entified sick callareais in ahallway at ad e sk. O bviou sly, this area
is inappropriate for u s e as it has no equ ipm ent, and there is a total lack of privacy and
confid entiality.

O fparticu larconcern was that s u pervisingnu rsingstaffwas totally u naware ofthe d eficiencie s
pertainingto thes e areas. This s u gge s ts significantly u nd erd eveloped profe s sionaloversight.

In the hou singu nit u s e d forad m inistrative and d isciplinary segregation, whichis the X -hou s e , a
room was d e signed to be u s e d for sick callencou nters;however, the areais not beingu se d . If
appropriately equ ipped , this areawou ld m ee t the criteriaas anappropriate clinicspace.

A t P ontiac, cellhou s e clinicspace has been id entifie d and is beingu se d as s u chbu t is totally
inappropriate. The areas are old com m u nalstyle showerroom s whichhave not been red e signe d
in any way. The areas have no equ ipm ent and provid e no privacy or confid entiality. M eager
accom m od ations were m ad e, in that old physical therapy tables are beingu se d rather than
exam ination table s . The physicaltherapy table s are old withcracked and torn coverings and , by
d e sign, d o not allow forthe head ofthe table to be elevated .

The Logan healthcare u nit exam ination room s are appropriately equ ipped and provid e s u fficient
patient privacy and confid entiality d u ringsick callencou nters . In the X -hou s e , where reception,
s egregation and m axim u m -secu rity inm ate s are hou s e d , two room s have been d e signated forsick
call. O ne ofthe room s is u s e d by an ad vanced levelpractitionerand the otherby nu rsingstaff.
The hou singu nit was very noisy, to the point that anu rse perform ingthe reception nu rse screen
was observed havingsignificant d ifficu lty talkingwithapatient who was sittingle s s than three
fee t away. A d d itionally, the nu rsingsick callroom was very sm alland cram ped .

A t Illinois R iver, the healthcare u nit exam ination room s are appropriately equ ipped and provid e
s u fficient privacy and confid entiality. In the X -hou s e , which hou s e s ad m inistrative and
d isciplinary segregation inm ate s , no clinicspace has been id entified . The concern is that nu rsing
staffwillnot perform aneed e d e xam ination becau se they willnot bothersecu rity s taffto rem ove
the inm ate/patient from his celland e scort him to the health care u nit where an appropriate
exam inationcanbe cond u cted .

There were no is s u e s in this areaat H illC orrectionalC enter. H ealthcare u nit exam inationroom s
are appropriately equ ipped and provid e s u fficient privacy and confid entiality. A d d itionally, a
room in the X -hou s e , whichhou s e s s egregation inm ate s , is u s e d for sick call, and the room is
appropriately equ ipped and provid ed s u fficient privacy and confid entiality.
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The M enard health care u nit exam ination room s were appropriately equ ipped and provid e d
s u fficient privacy and confid entiality. Space has been e s tablished in each cell hou s e , Sou th
(u pperand lower), N orth, N orth2, East and W e s t, to cond u ct eithernu rs e orphysician sick call.
The id entified areas were form er inm ate cells and never d e signed as aclinical environm ent.
C u rrently, the areas provid e little to no privacy, and all of the areas are not appropriately
equ ipped . R enovations have begu n in the East C ell H ou s e to provid e for an appropriately
equ ipped , clean, private clinicalse tting. R enovation ofallthe areas in eachhou singu nit shou ld
be m ad e apriority.

In N orth 2, an appropriately equ ipped room is beingu se d for sick call;however, the area
provid e s forno privacy d u ringan exam ination. A d d itionally, the room u s e d by the correctional
m ed icaltechnician, who cond u cts sick call, d oe s not have an exam ination table.

In regard to sanitation, there were is s u e s acros s the s ys te m . In m any ofthe facilities , e xam ination
table s and s tools, infirm ary m attre s s e s and s tre tchers were observed to have cracked or torn
im perviou s ou tercoatings whichd o not allow forthe item s to be properly cleaned and sanitize d
betweenpatients . In eachinstance, there had been no work ord ers u bm itte d to repairthe item and
no requ e s ts s u bm itte d for pu rchase of new item s . A d d itionally, m any of the facilities are not
u singapaperbarrier, whichcan be changed betweenpatients , on the exam ination table s , norwas
their evid ence of wipingd own the exam ination table with a sanitizingliqu id /spray between
patients when paperis not u s e d . A t M enard , there was no sink forhand washingin the Sou th-
Lowercellhou s e sick callarea.

Recommendations:
1. A llsick callm u s t take place in ad e signated areathat allows sick callto be cond u cted in

an appropriate space that is properly equ ipped and provid e s for patient privacy and
confid entiality.

2. Equ ipm ent, m attre s s e s , e tc., whichhave an im perviou s ou tercoatingm u s t be regu larly
inspected forintegrity and repaired orreplaced ifit cannot be appropriately cleaned and
s u fficiently sanitized .

3. A paper barrier which can be replaced between patients shou ld be u s e d on all
exam ination tables .

4. H and washingorsanitizingm u s t be provid ed inalltreatm ent areas.

Reception

W e visited three reception centers and clearly, form ale s , the bu lk ofthe newly ad m itte d inm ate s
enter throu gh the N orthern R eception C enter. Ju s t as cu s tod y, by u sing d atabase s and
fingerprints m akes s u re that it id entifie s who the patients are in ord er to insu re that they are
appropriately hou s e d , so too the m ed icalreception proces s is d e signed to id entify acu te and
chronicm ed icalproblem s alongwithacu te and chronicm entalhealthproblem s, as wellas any
potential com m u nicable d isease s and any other special need s . The pu rpose of d oing a
com prehensive m ed icalintake is not ju s t to id entify the nee d s bu t to insu re that those nee d s are
appropriately ad d re s s e d . W e fou nd problem s withboththe id entification and the follow throu gh
in term s of m e e tingthe patients’need s . W hen either type of problem occu rs, this create s an
avoid able liability for the patient. B y avoid able liability we m ean bothpotentialharm for the
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patients as wellas potentiallegalliability for the s tate . A t N R C there are s u bs tantiald elays in
m ed ically proces singpatients throu gh the reception proces s . In som e ins tance s, the s e d elays
extend form ore thanam onth.

A t the tim e ofou rvisit to N R C , we fou nd between 200-300m ed icalrecord s ofpatients who had
received anu rse screen and who were awaitingaphysicalexam by an ad vanced levelclinician.
M any ofthe s e patients had been there m ore than two weeks. M e d icalrecord s are d isorganized
and inhibit the provision ofad equ ate s ervices. U nd erthe pres u m ption that patients willm ove ou t
within two weeks, d ocu m ents are loosely d ropped into the m ed icalrecord ratherthan beingfiled
and ye t N R C is re sponsible forpatients , particu larly at the m ed iu m -s ecu rity u nit, who m ay s tay
for years. Thes e m e d icalrecord s are d ysfu nctional. The d egree to which m ed icalrecord s are
d isorganized im ped e s the ability ofclinicians to u tilize and id entify available clinicalinform ation
and therefore im ped e s theirability orred u ces the probability oftheirrespons e beingclinically
appropriate. W e also fou nd that the cu rrent form s beingu se d d o not elicit qu e s tions regard ing
cu rrent s ym ptom s as is s tand ard in m os t s ys te m s . Finally, there is no proces s to insu re that TB
te st re s u lts , blood te s t re s u lts and any other te s ts are integrated alongwith the history and
physicalinto aproblem list and plan for eachproblem . This therefore inhibits the intrasys te m
transfer service. A d d itional staffingm ay be neces sary with regard to clinicians involved in
reception at N R C as wellas the m ed icalrecord s proces s at N R C . Exam ple s offailu re s of the
reception proces s at N R C inclu d e apatient enteringwithahistory ofapositive TB skin te s t that
was never followed u p. A nother exam ple is a patient whose intake laboratory scre ening
d em ons trated significant liver abnorm alities bu t this apparently went u nnoticed . A nother
exam ple is apatient whose blood pres s u re was significantly elevated withahistory ofhighblood
pres s u re and there was no follow-u p. This is particu larly problem aticbecau se hypertension tend s
to be an asym ptom aticd isease . A lthou gh it m ay not be cau singsym ptom s, while the blood
pres s u re is elevated we know that there can be d am age to the heart and the card iovascu lar
sys te m . D e spite apatient with H IV havingabnorm allaboratory s tu d ie s s u gges tive of poorly
controlled H IV , there has been no follow-u p. A nother exam ple is apatient with ahistory of
hepatitis C who was to be ass e s s e d and sched u led in two weeks bu t no follow-u peveroccu rred .
A notherpatient newly arrived withaseizu re d isord erand che s t walltend erne s s was s u ppose d to
be followed u pinone m onthbu t that also d id not happen.

W ithregard to M enard , apatient entered withelevated lipid s tu d ie s bu t this was neverid entified
norwas it ad d re s s e d . A notherexam ple is apatient withasthm aand C O P D who was placed in the
infirm ary bu t d id not have acom prehensive exam forhis lu ngproblem fortwo weeks . A t Logan,
whenwe reviewed new intake record s , am ajority ofthose record s d id containproblem s. M os t of
the problem s related to d elays in follow-u pbu t there was also apatient withasthm awho d id not
receive an ad equ ate evalu ation. The s e d eficiencies not only s u gges t breakd owns whichcreate
significant liability for the patients , bu t also an absence of an organized s ys te m of s elf-
m onitoringinord erto insu re that what need s to be d one is in fact d one.

W e wou ld s u gges t as signingaperson as reception proces s coord inatorwho wou ld m aintain the
equ ivalent of an Excel-type spread shee t with the left hand colu m n containingthe nam e and
id entifiers of the patient and then s u bsequ ent colu m ns inclu d ingd ate ofarrival, d ate ofnu rs e
screen, d ate oflabd raw, d ate ofTB skin te s t, d ate ofphysicalexam and finally d ate ofinitial
problem list and plan whichis d eveloped from reviewingallofthe d ata. This Excelspread shee t
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shou ld have d atainpu t d aily and patients wou ld be d irected to go to those areas forwhichthey
have not ye t had the requ ired s ervice within the requ ired tim efram e. Finally, aclinician wou ld
review the record s ofpatients withid entifie d problem s and insu re that appropriate follow u phas
been initiated . A colu m n cou ld be created after the colu m n on initialproblem list and plan in
which healthy patients wou ld be d ifferentiated from patients with id entified problem s and
therefore only the lattergrou pwou ld have theirrecord s reviewed by the re sponsible clinician.
O n aweekly basis, the d atawou ld be reporte d and on am onthly basis the d atawou ld be
s u m m arized inareport to the qu ality im provem ent com m itte e .

Recommendations:
1. A s ys te m that insu re s relevant electronicd ataarrives withthe patients from C ook C ou nty

Jail.
2. Su fficient nu rsingand clinician staff to com plete the reception evalu ation within one

week.
3. A proces s that insu re s aclinician reviews allintake d ata, inclu d inglaboratory te s ts , T B

screening, history and physical, e tc., and d evelops aproblem list and plan for each
problem .

4. Form s to id entify acu te s ym ptom s.
5. A requ irem ent that clinicians, d u ringthe history, elaborate onallpositive s from the nu rse

screen.
6. A s ys te m of placingon hold patients in the m id s t of appointm ents or incom plete

treatm ent.
7. A policy that requ ires the m ed icalrecord to be wellorganized and the s taffto insu re this

is accom plished .
8. A qu ality im provem ent proces s that m onitors com pletene s s , tim eline s s and profe s sional

perform ance and is able to intervene in ord erto im plem ent im provem ents .
9. A M e d icalD irectortrained inprim ary care.
10. A H ealthC are U nit A d m inistratorposition d ed icated to N R C and appropriate s u pervisory

re sou rces.
11. A well-trained Q u ality Im provem ent C oord inator at each reception center and each

facility d e d icated to insu ring the tim eline s s , com pletene s s and profe s sional
appropriatene s s ofthe clinicald ecisions.

Intrasystem Transfer

The policy on intrasys te m transfers consis ts of cu s tod y provid ingfor m ed ical staff alist of
nam e s ofpeople who are to be transferred , u s u ally within 24hou rs. It is m ed ical’s re sponsibility
to review the record s and id entify problem s , cu rrent m ed ications, allergies, sched u led
appointm ents and any other significant healthiss u e s . Thes e item s are liste d on the intrasys te m
transfers u m m ary whichgoes withthe inm ate when he is transferred . W hen the inm ate arrive s at
the perm anent facility, he arrive s withhis record , the transfers u m m ary and any m e d ications. The
policy requ ire s that areceivingnu rse reviews the key elem ents ofthe transfers u m m ary, s u chas
chronicproblem s, m ed ications, allergies, appointm ents and anythingelse ofsignificance withthe
patient, observe s the patient and perform s vitalsigns. The pu rpose ofthis proces s , like m ed ical
reception, is to insu re that continu ity ofcare is facilitated . W e looked at the intrasys te m transfer
proces s in severalfacilities . A lthou ghwe fou nd problem s in alm os t every facility, the rate of
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problem s was lowes t at the H illC orrectionalC enter and was highes t at D ixon. A t D ixon, the
proces s was so broken that d e spite the fact that D ixon has aspecialm e d icalm is sion, inclu d ing
geriatricpatients , when patients arrived they were not im m e d iately s e en by anu rse with the
record who reviews the transfer s u m m ary with the patient and perform s vital signs. In fact,
virtu ally every intrasys te m transferrecord we reviewed was significantly flawed and in m any of
them the proces s was not initiated u ntiltwo orm ore we eks after the patient had arrived . This
gu arantee s d elays in care. Exam ple s ofd elayed intrasys te m transferreviews inclu d e a37-year-
old withasthm awho arrived at D ixon on 2/4/2014, bu t the patient was not s e en and the transfer
s u m m ary reviewed and com plete d u ntileight d ays later, and even then there was no referralto
the asthm aclinic. A notherexam ple is a27-year-old withm u ltiple sclerosis whose healthtransfer
s u m m ary was com plete d approxim ately three weeks after he arrived , bu t d e spite the transfer
proces s beingcom plete d , there was no referralto achroniccare clinicforhis m u ltiple sclerosis.
There is a30-year-old who arrived with thyroid problem s and lipid problem s. H is transfer
s u m m ary was com plete d 11 d ays after he arrived and again there is afailu re to refer to the
chroniccare program for his hypothyroid ism . Finally, in one of the D ixon d eath reviews, a
patient was id entified who was d iagnosed withearly pros tate cancerat C ook C ou nty Jail. O ne
m onthafterreception, he was transferred to D ixon, where he was hou s e d in the infirm ary d u e to
his oxygen need s related to chronicobstru ctive pu lm onary d is ease . This patient was never
referred to an u rologist even thou ghthat referralshou ld have be en m ad e on entry to D ixon. This
patient d ied in Febru ary 2013from com plications ofm any ofhis d is ease s . This type ofs evere
breakd own insu re s d elays in access to s ervices and d isru pts continu ity of care. In several
facilities , althou ghthe proces s was m ore com pliant withthe policy than at D ixon, approxim ately
one-third of the record s we reviewed were significantly problem atic. This again speaks to an
absence ofself-m onitoringand self-correcting.

Recommendations:
1. C u s tod y m u s t propose alist oftransferringinm ate s to m ed icalat least 24hou rs priorto

transfer.
2. Inm ate s with sched u le d offsite s ervices shou ld be placed on m ed ical hold u ntil the

s ervice has be enprovid ed .
3. A nu rsingsu pervisorshou ld regu larly review asam ple oftransfers u m m arie s ofpatients

abou t to be transferred to insu re the com pletene s s ofthe d ata.
4. O ffice ofH ealthServices shou ld provid e agu id e as to how to efficiently review arecord

to id entify im portant elem ents to be inclu d e d in the s u m m ary.
5. W hen patients arrive, they m u s t be brou ght to the m ed ical u nit and anu rse m u s t be

re sponsible forfacilitatingcontinu ity ofrequ ired s ervices.
6. A t leas t qu arterly this s ervice m u s t be reviewed by the Q I program .

Medical Records

The qu ality ofthe m ed icalrecord s was poorat m os t of the facilities we visited . P roblem lists
were frequ ently not u pd ated and often clu ttered withred u nd ant and irrelevant inform ation, s u ch
as eachtim e the patient was s e en inchroniccare clinic. In m any instances, im portant inform ation
was m is singfrom the healthrecord s , s u chas the M A R s from the last s everalm onths. There were
blanks on the M A R s at virtu ally every facility. A t those ins titu tions with areception center
fu nction, d ropfilingis u s e d , m eaningloose papers are “d ropped ”into afold er. This re s u lts in
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d isorganized record s that are d ifficu lt and tim e consu m ingto glean inform ation from . The wors t
in this regard was N R C , where nothingwas properly filed no m atterhow longthe patients were
hou s e d there. A t Logan we encou ntered large pile s ofloose filingstacked in the insid e coverof
m os t charts . Severalof the facilitie s we visited d id not file sick callslips in charts and som e
rou tinely d iscard ed them . The extent to whichm ed icalrecord m aintenance is d isorganiz ed and
d ysfu nctionalcontribu te s to the likelihood ofale s s wellinform ed clinicianwho willtherefore be
le s s able to m ake the appropriate clinicald ecisions. W hen le s s appropriate clinicald ecisions are
m ad e, appropriate care m ay eitherbe significantly d elaye d or in fact not occu rat all. M e d ical
record m aintenance shou ld facilitate inform ed care and appropriate clinicald ecision m aking.

A s writingnote s by hand is cu m bersom e and tim e consu m ing, m os t note s contained very little
inform ation withrespect to sym ptom histories (nu rse s tend e d to d o betterthan provid ers in this
regard ), physicalexam s or m ed icald ecision m aking. In nearly allfacilities , the hand writingof
one orm ore provid ers was so illegible that it rend ered the note s allbu t u s ele s s to anyone other
than the au thor.

It is ou ru nd ers tand ingthat the s tate has pu rchased an electronichealthrecord sys te m whichwill
be im plem ente d in the nearfu tu re. This shou ld s olve som e ofthe s e is s u e s , s u chas illegibility,
bu t it is le s s clearthat others, s u chas the problem lists and thorou ghne s s ofd ocu m entation, will
be im proved by im plem entation of an electronichealth record . W e were told that exis ting
record s willnot be scanned into the electronicsys tem . This willre s u lt in red u nd ancy ofrecord s
and thu s greater d isarray and m ore inefficiency than cu rrently exis ts . In the end , the qu ality of
the electronichealth record will d e term ine if the transition res u lts in an im provem ent in
efficiency, qu ality and patient safety, or m erely a red u nd ancy in record keepingwith the
attend ant problem s that s u chasys te m create s .

Recommendations:
1. P roblem lists shou ld be kept u pto d ate .
2. O nly provid ers shou ld have privilege s to m ake entries on the problem list.
3. The s ys te m of“d ropfiling”shou ld be aband oned .
4. M e d icalrecord s s taffshou ld track receipt ofallou tsid e reports and ens u re that they are

file d tim ely in the healthrecord .
5. C harts shou ld be thinned regu larly and M A R s file d tim ely.
6. C onsid eration shou ld be given to scanningspecificim portant record s into the new

electronicsys te m ifpos sible.

Nursing Sick Call

N u rsingsick callrange s from problem aticto significantly broken throu ghou t the s ys te m , in that
one or m ore of the elem ents requ ired ofaprofes sionalsick callencou nter are m is sing. Thes e
elem ents are:

1. Sick callrequ e s t slips are available to inm ate s .
2. C om plete d requ e s ts are placed d irectly by the inm ate into alocked box orhand ed d irectly

to ahealthcare s taffm em ber.
3. C om plete d requ e s ts are collected by ahealthcare s taffm em ber.
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4. There is id entified clinicspace.
5. The clinicspace is appropriately equ ipped .
6. The clinicspace provid e s patient privacy and confid entiality.
7. Sick call inclu d ingpaper triagingis cond u cted by alicense d registered nu rs e whose

e d u cation, licensu re and scope ofpractice perm it ind epend ent as s e s s m ent.
8. Sick callis cond u cted pu rs u ant to the policie s and proced u re s of the ID O C O ffice of

H ealthServices in regard to the u s e ofapproved treatm ent protocols at eachencou nter,
requ ired d ocu m entation, requ ired u s e of over-the-cou nter m ed ication d osage s only and
referrals/follow-u pas ne ed e d .

9. A sick callsys te m m u s t insu re confid entiality from requ e s t to treatm ent.
10. A sick call sys te m which ad d re s s e s all of apatient’s com plaints or, at am inim u m ,

prioritize s the com plaints .
11. A sick calllogortrackingsys te m has been d eveloped and m aintained .

O ne or m ore ofthe s e elem ents was m is singat eachfacility inspected . There were exam ples at
eachfacility ofeitherno id entified clinicspace to poorly equ ipped clinicspace that provid e s no
patient privacy or confid entiality, to e s tablished policy and proced u re not beingfollowed , to
treatm ent protocols not beingu s e d or followed and to non-m ed icalstaff hand lingconfid ential
sick callrequ e s ts . A t every facility, asick callproces s has been e s tablished whichallows for
non-registered nu rs e s to cond u ct sick call and , at m any of the facilities , particu larly in the
s egregation u nit, legitim ate sick callis not beingcond u cted bu t in its place a“face-to-face”triage
where the R N , LP N orC orrection M e d icalTechnician talks to the patient throu ghasolid s te e l
d ooroccu rs. W ithou t an appropriate physicalass e s s m ent, this face-to-face triage res u lts in the
form u lation and im plem entation of aplan of treatm ent based solely on the inm ate/patient’s
com m ents withno collection ofobjective d atasu chas vitalsigns oraphysicalexam ination. This
d oe s not m ee t the d efinition ofaprofes sionalas se s s m ent requ iringan ad equ ate history, vital
signs, an appropriate physicalass e s s m ent and the s ynthesis ofthe d atainto anu rsingd iagnosis
and the d evelopm ent ofan appropriate plan. W ithou t s u chaprofe s sionalas se s s m ent there is a
significantly red u ced likelihood of an appropriate d iagnosis and an appropriate plan and this
increase s the potentialforharm to the patients . D u ringthe sick callproces s the registered nu rs e
orin the ins tance su gges te d by the State , anLP N , is expected to d o aphysicalasse s s m ent, that is
exam ine the throat oreye s orears, etc. Su pervising, i.e., reviewingthe d ocu m entation bas ed on
s u chas se s s m ents beingperform ed d oe s not allow one to confirm that the ass e s s m ent was in fact
accu rate and appropriate. There is no efficient way forR N s to s u pervise this proces s and given
the inad equ ate trainingthat LP N s have in physicalass e s s m ent, it is only appropriate that the
re sponsibility forcond u ctingsick callbe lim ited to registered nu rs e s . The N C C H C accred its 25-
bed jails as wellas large prisons and althou ghthere has not been agreem ent on d efiningwhat
levelof s taffingshou ld be cred entialed for sick callbased on the size of the ins titu tion, there
have been s u ch d iscu s sions. The C om m is sion’s position is that the scope ofpractice allowe d
within agiven s tate is d e term ined by the s tate nu rsingboard and this is acceptable to the
N ationalC om m is sion on C orrectionalH ealthC are. A review ofthe Illinois N u rs e P ractice A ct
d e scribes ind epend ent as s e s s m ents , whiches s entially is what asick callas se s s m ent is, are only
sanctioned for perform ance by registered nu rs e s . License d practical nu rse s m ay as sis t in or
participate in an as se s s m ent bu t m ay not ind epend ently perform sick callas we fou nd in som e
prisons.
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W hile it is ID O C policy that each m onth the ins titu tional M e d ical D irector reviews the
d ocu m entation oftwo sick callencou nters perprovid er, i.e., R N , LP N orC M T forcom pletene s s ,
this is aretrospective paperreview to d eterm ine that the provid eranswered allthe qu e s tions and
checked allthe boxe s on the pre-printed treatm ent protocolform . There is no way, however, for
the physician reviewer to d eterm ine if the provid er accu rately interprete d and d ocu m ente d
physicalfind ings in ord erto d eterm ine anappropriate as s e s s m ent and treatm ent.

A t eachofthe facilities inspected , when anon-registered nu rs e cond u cted sick call, there was no
im m ed iate review by a registered nu rs e or physician to insu re the provid er cond u cted an
appropriate physicalass e s s m ent and accu rately interprete d physicalfind ings.

O fparticu larconcern, specifically at Stateville and P ontiac, is the frequ ent arbitrary cancellingof
sick callencou nters by secu rity s taff. Su chpractices repres ent significant im ped im ents to access
to care and re s u lt in d elays in treatm ent.

O fnotable concernat D ixon is the practice ofm ed icalstaffonly perm ittingapatient to voice one
concern at an encou nterd e spite m u ltiple concerns liste d on the sick callrequ e s t. Since inm ate s
are charged aco-pay form ed icalservices, inm ate s interviewed at D ixon were ofthe opinion that
beingperm itte d to have only one healthcare com plaint ad d re s s e d at an encou nterwas a“m one y
m aking”schem e forthe State .

A t som e facilitie s , m os t notably N R C and D ixon, it was d ifficu lt to im pos sible to evalu ate sick
callbecau s e aSick C allLoghas not been d eveloped orm aintained . In fact, d u ringthe fou rd ays
at N R C , asick calllist cou ld not be pres ente d even thou ghrequ e s te d m u ltiple tim e s .

H illC orrectionalC enterhas d eveloped asick callsys te m withthe above nu m bered elem ents in
place. O nly rarely d oe s anon-registered nu rsingstaff m em ber review/triage sick callrequ e s ts
and cond u ct sick call. This generally happens when sick callflows overto the 3-11shift, and a
License d P racticalN u rse wou ld com plete any rem ainingsick callfrom the d ay shift.

Recommendations:
1. Eachfacility is to d evelopand im plem ent aplan to insu re:

a) Sick callis cond u cted in ad efined clinicalspace that is appropriately equ ipped and
provid e s patient privacy and confid entiality.

b) Sick callrequ e s ts are confid entialand to be viewe d only by m ed icalstaff.
c) The review/triage ofsick callrequ e s ts and cond u ctingofsick callis perform ed by a

license d registered nu rs e .
d ) Legitim ate sick callencou nters to inclu d e collectingahistory, m easu rem ent ofvital

signs, visu alobservations and a“hand s-on”physicalas se s s m ent.
e) There m u s t not be arbitrary re s trictions on the nu m berofsym ptom s to be ad d re s s e d at

an encou nter.
f) FollowingO ffice ofH ealthServices e s tablished policy and proced u re.
g) C om plete d ocu m entation.
h) Im plem entationand m aintenance ofasick calllog.

2. A d m inistration m u s t insu re health care activitie s s u ch as sick call are not rou tinely
cancelled , as this re s u lts inan u nacceptable d elay inhealthass e s s m ent.
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Chronic Disease Management

The ID O C chroniccare program su ffers from d eficiencie s in its policie s and gu id elines , as well
as weakne s s e s withrespect to the variable qu ality of the ind ivid u alpractitioners, and lack of
clinicaloversight bothlocally and centrally.

W ithregard to policy iss u e s , the m os t im portant and overarchingproblem is the “cookie cu tter”
approachto chronicd is ease m anagem ent, in that policy d ictate s that allpatients are som ewhat
arbitrarily se en only three tim e s ayearregard le s s ofhow wellorhow poorly theird isease control
m ay be. P atients shou ld be s e en in accord ance withthe d egree ofcontroloftheird is ease s , with
poorly controlled patients s e en with greater frequ ency, and wellcontrolled patients s e en le s s
frequ ently. The concept ofd isease controlin this context is d erived from the N C C H C chronic
d is ease gu id eline s whichwere in fact d eveloped by the lead erofthe inves tigative team . H e was
tasked withd evelopingthes e gu id eline s for the pu rpose offacilitatinggood d is ease controlas
exped itiou sly as pos sible in ord er to d ecrease the risk of avoid able m orbid ity and thereby
im provingpatient ou tcom e s . H owever, when this concept is im plem ente d by the “d e signated
m onth”approach, it d oe s not encou rage clinicians to work as aggres sively as pos sible withtheir
patients to achieve good d is eas e control and thereby expose s patients to longer period s of
increased risk ofharm .

A qu arterly visit only m akes s ens e (and is safe)ifpatients’d is eas e s are in good control. Ifnot,
then patients are expose d to the cu m u lative organ d am age cau se d by inad equ ately controlled
chronicd isease . This d egree of exposu re is what lead s to avoid able m orbid ity and m ortality.
W hile it is cu rrently pos sible forprovid ers to arrange for m ore frequ ent follow u p, this is left
entirely to the d iscretion ofthe ind ivid u alpractitionerand by no m eans occu rs onaregu larbasis.
A t every facility we visited , we encou ntered cas e s ofpatients withpoorly controlled chronic
d is ease goingm onths withou t any active m anagem ent oftheird is eas e proces s , even ifthey were
s e en inclinicforother, le s s im portant is s u e s .

B y as signingspecificm onths ofthe yearforthe m anagem ent ofeachd is ease , the chroniccare
program (perhaps inad vertently) create s afragm ente d and inefficient s ys te m of care wherein
patients with m u ltiple d isease s are s e en for only one d is ease per calend ar m onth. W e
encou ntered m u ltiple exam ple s wherein patients who were s e en in chronicclinicorat sick call
forone illne s s had evid ence ofpoorcontrolofanotherd is ease , bu t the poorly controlled d is eas e
was not ad d re s s e d , pre s u m ably becau se it was not the d e signated m onth(orvisit type)to ad d re s s
it. There were notable exceptions to this, s u chas M enard and H illC orrectionalC enters , where
the chronicclinicnu rse s have d eveloped com prehensive form s d e signed to ad d re s s allchronic
d is ease s in one visit. A t other facilities , s u ch as Stateville and P ontiac, alld is ease s are also
ad d re s s e d at asingle visit bu t the provid erfills ou t m u ltiple chroniccare form s, aproces s which
is red u nd ant, inefficient and tim e consu m ing. W e recom m end that the State ad opt asys te m
sim ilar to M enard or H ill which repres ents a m ore com prehensive and u nified approach to
chronicd isease m anagem ent.

O therim portant policy is s u e s relate to the m anagem ent ofspecificd is eas e s , m os t notably H IV
and C O P D . W ithrespect to the H IV policy, there is no ID O C Treatm ent Gu id eline for H IV ;
there is only the W exford H ealth H IV /A ID S Infection C ontrolP olicy, whichd oe s not requ ire
that facility provid ers follow the H IV patients who are not followed by the facility provid ers for
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their H IV d isease . In every facility we visited , the s e patients were m anaged solely by the ID
specialist via telem ed icine for their H IV infection. W hile the H IV consu ltants are excellent
specialists , they are not prim ary care provid ers. Thes e patients have achronicd is ease in the sam e
s ens e that d iabete s , hypertension orcoronary artery d is ease is achronicd isease . In otherword s ,
havingad is eas e that requ ire s the intervention of aspecialist d oe s not obviate the nee d for a
prim ary care provid er. W hile we wou ld not expect the average prim ary care provid er to be
proficient at prescribingH IV treatm ent, it is expected that allprovid ers at leas t be fam iliarwith
the basicprinciple s of treatm ent, the im portance of m ed ication com pliance and the m os t
com m on sid e effects offrequ ently u s e d m e d ications. The H IV viru s read ily d evelops re sis tance
m u tations when m ed ications are not taken exactly as prescribed . O nce this happens, those
m ed ications becom e u s ele s s in the treatm ent ofthe patient’s d is ease .

Given the lim ited nu m ber ofm ed ications available to treat this life-threateninginfection, it is
extrem ely im portant that patients u nd ers tand the im portance of m ed ication ad herence and are
followed closely to ens u re they are takingthe m e d ications correctly and toleratingthem . So for
exam ple, when the H IV specialist s tarts orchanges am ed ication, it is generally recom m end e d
that the patient have afollow-u p appointm ent within afew weeks to inqu ire abou t ad verse
effects and ad herence. W e encou ntered nu m erou s exam ple s ofpatients goingford ays, weeks or
m onths withou t their m ed ications, either becau se ofrefu sals or other s ys te m is s u e s , and the s e
treatm ent interru ptions went u nnoticed by the local provid ers becau se they are not actively
following this d isease proces s . For exam ple, patient [REDACTED] went withou t his H IV
m ed ications for an entire m onth, bu t this went u nrecognized u ntilhis follow-u p telem ed icine
visit m onths later. P atient [REDACTED] went at leas t two d ays withou t any ofhis m ed ications d u e
to acellm ove. P atient [REDACTED], who was on d eepsalvage therapy forhis H IV d is ease , had
his m ed ication ord ered , and therefore ad m inistered , incorrectly for m onths before it was
corrected at the next telem ed icine clinicvisit d e spite the fact that he was followed in the chronic
care program forhis otherd isease s . In ou ropinion, the provid ers’lack offam iliarity withthes e
patients and withH IV d isease its elfplaces the patients at u nneces sary risk ofad verse ou tcom e.
W e recom m end that the s e patients are actively followed by facility provid ers in the chroniccare
program .

In m os t correctionalsys te m s , even when the H IV patients care is overse en by an H IV specialist,
the prim ary care clinician within the chroniccare program m onitors blood te s t re s u lts as wellas
their patients’su bjective and objective d ata. W hen is s u e s are id entified by the prim ary care
clinician (e.g., risingviral load s), the patient is referred to the H IV specialist or the H IV
specialist is contacted . In general, d ecisions to initiate orchange treatm ent are m ad e by the H IV
specialist.

W ith regard to the m anagem ent of pu lm onary d is ease s , the treatm ent gu id eline is s eriou sly
d eficient, in that it only ad d re s s e s the treatm ent of asthm aand not of other obstru ctive lu ng
d is ease s s u ch as C O P D and chronicbronchitis, which are com m on and im portant cau se s of
m orbid ity and m ortality in the U .S. and the treatm ent ofwhichd iffers in im portant ways from
the treatm ent ofasthm a. It was therefore not s u rprisingto find that in the m ajority ofcase s we
reviewed , patients withlu ngd isease were treate d as ifthey had asthm aeven ifthey clearly had
C O P D , sarcoid osis orsom e otherpu lm onary d isease . The N C C H C treatm ent gu id elines , while a
reasonable s tartingpoint, are nearly 15 years old and d o not specifically ad d re s s C O P D or
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pu lm onary d isease s other than asthm a. A s the incarcerated popu lation has aged , C O P D has
becom e am u chm ore prom inent d isease entity in this grou pand need s to be treate d accord ingto
cu rrent nationally accepted clinicalgu id elines . The cu rrent ID O C as thm agu id eline appears to be
based partly on the N ationalH eart, Lu ngand B lood Ins titu te (N H LB I)Expert P anelR eport 3
(EP R 3). Forexam ple, the s ection on ass e s singsym ptom severity is consis tent withthe N H LB I
recom m end ations, bu t the as s e s s m ent ofcontrolis not. The N H LB I gu id eline s also take into
accou nt ad d itional d ata, s u ch as s ym ptom interference with norm al activity and peak flow
m onitoringwhen ass e s singd egree of control. W e recom m end that the d epartm ent ad opt this
s trategy. W e also recom m end the d epartm ent m im icthe N H LB I in its controlterm inology of
“well,”“not well,”and “very poorly”controlled ratherthan “good , fair, poor”controlin ord erto
heighten awarene s s of the nee d to m od ify therapy for all categories that are le s s than well
controlled .

W ithregard to the care ofpatients with d iabete s , we note d anu m ber ofproblem s at variou s
facilities . Forexam ple, we observed that at som e facilities it appeared to be com m on practice to
rou tinely switchpatients from insu lin regim ens that m im icthe bod y’s own insu lin prod u ction
(so-called “intensive insu lin therapy”) to sim pler bu t non-physiologicregim ens (known as
“conventionalins u lin therapy”)regard le s s of the type of d iabete s the patient had . This often
occu rred u pon arrival and in the absence of a visit with the clinician. This practice is
inappropriate forseveralreasons. First, type s 1and 2d iabete s are qu ite d ifferent d is ease s , with
the form ercharacterized by insu lin d eficiency and the latterby insu lin re sis tance. A s s u ch, the y
requ ire d ifferent and ind ivid u alized approache s to insu lin therapy. C onventionalinsu lin therapy
is u nlikely to achieve target blood s u gar levels in patients with type 1 d iabete s , who as
m entioned are insu lin d eficient and for whom physiologicinsu lin replacem ent is typically
recom m end e d and is the s tand ard ofcare in the com m u nity. T ype 2d iabetics on the otherhand
re tain varyingd egree s ofinsu lin prod u ction u ntilthe late s tages ofthe d isease and can often be
m anaged with sim pler insu lin regim ens, at leas t u ntiltheir own insu lin prod u ction eventu ally
fails and they too requ ire m ore intensive regim ens.

In either case, becau se patients d iffer in their eatinghabits, activity levels and s ensitivity to
insu lin (e specially in the cas e oftype 2d iabetics), ind ivid u alized approaches to the m anagem ent
oftheirinsu lin regim ens is requ ired . This entails m onitoringpatients’blood s u garread ings over
tim e as wellas d iscu s sions withpatients regard ingsym ptom s oflow orhighblood s u gar and
evalu ation oftheircom pliance withd iet, exercise and m ed ications. A rbitrarily changingins u lin
regim ens before takinginto accou nt allofthes e variables can res u lt in d e terioration ofd iseas e
controland d oe s nothingto fos ter arelationship bas ed on tru st and com m u nication, which is
vitally im portant to enhance com pliance.

A s econd is s u e we encou ntered is that m any ofthe facilities are s tillu singthe ou td ate d “ID D M ”
(insu lin d epend ent d iabete s m ellitu s)vs. “N ID D M ” (non-insu lin d epend ent d iabete s m ellitu s)
term inology to categorize d iabeticpatients . This term inology was aband oned in the com m u nity
m any years ago becau s e it is im precis e and m islead ing. The problem withlabelingd iabetics this
way is that it d oe s not d ifferentiate between type 1and type 2d iabete s , whichare physiologically
d is tinct entitie s as previou sly m entioned . A lltype 1d iabetics are insu lin d epend ent by d efinition.
H owever, m any type 2d iabetics requ ire ins u lin to keeptheird is ease u nd ercontrol, bu t in m any
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case s it m ay be appropriate to also u s e oralagents in this popu lation. W e recom m end that all
patients be categorized as eitherType 1orType 2d iabetics as is the com m u nity s tand ard .
R egard le s s ofthe type ofd iabete s , it is im portant that alld iabetics have reliable m ealtim e s which
closely correlate withm ed ication ad m inistration in ord er to m aintain blood s u garlevels within
safe ranges. H owever, we note d that at som e facilities , m ealtim e s can be highly variable and
therefore so too can be the tim ingbetween insu lin ad m inistration and the s tart ofthe m eal. The
extrem e exam ple in this regard is Stateville, where breakfast is s erved d u ringwhat m os t people
wou ld consid er the m id d le of the night, between 1:30 a.m . to 3:30 a.m . A t M enard , m orning
insu lin is ad m inistered between 2:30 a.m . and 3:30a.m . and breakfast is s erved between 4:30
a.m . and 5:00a.m . C onsid eringthat the onse t ofaction ofregu lar insu lin is abou t 30m inu te s ,
this pres ents asignificant risk of low blood s u gar for thes e patients which m ay cau se brain
d am age, com aor d eath. W hen patients have asu s tained elevation ofblood s u gar, the re s u lt is
potentiald am age to the blood ve s s els in the heart, the brain, the kid neys and the e ye s . Therefore,
it is extrem ely im portant forpatients to receive appropriate regim ens that controland regu late the
levelofsu garin the blood .

A lthou gh there are pas singcom m ents in the O ffend er P hysicalExam ination A D (04.03.101)
regard ingthe frequ ency of health screeningfor wom en, the s e gu id eline s are inad equ ate. For
exam ple, this A D s tate s that “A papsm earshallnot be requ ired forfem ales overage 65provid ed
they have received ad equ ate prior screening… ” bu t d oe s not s tate what “ad equ ate prior
screening”consis ts of. Likewis e, that sam e policy goes on to state that “am am m ogram shallbe
repeated every other year for fem ales of ages 50 throu gh 75,” bu t d oe s not stipu late any
situ ations in whichearlier or m ore frequ ent screeningwou ld be ind icated . W e note d m u ltiple
case s ofwom en who d id not receive neces sary screeningte s ts . A t Logan, we note d that patients
typically get aP apsm earon intake, bu t there were frequ ently d elays withsu bsequ ent follow-u p
care and rou tine P aps thereafter, e specially for H IV infected wom en who requ ire m ore frequ ent
screeningthan u ninfected wom en d u e to their increased risk for invasive cervicalcancer. W e
recom m end the creation ofachronicd is ease clinicd evote d to wom en’s healththat inclu d e s m ore
specificgu id ance on thes e is s u e s .

W ith regard to the m anagem ent of pu lm onary d is ease s , the treatm ent gu id eline is s eriou sly
d eficient, in that it only ad d re s s e s the treatm ent of asthm aand not of other obstru ctive lu ng
d is ease s s u ch as C O P D and chronicbronchitis, which are com m on and im portant cau se s of
m orbid ity and m ortality in the U S and the treatm ent ofwhichd iffers in im portant ways from the
treatm ent of asthm a. It was therefore not s u rprisingto find that in the m ajority of case s we
reviewed , patients withlu ngd isease were treate d as ifthey had asthm aeven ifthey clearly had
C O P D , sarcoid osis orsom e otherpu lm onary d is ease . The cu rrent as thm agu id eline appears to be
based partly on the N ationalH eart, Lu ngand B lood Ins titu te (N H LB I)Expert P anelR eport 3
(EP R 3). Forexam ple, the s ection on ass e s singsym ptom severity is consis tent withthe N H LB I
recom m end ations, bu t the as s e s s m ent ofcontrolis not. The N H LB I gu id eline s also take into
accou nt ad d itional d ata, s u ch as s ym ptom interference with norm al activity and peak flow
m onitoringwhen ass e s singd egree of control. W e recom m end that the d epartm ent ad opt this
s trategy. W e also recom m end the d epartm ent m im icthe N H LB I in its controlterm inology of
“well,”“not well,”and “very poorly”controlled ratherthan “good , fair, poor”controlin ord erto
heighten awarene s s of the nee d to m od ify therapy for all categories that are le s s than well
controlled .
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In the cou rse of ou r reviews we note d m u ltiple ins tances in which patients experienced
m ed ication d iscontinu ity for a variety of reasons, ye t this went u nrecogniz ed and therefore
u nad d re s s e d by the treatingclinicians. P art of the problem se e m s to be d ysfu nctionalm ed ical
record keeping, whereby m ed ication ad m inistration record s (M A R s)were not file d tim ely into
the charts . In othercase s , nu rs e s had knowled ge that patients were skippingd ose s ofm ed ications
ye t d id not notify the pre scriber. P olicy shou ld requ ire that patients who m is s m ed ications for
any reason (failto requ e s t arefill, refu s e , no-show, e tc.)are referred to aprovid erto ad d re s s the
is s u e . The policy shou ld also requ ire that all chronicd iseas e patients on nu rse-ad m inistered
m ed ications have acopy ofthe active M A R placed in the record when the patient is s e en for
chronicd isease follow u p.

Since it is an officer’s re sponsibility to check forand id entify contraband and begin the proces s
of sanctioning the inm ate, this re sponsibility exis ts also d u ring m ed ication ad m inistration.
N u rs e s d o not have aresponsibility profe s sionally to be s earchingforcontraband . Ifthey id entify
it they are obligated to report it, bu t s earchingforit is not part oftheirresponsibilitie s . D u ring
the m ed ication ad m inistration proces s , they can be d ocu m entingthe m ed ication ad m inistration,
checkingthe record s to d eterm ine whetherthe next patient’s m ed ications are pres ent, avariety of
things related to the proces s as oppose d to perform ingwhat is atypicalcu s tod y fu nction.

Recommendations:
1. P atients shou ld be s e en in accord ance withthe d egree ofcontroloftheir d isease s , with

m ore poorly controlled patients s e en m ore frequ ently and wellcontrolled patients s e en
le s s frequ ently.

2. C hroniccare form s and flow shee ts shou ld be u pd ated and be d e signed so that allchronic
d is ease s are ad d re s s e d at eachvisit.

3. H IV patients shou ld be followed regu larly by ID O C provid ers in the chroniccare
program to ad d re s s their prim ary care ne ed s , m onitor for m ed ication com pliance, sid e
effects oftherapy and overallhealths tatu s .

4. The A s thm aTreatm ent Gu id eline shou ld be replaced withagu id eline on the treatm ent of
pu lm onary d isease s to inclu d e C O P D and chronicbronchitis as wellas asthm a. This
gu id eline shou ld be m od eled afterthe N H LB I report.

5. There shou ld be achronicclinicd evote d to wom en’s healthto inclu d e specificgu id eline s
oncervicaland breast cancerscreeningas wellas otheriss u e s u niqu e to this popu lation.

6. The TB gu id eline shou ld be u pd ated to provid e basicinform ation regard inginterferon
gam m ate s ting, inclu d ingappropriate u s e s ofthis te s t.

7. P olicy shou ld requ ire that patients who m is s m ed ications repeated ly orforasignificant
period oftim e are referred to aprovid erto ad d re s s the is s u e .

8. C opie s ofthe cu rrent M A R shou ld be available forthe provid er’s review d u ringchronic
care clinic.

Pharmacy/Medication Administration

A t allfacilitie s , B oswellP harm aceu ticals, located in P ittsbu rgh, P A , provid e s the prescription
and non-prescription m ed ications. B oswell is license d as a W hole sale D ru g
D istribu tor/P harm acy D istribu torand acu rrent license was available at allsite s . The s ervice is
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“fax and fill,”m eaningprescriptions faxed to B oswellby ad e signated tim e eachd ay willarrive
the next d ay. Each facility has d e signated aback-u p pharm acy in the com m u nity to obtain
u rgently ne e d e d m e d ications. Eachfacility had at least one fu ll-tim e pharm acy technician who
was re sponsible for the d ay-to-d ay operation of the m ed ication room inclu d ing ord ering,
receivingand inventorying. B oswellprovid e s aconsu ltingpharm acist to com e on-site m onthly
to assis t the pharm acy technicians, check inventorie s and attend qu ality im provem ent m ee tings.
Rand om checks ofcontrolled m ed ication, s yringe/need le and m ed icaltoolperpetu alinventorie s
were allaccu rate and beingcou nte d /verified at the appropriate intervals. N one ofthe facilities
reporte d any problem s/iss u e s withpharm acy services and none were note d .

R egard ingm ed ication ad m inistration, there is aconcern at the N R C . H ealthcare s taffad m inister
m ed ication d os e-by-d os e at the cell. The N R C has apolicy that healthcare s taffis e scorte d at all
tim e s when in acellhou s e . O bs ervation ofm ed ication ad m inistration revealed significant d elays
becau se as ecu rity s taffm em ber was not as signe d and available in eachcellhou s e to provid e
e scort. A s ecu rity s taffm em berwas finally provid ed afters everalrequ e s ts and asignificant tim e
d elay. It was observed that the s ecu rity e scort provid ed no service other than walkingwiththe
health care s taff m em ber. It is ou r recom m end ation that s ecu rity officers, followingpatient
inge s tion, shou ld check forcontraband . W hile we fu lly agree it is the re sponsibility ofm ed ical
staff to d eliverand ad m inister m ed ication, at the point the inm ate receive s the m ed ication and
elects to not inges t it, the u ninge s te d m e d ication is contraband , and officers s earch/check for
contraband , not m ed icalstaff. M e d icalstaff d oe s not fu nction as an arm ofcu s tod y. It wou ld
s e e m , since inm ate s are accu stom ed to s ecu rity s taff rou tinely perform ingcell searche s for
contraband , inm ate s wou ld be m ore likely to cooperate withofficers in the perform ance ofa
m ou thcheck followingm ed ication ad m inistration. Since officer assignm ents inclu d e e scorting
m ed icalstaffd u ringm ed ication ad m inistration, it wou ld s e e m the proces s wou ld be qu ickerand
m ore efficient if the officer perform ed the m ou thcheck, and the m ed icalstaff m em ber cou ld
proceed to d ocu m ent the m ed ication ad m inistration and begin to prepare the m ed ications forthe
next inm ate.

Recommendations:
1. Followingpatient inges tion ofm ed ication, s ecu rity s taffshou ld be re sponsible to check

the m ou thforcontraband .
2. A s ecu rity s taff m em ber m u s t be assigned to accom pany the nu rse who perform s

m ed icationad m inistration.

Laboratory

Laboratory services at each facility are provid e d throu gh the U niversity of Illinois-C hicago
H ospital(U IC ). Eitherfu ll-tim e phlebotom ists ornu rsingstaffd raw and prepare specim ens for
transport to U IC . R e s u lts are electronically transm itte d back to the facility, generally within 24
hou rs viasecu re fax line located in the m ed icald epartm ent. U IC reports allreportable case s both
to the facility and the Illinois D epartm ent ofP u blicH ealth. There is acu rrent C linicalLaboratory
Im provem ent A m end m ent (C LIA ) waiver certificate on file at each facility. There were no
reports ofany problem s withthis s ervice.

Recommendations: N one
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Unscheduled Onsite and Offsite Services (Urgent/Emergent)

In ord er to track u nsched u le d s ervices and where ind icated to im prove perform ance, it is
e s s entialthat an u rgent care or telephone logbe m aintained . U nfortu nately, s everalfacilities ,
inclu d ingD ixon, Logan, N R C and M enard eitherd id not m aintain su chalogord id not m aintain
it conscientiou sly. This d em ons trate s the im pos sibility of their beingable to s elf-m onitor and
im prove perform ance. Su chalogshou ld contain field s forpatient id entifiers, d ate , tim e, where
the patient was s e en, pres entingcom plaint, d isposition and ifthe patient was s ent offsite , afield
forre trieved offsite s ervice paperwork as wellas follow-u pvisit withprim ary care clinician or
M e d icalD irector. U nsched u led s ervices u s u ally begin withaphone callfrom ahou singu nit to
the m ed icalu nit, althou ghoccasionally patients are brou ght overwithou t any priorcall. W hat is
expected is aregistered nu rs e perform s an initialasse s s m ent and then contacts an appropriate
clinician forad iscu s sion. W hen the patient is s ent offsite , the patient shou ld be re tu rned throu gh
the m ed ical areawith the paperwork so that anu rse can review any recom m end ations and
contact aphysician ifan ord eris nee d e d . In ad d ition, the nu rse can perform abriefass e s s m ent,
inclu d ingvitalsigns, in ord erto insu re patient s tability. Som e prisons au tom atically place the s e
patients in the infirm ary to be s e en the followingd ay by aphysician. If this d oe s not happen,
there m u s t be afollow-u pvisit withaprim ary care clinician within afew d ays. In reviewingthis
s ervice, we fou nd breakd owns bothby nu rs e s and clinicians in relationshipto id entifyingpatient
ins tability and therefore arrangingfor the patient to be s ent offsite . In ad d ition, we also fou nd
breakd owns in term s ofpatients not beingbrou ght back to the m ed icalu nit to anu rse and we
also fou nd m os t com m only that patients were re tu rningwithpatient ins tru ctionpaperwork rather
than an em ergency room report orwhen hospitalized , ad ischarge su m m ary. H ospitals have to
u nd ers tand that corrections patients are retu rningto ad octor and therefore patient ins tru ctions
are not u s efu l. Rather, an em ergency room report orad ischarge su m m ary can be u tilized by a
clinician to u nd ers tand what was d one, what was conclu d e d and what was recom m end e d . Thes e
breakd owns inhibit the provision ofappropriate care. In ad d ition, we id entified som e patients
who were not appropriately followed u pby aprim ary care clinician.

In ord er to insu re ou tsid e hospitals consis tently provid e em ergency room reports when the
patient is d ischarged , the agreem ent withthe hospitalshou ld be explicit in that the s ervice which
is com pensated by the agency inclu d e s boththe actu als ervice and the report from the em ergency
room or, withahospitalization, ad ischarge su m m ary. That s trategy has worked effectively in
m any ju risd ictions.

Failure to Identify Serious Instability-From Mortality Reviews
This patient was a56-year-old m an who d ied ofprostate canceron 3/21/14. H e was s e en by an
u rologist in Janu ary 2014and becau se ofsevere back pain he was sent to the hospitalon 2/3/14.
H owever, while hou s e d in the infirm ary on 1/30/14, followinghis pros tate biopsy, he began
d evelopingfevers and feelingill. B eginningon 2/2/14, he d eveloped te m peratu re s ofu pto 104°
as wellas an elevated pu ls e rate of132. The nu rs e s appropriately notified the physician, who d id
not com e to ass e s s him u ntil2/3/14in the evening. H e was u ltim ately d iagnosed and treate d for
sepsis after beingsent ou t at 11:15 p.m . This patient com plainingof fevers and tachycard ia
shou ld have been sent ou t im m ed iately.
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From D ixon. This is a 64-year-old m an with chronicobstru ctive pu lm onary d is eas e , atrial
fibrillation, hypertension and pros tate cancer. H e d ied on 2/28/2013 from tu bercu losis,
pneu m oniaand m eningitis. O n1/24/13, he was ad m itte d to the hospitalforprogres sive shortne s s
of breath and confu sion. H e re tu rned to D ixon on 1/27/13. B eginningon 2/1, he becam e
increasingly short ofbreath, le thargic, weak, confu s e d and had interm ittent fevers. O n 2/5, the
patient’s tem peratu re was 102°. The physician d id not d ocu m ent ahistory or physicalexam .
D e spite the fact that the patient had no evid ence ofinflu enza, the physician ord ered Tam iflu . O n
2/6, in response to apositive u rine cu ltu re, the physician ord ered IV antibiotics. O n 2/7, the
infirm ary physician began d ocu m entingthat the patient had an “extrem ely poorprognosis.” O n
2/11, he d ocu m ente d the patient was pos sibly septic. O n 2/12, he finally sent the patient to the
localhospital, where he was ad m itte d to the IC U forre spiratory failu re. This patient shou ld have
been sent ou t m u chearlier and the d ocu m entation d oe s not d em ons trate s u fficient concern for
this patient’s healthand safety.

This is a62-year-old m an who entered ID O C in 2008and d ied on 11/16/13ofGI bleed ingfrom
ru ptu red e sophagealvarices d u e to cirrhosis. This patient, on 11/13/13, pres ente d with severe
le thargy, d izzine s s , d yspneaand m elenaX 2d ays. H e was tachycard ic, withaheart rate of104.
H is blood pres s u re was norm aland he had gros sly positive s tools forblood on exam . The d octor
ord ered labs and placed him in the infirm ary at 1:10p.m . A t 1:30, the ad m ittingnu rse d e scribed
him as pale and pasty. H e had a sm all black stool consis tent with acu te blood los s . H e
com plained ofm ild abd om inaland ches t pain. H is blood pres s u re was 112/70and his heart rate
was 100. H is hem oglobin was 10.2 gram s and it had d ropped from 13.3 gram s fou r m onths
earlier. A t 8:00 p.m ., a s tat blood cou nt was d rawn and the re s u lt at 9:15 was 7.6 gram s,
s u gges tive ofsevere bleed inginternally. A t 9:45p.m ., the nu rse called the d octorand he ord ered
IV flu id s . O n 11/14at 3:25a.m ., his blood pres s u re was 100/60and his pu ls e 104. A t 9:20a.m .,
the d octor saw the patient, who com plained of weaknes s , d izzine s s and ongoingblood in his
s tools. H e finally sent the patient to the hospitalwhere he d ied two d ays later. W hen you id entify
apatient who has acu te ongoingblood los s , to not s end him ou t is incom prehensible.

An Inadequate Response Possibly Related to Medical or Custody Staffing
This is apatient from D ixonwho is a48-year-old withas eizu re d isord er. O n1/1/14, anu rse was
called to the hou singu nit foraC od e 3. In the record there is no d e scription ofthe event, bu t the
patient was brou ght to the clinicand u ltim ately wanted to re tu rn to the hou singu nit. The only
note in the record is anote by an LP N where the ass e s s m ent read s , “P ost s eizu re.”The patient
was re tu rned to the hou singu nit by the LP N withno contact withan ad vanced levelclinician.
There was an inad equ ate history and physicalas se s s m ent and since only an LP N saw the patient
there were significant liabilities engend ered by this re sponse . The Illinois State N u rs e P ractice
A ct clearly s tate s , “O nly aregistered nu rs e m ay perform an ind epend ent as s e s s m ent.”

The next exam ple is apatient from Logan who is a35-year-old with aseizu re d isord er. O n
12/30/13at abou t 11:00p.m ., the cellhou s e contacted the m ed icalu nit to re spond to this patient,
who was havingseizu re s . W hen the nu rs e arrived , the s eizu re s had ceas ed and she d ocu m ente d
that she observed no seizu re s bu t left the patient in the hou singu nit withou t any ad equ ate
as s e s s m ent. O ne d ay later at 11:40 p.m ., the patient was fou nd in the hou singu nit havinga
seizu re, withblood arou nd her m ou thand blood d rippingfrom alaceration in the back ofher
head . She was brou ght to the health care u nit and s ent to the local hospital. There was no
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m ention ofcontactingthe physician. The patient was re tu rned from the hospitalat 4:00a.m . on
1/1/14. There are no record s from the localhospital. The physician d id com e in on 1/1and saw
the patient and ord ered blood levels ofheranti-seizu re m ed ications. H owever, there has been no
follow u psince by the physician. This patient shou ld have be en brou ght to the infirm ary afterthe
s eizu re on the firs t night for m ore carefu l observation and to be s e en by a clinician. This
characterize s asignificant nu rsingbreakd own.

The next case is from M enard and reflects inad equ ate nu rsingass e s s m ent followingretu rn from
the hospital. This patient is a61-year-old withos teoporosis who was s ent ou t on1/26/14. O n that
d ay at abou t 2:10p.m ., he com plained ofches t pain fortwo hou rs. H e d e scribed it as apres s u re
in his ches t and was given nitroglycerin with som e relief. H is blood pres s u re was elevated at
154/90and his pu lse rate was 116. The physician was called and the ord erwas to s end him to the
hospital. The patient went to the hospitaland re tu rned one week later, on 2/3and was placed in
the infirm ary for observation. H e was s e en later that d ay by the nu rs e , who d id not ask any
qu e s tions regard ingches t pain, shortne s s ofbreathor the incisions on his ches t. H e was later
s e en by anu rse practitioner whose note ind icate s the patient had recently had coronary artery
bypass graft s u rgery bu t neither the nu rse practitioner nor the nu rse elicited any s u bjective
re sponse s from the patient. The patient was u ltim ately released to the cell. The record , at the tim e
ofou rreview, s tilllacked any d ischarge su m m ary orm ore im portantly, the catheterization and
echo reports , criticalpiece s that m u s t be part ofthe m ed icalrecord .

The next case is also from M enard and d em ons trate s inappropriate u s e ofs taff. This patient is a
57-year-old withhypertension, hepatitis C d isease and s u bs tance abu se is s u e s . H e pre s ente d on
3/28/14 com plainingoflower abd om inalpain, achingand bu rning, withfive loose s tools. H e
was s e en by aC M T (whichis inappropriate since he need e d an ass e s s m ent). H e shou ld have
been se en at am inim u m by aregistered nu rs e or am id levelprovid er. H e was referred to the
physician the next d ay and when se en by the physician he was im m e d iately s ent ou t to ru le ou t
an acu te append icitis. In fact, he had an acu te append ectom y and was re tu rned on 3/31and after
an as se s s m ent by the M e d ical D irector was re tu rned to his cell. A lthou gh there was a
recom m end ation forhim to be followed u pat the hospital, this neverhappened , noris there any
note ind icatingachange from that recom m end ation.

The next case is a48-year-old patient withhypertensionand glau com a, also from M enard . Those
two d iagnose s are the only one s lis te d on the problem list. O n 1/13/14, he com plained ofches t
pain and was s ent to the hospital. The worku pat the hospitalwas negative foracu te coronary
artery d isease and the d iagnosis was reflu x d is ease . H e re tu rned from the hospitaland at the tim e
ofre tu rn his vitalsigns were norm al. There is an ord erforan electrocard iogram and aphysician
asse s s m ent. The card iogram was sched u led for1/17, bu t there was anote that says it was not
d one becau s e ofalockd own. This is aproced u re d one onsite whichshou ld neverbe cancelle d
becau se ofalockd own. In fact, it was not d one u ntileight d ays laterand at the tim e ofou rvisit,
there was s tillno card iogram in the chart. This is apatient who had apreviou s history ofbotha
heart attack and s u praventricu lar tachycard ia (rapid heart rate), althou gh neither of thes e
problem s were on the problem list. A n EK G was ord ered bu t it was d elayed u nacceptably and in
fact, fou rm onths laterthere was no report in the chart.
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A m ajority ofthe record s we reviewed contained neitheran em ergency room report nor, when
patients were hospitaliz ed , a d ischarge su m m ary, d e spite the fact that thes e d ocu m ents are
cru cialfor appropriate continu ity ofcare. H ospitals m u s t be ed u cated that com pensation for a
service cannot be provid ed as longas the s ervice whichinclu d e s the appropriate d ocu m entation
has not beenprovid ed .

Recommendations:
1. A llfacilities m u s t track u rgent/em ergent s ervices throu ghu singalogbook m aintained by

nu rsingwhichinclu d e s patient id entifiers, the tim e and d ate , the pres entingcom plaint,
the locationwhere the patient is s e en, the d ispositionand when the patient is s ent ou t, the
re tu rn with the appropriate paperwork, inclu d ing an em ergency room report and
appropriate follow u pby aclinician.

2. A s s e s s m ents m u s t be perform ed by s taffappropriately licens e d to be re sponsible forthat
s ervice.

3. Gu id eline s shou ld be d eveloped for nu rsingstaff with regard to vital signs reflecting
instability that requ ire contactingaclinician.

4. W hen patients are s ent offsite , work withhospitals to insu re that the em ergency room
report is given to the officerto retu rn to nu rsingwiththe patient.

5. P atients re tu rningfrom an em ergency trip m u s t be brou ght to anu rsingarea for an
asse s s m ent and if not placed in the infirm ary, sched u led for an as se s s m ent by an
ad vanced levelclinician.

6. The O ffice of H ealth Services shou ld provid e gu id ance with regard to the type s of
clinical problem s that requ ire s ervices beyond the capability of the infirm ary, thu s
s end ingpatients to the localhospital.

7. Ins u re that afterthe patient retu rns he is s e en by aclinician within three d ays where there
is d ocu m entation ofad iscu s sion ofthe find ings and plan as d e scribed in the em ergency
room report.

8. The Q I program shou ld m onitortim elines s and appropriatene s s ofprofe s sionalresponse s .
9. A s anaspect ofthe Q I program , review nu rsingand clinicianperform ance to im prove it.

Scheduled Offsite Services (Consultations and Procedures)

A s we u nd ers tand the proces s for obtainingconsu ltations and proced u re s , it begins with the
tim ely id entification of the nee d for a proced u re or consu ltation, u s u ally for d iagnos tic
assis tance. R eview ofd eathrecord s has revealed s om e d elays in the tim eline s s ofid entification.

O nce the clinician has d e term ined that there is aclinical basis for offsite s ervices, they are
requ ired to s u bm it aform whichd ocu m ents the clinicalju s tification forobtainingthe service.

This form is reviewed by the site M e d icalD irector, who either concu rs and pres ents it to the
weekly collegialreview telephone d iscu s sion orsu gges ts an alternate planofcare to the ord ering
clinician. W hen an alternate plan ofcare is recom m end e d , eitherby the M e d icalD irectororthe
collegialreview teleconference, there m u s t be ad iscu s sion between the ord eringclinician and
the patient so that he/she is on board withthe change in plan. The telephoniccollegialreview is
perform ed weekly and so there shou ld be no m ore than aone-week d elay d u e to pres entation at
the collegialreview.
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D u ringthe collegial review, the P ittsbu rgh-bas ed physician either approve s the s ervice or
su gges ts an alternate plan. W e have been told by severalsite s that this rate ofapprovalvarie s
d ram atically based on whichP ittsbu rgh-bas ed physician happens to be receivingthe phone call.
Som e approve at a m u ch higher rate than others. For D ixon and Stateville, d e spite verbal
approvalreceived over the telephone, there is asu bs tantiald elay in P ittsbu rgh provid ingthe
au thorizationcod e to the U niversity ofIllinois. This d elay can extend u pto eight weeks orm ore.
The sched u lerat D ixon and at Stateville willcallthe U niversity ofIllinois sched u ler, who works
closely withthem . W exford changed the proced u re so that the au thorization is no longergiven
d irectly to the sched u lerat the site;rather, it is given d irectly to the U ofI sched u ler, bu t as we
ind icated , this m ay occu r u p to eight weeks later. This is clearly not acceptable. A d d itionally,
there are s everalspecialties for whichU niversity of Illinois m ay not provid e access for u p to
three orm ore m onths. In m any instances, the s ervices cou ld be obtained m u chm ore tim ely by
u singalocalservice ratherthan the U niversity ofIllinois.

In m os t correctionalse ttings, forsched u led offsite s ervices, em ergent consu ltation orproced u re s
are s ent ou t im m e d iately, withou t any u tilization review u ntilafterthe fact. U rgent s ervices are
obtained in no m ore than 10bu sine s s d ays and rou tine s ervices are generally obtained within 30
calend ard ays. From what we have se en, generally thes e m easu re s are obtained when u singlocal
services. The extraord inary d elays tend to revolve arou nd the u tilization of the U niversity of
Illinois.

O nce the patient attend s the appointm ent and receive s the s ervice, he shou ld be re tu rned to an
onsite nu rs e withany accom panyingpaperwork, whichshou ld be given to the nu rse . There are
proced u re s for whichone anticipate s d ictation and transcription and for thes e s ervices astaff
m em berat the ins titu tion m u s t insu re that the offsite paperwork is obtained tim ely. Finally, once
the paperwork is available onsite , there shou ld be asched u led visit withthe ord eringclinician or
M e d icalD irectord u ringwhichthere is ad ocu m ente d d iscu s sion ofthe find ings and plan.

D u ringou rreview ofrecord s , we fou nd breakd owns in alm os t every area, s tartingwithd elays in
id entification ofthe ne e d for the offsite s ervices, d elays in obtainingan au thorization nu m ber,
d elays in beingable to sched u le an appointm ent tim ely, d elays in obtainingoffsite paperwork
and d elays orthe absence ofany follow-u pvisit withthe patient. A d d itionally, althou ghsom e of
the facilitie s were trackingthe se s teps fairly conscientiou sly, others were not, creatingm u chles s
d epend able ou tcom e s . In the bes t ofthe eight facilities we reviewed , there were problem s at one
s tep or another in abou t 20% of the record s . In other facilitie s , s u ch as D ixon C orrectional
C enter, there were problem s withalm os t every record reviewed . W hat follows are exam ples of
the d ifferingtypes ofproblem s we id entified .

Delays in Perceiving the Need for the Service
Illinois R iver D eath R eview. The patient, [REDACTED], entered ID O C in 2000 and began
com plainingofconstipation in Janu ary 2011, when he weighed 195pou nd s . The patient retu rned
withacom plaint ofconstipation in M ay 2011and ind icated that he had los t 10pou nd s . A t that
point, the physician d id not d o arectalexam . In D ecem berofthe sam e yearhe ind icated that he
was losingweight and in fact he had los t m ore than 30pou nd s and weighed 158. The d octord id
perform arectalexam bu t fou nd no m ass e s , althou ghevery s u bsequ ent physician d id feelam ass .
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She ord ered labte s ts , whichshowed am ild iron d eficiency anem ia. She then ord ered s toolcard s
to s e e ifthere was blood in the s tooland the s e cam e back positive. Finally, he was referred fora
colonoscopy, whichon A pril13, 2012 id entifie d alarge tu m orin the rectu m . O nce the tu m or
was id entified , his care was appropriate. H owever, he s u rvived le s s thanayear.

H illD eathR eview. P atient [REDACTED] entered ID O C in 1984and arrived at H illC orrectional
C enterin 2009, havingstopped sm okingtwo years earlier. H is com plaints began withleft neck
and che s t pain in Febru ary 2012. In M ay 2012, he told anu rs e he was cou ghingu pblood , which
he connected to ashou ld er inju ry. H e was s e en aweek later by the physician with m u ltiple
com plaints , inclu d ingweight los s , forwhichthe m ed icalrecord reveals a30-pou nd weight los s .
The physician saw the patient alittle m ore than two weeks laterand note d aleft m obile qu arter-
sized m as s in the left s u perclavicu lararea. H e ord ered iron and aches t x-ray. The che s t x-ray
revealed afocal opacity in the left lower lobe with tentingof the left hem id iaphragm . The
M e d icalD irectorsaw the patient in Ju ne and twice in Ju ly, and by A u gu s t the patient’s weight
was d own to 127pou nd s . O n A u gu s t 20, he pres ente d cou ghingu pblood and the d octorord ered
m ore blood te s ts, whichshowed his anem iaworsening. It was not u ntilA u gu s t 31that aC T scan
was perform ed which showed “a very large carcinom awhich extend s throu gh the s u perior
portion ofthe left hem ithorax, throu ghthe apex and involves the left anteriorches t extend ingto
the anteriorplu ralsu rface and invad ingthe m ed iastinu m withtu m ors s u rrou nd ingthe ascend ing
thoracicaorta, extend ingalongthe aorticarchand encirclingthe proxim ald e scend ingthoracic
aorta.”This patient d ied oflu ngcanceron1/30/13.

Delay in Obtaining Timely Appointment
P ontiacD eath R eview. The patient, [REDACTED], was a 42-year-old m an who d ied of
glioblastom a m u ltiform e on 4/16/13. The tu m or was firs t d iagnosed in 2009, prior to his
incarceration. H e u nd erwent excision in M arch 2009 and again in Septem ber 2010 for
recu rrence. H e was ad m itte d to ID O C in Ju ly 2012. H e had are s tagingM R I in O ctober2012
whichshowed no recu rrence and his m aintenance chem otherapy was d iscontinu ed .

A s u bs equ ent M R I on 2/1/13 showed recu rrence of alow grad e enhancingm ass in his left
tem porallobe and he was referred for neu ros u rgicalconsu ltation, bu t this was not sched u le d
u ntil4/10/13. H owever, on 4/1/13, he was fou nd with altered consciou sne s s and s troke-like
s ym ptom s and was taken to St. Jam e s H ospital, where C T showed significant ed em aarou nd the
m ass and a1cm m id line shift. H e was transferred to U IC , where it was d ecid ed that the risks of
s u rgery ou tweighed the benefits . The fam ily d ecid ed to withd raw care on4/15/13and the patient
d ied the next d ay.

A two-m onth d elay in the neu ros u rgery consu lt is exce s sive, given the natu re of the patient’s
d iagnosis. A lthou gh his long-term s u rvivalwou ld not likely have been m u ch better, it s e e m s
likely that the d elay allowed for enou gh tu m or growth and associated swellingto preclu d e
fu rthertreatm ent options forthis patient and therefore shortened his s u rvival.

Delays in Processing the Approval
This is the cas e ofapatient from D ixon whose is a65-year-old m ale withhypertension, asthm a,
GER D and apositive TB skin te s t. O n 11/20/13, the clinician ord ered aC T scan ofthe che s t to
ru le ou t am as s . The patient was pres ente d at the collegialreview alittle over two weeks later
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and on 12/4, an approval was obtained . Three weeks later, the au thorization nu m ber was
provid ed . The report, therefore, was d one on 2/12/14, whichind icate s “su spiciou s forcancer.”A
requ e s t forapu lm onary consu lt was m ad e and approved two weeks before ou rarrivaland ye t an
au thorizationnu m berforthis s tillhas not beenprovid ed .

Delays in Following Up an Abnormal Result
This occu rred at H illC orrectionalC enter from apatient who arrived at H illon 3/29/13. This
patient had hepatitis C and apriorpositive skin te s t. O n3/21/13, he went ou t foran u ltrasou nd of
the abd om en as recom m end e d by the hepatitis C specialist. The u ltrasou nd showed m u ltiple
m ass e s in the liverin D ecem ber2013. This was reviewed by the physician nine d ays after the
s ervice was perform ed . O n 3/7/14, the hepatitis C specialist saw the patient and recom m end e d a
C T scan. The C T scan was d one on 3/21/14, bu t there were no re s u lts in the m ed icalrecord . The
patient had also had an abnorm alu ltrasou nd s everalm onths earlierwhichno one had acted on.
W e finally obtained the C T re s u lts , whichshowed that they are likely benign tu m ors ofthe liver;
however, this patient is fortu nate that d e spite the abs ence offollow-u phis healthis probably not
in jeopard y.

Problems with Follow Up
This is apatient at M enard who was fou nd to have an elevated prostate screeningte s t and was
referred to the u rology clinic. H e was s e en there on A pril8and arecom m end ation was m ad e for
atransrectal-gu id ed biopsy. This was referred to collegialreview and was approved . The patient
was s e en and hopefu lly inform ed , bu t there is no note that d ocu m ents the patient was aware of
what was planned . W e cou ld not find any s u bs equ ent inform ation otherthan the fact that abone
scan had been ord ered , bu t there is no d iscu s sion with the patient regard ingthe bone scan.
N othinghas happened regard ingthe pros tate biopsy. There was also ad elay in receivingany
report from the offsite s ervice.

Finally, at every facility, there were exam ple s of patients who had received consu ltations or
proced u re s bu t no follow u p with the patient had occu rred . This was qu ite com m on at som e
facilities , inclu d ingStateville and D ixon, and le s s com m on at others, althou gh it was fou nd
alm os t u niversally at arate ofat least between20% and 50% ofallsched u led offsite s ervices.

Recommendations:
1. The entire proces s , beginningwiththe requ e s t forservices, m u s t be tracked in alogbook,

the field s of which wou ld inclu d e d ate ord ered , d ate of collegial review, d ate of
appointm ent, d ate paperwork is re tu rned and d ate offollow-u pvisit withclinician. There
shou ld also be afield forapproved ornot approved , and when not approved , afollow-u p
visit withthe patient regard ingthe alternate planofcare.

2. P re s entation to collegialreview by the M e d icalD irectorm u s t occu rwithinone week.
3. W hen averbalapprovalis given, the au thorization nu m berm u s t be provid ed within one

bu sine s s d ay to the onsite sched u ler.
4. W hen a sched u led rou tine appointm ent cannot be obtained within 30 d ays, a local

resou rce m u s t be u tilized .
5. Sched u lingshou ld be bas ed on u rgency. U rgent appointm ents m u s t be achieved within

10d ays;ifem ergent, there shou ld be no collegialreview and there shou ld be im m ed iate
s end ou t. R ou tine appointm ents shou ld occu rwithin30d ays.
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6. W hen the patient receives the s ervice, the paperwork and the patient m u s t be re tu rned to
the appropriate nu rsingareaso that the nu rse can id entify what the nee d s are.

7. W hen the patient re tu rns withou t areport, as taffm em bershou ld be assigned to contact
offsite s ervices and obtainareport.

8. Either anu rse or the sched u ler m u s t be as signed re sponsibility for retrievingoffsite
s ervice paperwork tim ely and this shou ld be d ocu m ente d in the offsite s ervice tracking
log.

9. N u rs e s shou ld contact clinicians forany ord ers .
10. W henpatients are sched u led forappointm ents , they shou ld be pu t onahold foras longas

clinically nece s sary to com plete the appointm ent before beingtransferred .
11. W hen the paperwork is obtained , an appointm ent withthe ord eringclinician orM e d ical

D irectorm u s t be sched u led withinone week.
12. That encou nter between the patient and the clinician m u s t contain d ocu m entation ofa

d iscu s sion ofthe find ings and plan.

Infirmary

Eachfacility has an aread e signated as an infirm ary within the healthcare u nit except the N R C .
To clarify, the N R C has an aread e signed and constru cted as an infirm ary bu t has chosen to not
u tilize the area since opening. A s are s u lt, inm ate s confined in the N R C are m oved to the
Stateville infirm ary when that levelofcare is requ ired .

Eachofthe infirm arie s is s taffed withat least one registered nu rs e 24hou rs ad ay, s even d ays a
week withthe exception ofD ixon, when one 11pm to 7a.m . shift every two weeks is s taffed
withalicense d practicalnu rse . It is ou rrecom m end ation that allinfirm arie s are s taffed 24hou rs
ad ay, s even d ays aweek withat least one registered nu rs e available whenpatients are pres ent.

It was observed there was no secu rity s taff pre s ence in the Stateville and D ixon infirm arie s.
Secu rity s taff were pos te d ou tsid e the u nit and m ad e rou tine rou nd s throu gh the infirm ary;
however, in the event ofasecu rity em ergency, s ecu rity s taffwou ld have to be calle d to report to
the u nit. It is ou rrecom m end ation that at least one s ecu rity s taffm em bershou ld be pos te d in the
infirm ary at alltim e s .

O u rreview ofinfirm ary care revealed d eficiencie s withregard to policy, practice and physical
plant is s u e s . In term s ofpolicy is s u e s , perhaps the m os t glaringis the lack ofad e scription ofthe
scope ofs ervices that can safely be provid ed in the infirm ary se tting. W e encou ntered nu m erou s
exam ple s ofpatients who were ad m itte d to the infirm ary withpotentially or actu ally u ns table
cond itions whichshou ld have been referred to ahigher levelofcare (i.e., ou tsid e hospital). In
severalinstances, this re s u lte d inactu alharm to the patients .

Forexam ple at M enard , P atient [REDACTED] had ahistory ofcirrhosis and was ad m itte d to the
infirm ary with recu rrent active GI ble ed ing. D e spite evid ence of su bs tantial blood los s , the
patient was not s ent to the hospitalu ntilthe followingd ay;he d ied at the hospitaltwo d ays later.

A t Illinois R iver, P atient [REDACTED] was ad m itte d to the infirm ary withrapid ly progres sive
paralysis ofthe lowerhalfofhis bod y. D e spite his requ e s ts to be s ent to the hospitalbecau se he
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cou ld not m ove his legs, he was kept in the infirm ary for two weeks , u ntil finally anu rs e
intervened on his behalfand appealed to the d octorfortransferto the em ergency d epartm ent. H e
was fou nd to have leu kem iainvolvinghis spine and is now perm anently wheelchairbou nd .

In anothercase at Illinois R iver, P atient [REDACTED], a37-year-old d iabetic, was ad m itte d to the
infirm ary with sym ptom s highly su gges tive of an acu te s troke. D u ringhis infirm ary s tay, he
continu ed to have neu rologicepisod e s re s u ltingin profou nd weakne s s and inability to fu nction
ind epend ently, ye t was neversent to an ou tsid e hospitalforproperd iagnosis ortreatm ent.

W exford policy m akes recom m end ations as to clinicalscenarios whichcou ld be ad m itte d to the
infirm ary and those whichshou ld not be ad m itte d (i.e., shou ld be referred to ahigher levelof
care). W hile the s e recom m end ations are agood basis u pon which to gu id e clinicald ecision-
m aking, thes e criteriawou ld be s trengthened by clarifyingthat patients who are potentially or
actu ally u ns table shou ld be referred to an ou tsid e hospital. “Stability”shou ld be d efined to som e
d egree, forexam ple, by vitalsignparam eters , m entals tatu s criteria, e tc.

It shou ld be m entioned here that d u ringou r site visits , when s taff were asked to prod u ce the
policy governinginfirm ary care, the only d ocu m ent that was offered at any ofthe site s was the
ID O C A D “O ffend er Infirm ary Services” d ated 9/1/2002. This d ocu m ent d iffers in im portant
ways from the W exford policy m entioned above, e specially withrespect to the care ofpatients
u nd erobservation s tatu s ortem porary placem ent. U nd erthe ID O C policy, patients placed in the
infirm ary by nu rsingstafffor23-hou r observation d o not requ ire evalu ation by aclinician for
ad m is sion or d ischarge and there is no requ irem ent forfollow u pafter they are released to the
cellhou s e s . In fact, it m ake s no m ention offollow-u pcare forpatients ad m itte d to the infirm ary
either. In contrast, the W exford infirm ary policy stipu late s that allpatients placed on 23-hou r
observation have ad m ission ord ers by the physician as wellas an ad m it note and chart review,
am ongotherre sponsibilities . This is clearly not happeningat any ofthe ins titu tions we visited .
The two policie s were sim ilar in that neither requ ired a follow-u p visit for patients after
d ischarge from the infirm ary.

Stateville, P ontiac, D ixon, Logan and M enard infirm aries have no oronly apartialnu rse call
sys te m , and there is not d irect line-of-sight from the nu rsingstation into eachroom . D ixon has a
call sys te m for som e bed s bu t not for others. A bell is provid ed that the patient can ring;
however, ifthe patient d rops orcannot get to the bell, he cannot callforassis tance. A t the other
facilities , apatient m u s t yellor beat on the d oor to get som eone’s attention. H illand Illinois
R iver C orrectionalC enters have anu rse call sys tem for each bed in the infirm ary. It is ou r
recom m end ation that asys te m is provid ed whichallows eachpatient in the infirm ary to gain the
attention ofnu rsingstaff.

A review of nu rsing infirm ary d ocu m entation ind icated , generally, the record s containe d
physician and nu rsingad m ission d ocu m entation, patients were classified as chronicoracu te and
d ocu m entation was provid ed m ore frequ ently than requ ired . D ocu m entation was in the
Su bjective-O bjective-A s s e s s m ent-P lan (SO A P ) form at as requ ired by the D epartm ent of
C orrections O ffice ofH ealthServices. V italsigns, intake and ou tpu t, and weights were record ed
as ord ered by the physician forthe acu te care patients and pu rs u ant to d epartm ent policy forthe
chroniccare patients . M e d ications were d ocu m ente d on each patient specificm ed ication
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ad m inistration record . It was observed that the qu ality of the d ocu m entation for chroniccare
patients d ecreased overtim e and becam e le s s and le s s m e d ically inform ative.

It was observed at Stateville, D ixon and P ontiacthat the infirm ary bed d inglinens were in short
s u pply and ofpoorqu ality, in that bed d ing, towels and washcloths were tornand frayed .

Recommendations:

1. It is ou r opinion aregistered nu rs e shou ld be read ily available to ad d re s s infirm ary
patient is s u e s as nee d e d .

2. In the large facilitie s , s u ch as Stateville, P ontiacand M enard , where m ed ical staff is
assigned to work in m u ltiple bu ild ings/cell hou s e s ou tsid e the m ain health care u nit
where the infirm ary is located , it is recom m end e d at leas t one registered nu rs e is as signed
at alltim e s to the bu ild ingwhere the infirm ary is located .

3. A t allotherfacilities , it is recom m end e d at leas t one registered nu rs e is as signed to each
shift.

4. The infirm ary policy shou ld inclu d e specificclinicalcriteriawhichare appropriate for
infirm ary care, and those criteriawhich exceed the levelof care which can safely be
provid ed inan infirm ary se ttingand wou ld ind icate referralto the hospital.

5. The infirm ary policy shou ld provid e criteriaou tliningwhen patients are s table enou ghto
be d ischarged from the infirm ary and requ ire follow u pafterinfirm ary d ischarge.

6. D evelopand im plem ent aplan to openand operate the N R C infirm ary.
7. D evelopand im plem ent aplan to insu re aconstant s ecu rity pres ence in the infirm ary.
8. D evelopand im plem ent aplan to insu re eachinfirm ary patient is provid ed anu rse call

d evice.
9. D evelopand im plem ent aplan ofteaching/continu inged u cation fornu rsingstaffwhich

ad d re s s e s accu rate and inform ative d ocu m entation.
10. The inconsis tencie s between the ID O C and W exford infirm ary policie s shou ld be

rectifie d , specifically regard ingthe is s u e of23-hou rad m is sions/tem porary placem ents .
11. The infirm ary policy shou ld clarify fornu rsingstaffthose criteriathat are appropriate for

tem porary obs ervation vs. those that requ ire evalu ation by aprovid er prior to release
from the infirm ary.

12. Ensu re that ins titu tions withinfirm aries have at least one registered nu rs e available onsite
24hou rs ad ay, s even d ays aweek.

13. The infirm ary policy shou ld requ ire follow u pafterd ischarge from the infirm ary.
14. D evelop and im plem ent aplan to insu re s u fficient qu ality and qu antitie s of infirm ary

bed d ingand linens.

Infection Control

Infection control is a m oving target acros s the s ys te m , with som e facilitie s having well
d eveloped program s withothers in theirinfancy. P art ofthe problem is the position ofInfection
C ontrolN u rs e (R N )is viewed as anad d -on orad d itionald u tie s ratherthanaseparate and d is tinct
jobd e scription withvery specificfu nctions. Ju s t afew ofthe jobd u tie s foran Infection C ontrol
N u rs e wou ld be:
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1. D evelop, im plem ent and m anage the em ployee and inm ate T B te s tingand s u rveillance
program .

2. C ond u ct m onthly d ocu m ente d safety and sanitation inspections focu singat am inim u m
on the healthcare u nit, d ie tary d epartm ent and cellhou s e s/hou singu nits withm onthly
reportingto the Q u ality Im provem ent C om m itte e (Q IC ).

3. D evelopand im plem ent aplan to m onitorfood hand ler exam inations and clearance for
d ietary s taffand inm ate food workers.

4. D evelopand im plem ent aplan to aggres sively m onitorskin infections and boils and work
jointly withsecu rity and m aintenance s taffregard ingcellhou s e cleaningpractice s with
m onthly reportingto the Q IC and facility ad m inistrationas ne e d e d .

5. Interface with and report as ne e d e d to the C ou nty D epartm ent of P u blicH ealth and
Illinois D epartm ent ofP u blicH ealth.

6. D evelop and im plem ent aplan to d aily m onitor and d ocu m ent negative air pres s u re
read ings in the d e signated re spiratory isolationroom s when the room s are beingoccu pie d
forre spiratory isolationpu rpose s and weekly whennot.

7. M onitorallsick callareas to ass u re appropriate infectioncontrolm easu re s are beingu se d
between patients i.e., u s e of apaper barrier on exam ination table s which is changed
between patients oraspray d isinfectant is u s e d between patients , exam ination glove s and
other personal protective equ ipm ent is always available to staff and hand
washing/sanitizingis occu rringbetweenpatients .

In ord erforthe infection controlnu rs e to perform allthe re sponsibilities to whichthe ID O C has
agreed , it is the opinion this wou ld requ ire atim e com m itm ent ofat least 25% ofthe ind ivid u als
tim e re s u ltingin 10 hou rs a week equ alingtwo hou rs a d ay d evote d to infection control
activities .

A notheriss u e is that there is no O ffice ofH ealthServices oversight since the re tirem ent ofthe
C om m u nicable and Infectiou s D isease s C oord inator and the position has never been filled .
Generally, facilities are provid ing tu bercu losis te sting and s u rveillance, H IV te sting and
treatm ent, food hand lerexam inations and clearance.

A cros s allsite s , infirm ary linens were not beingappropriately lau nd ered and sanitized d u e to
beinglau nd ered in resid entialstyle washingm achine s located in the healthcare u nit and water
tem peratu re s d id not reachasu fficiently highenou ghtem peratu re norwas bleachu se d in ord er
to rend erthe linens sanitized . W hile the N C C H C s tand ard s d o not specifically ad d re s s infirm ary
linen lau nd eringtem peratu re s , the O ffice ofH ealthServices Exposu re C ontrolM anu aland the
ID O C A d m inistrative D irective 05.02.140d o becau se ofthe ne e d to hand le infirm ary bed d ing
and linens d ifferently than generalpopu lation be d d ingand linens. A llinfirm ary bed d ingand
linens m u s t be treate d as thou ghthey are contam inated becau s e there is no way to insu re that
they are not. A s are s u lt, they m u s t be lau nd ered pu rs u ant to C enters forD isease C ontrol(C D C )
gu id elines to prevent cros s contam ination/infection ofpatients . The watertem peratu re gu id eline s
as ou tlined in A .D . 05.02.140com ply withthe C D C gu id elines .

W iththe exception ofthe N orthern R egion R eception C enterwhichhas no infirm ary at pres ent,
allthe otherfacilities inspected were lau nd eringtheirinfirm ary bed d ingand linens in resid ential
style washingm achine s located in the infirm ary. W ater tem peratu re s m easu red at eachof the
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facilities , other than the N R C , were well below the m inim u m tem peratu re of 140 d egree s
Fahrenheit. A d d itionally, as reporte d by the facility at the tim e of the inspection, hot water
tem peratu re s in the Illinois R iverinstitu tionallau nd ry were m easu red at 125d egree s Fahrenheit.
Ifthe infirm ary bed d ingand linens had been lau nd ered in the ins titu tion lau nd ry, the hot water
tem peratu re s tillwou ld not have been s u fficient to d econtam inant the bed d ingand linens.

It is recom m end e d , in ord er to prevent cros s contam ination/infection of patients , infirm ary
bed d ingand linens be lau nd ered pu rs u ant to the gu id elines d e tailed in the ID O C A d m inistrative
D irective 05.02.140.

In large congregate hou singse ttings there is an increased risk ofrapid d evelopm ent ofou tbreak
of infections. The inm ate popu lation is cu rrently at risk and willcontinu e to be at risk if the
infection controlrecom m end ations are not ad opted and im plem ente d . There is not cu rrently, nor
has there be en forsom e period oftim e, any ID O C oversight and m anagem ent ofasys te m -wid e
infectioncontrolprogram . W hile eachfacility has beenprovid ed an infectioncontrolm anu al, the
m anu al was d eveloped s everal years ago, and the ID O C O ffice of H ealth Services
C om m u nicable D isease C oord inatorposition is vacant and has be en vacant forsom e tim e. A s a
re s u lt, facilities are “d oing their own thing” in regard to infectiou s d isease s u rveillance,
m onitoringand reporting. N ot allthe facilities have ad e signated Infection C ontrolR N and , as a
res u lt, the re sponsibility is ad d e d to the d u tie s of either the H ealthC are U nit A d m inistratoror
D irectorofN u rsing, neitherofwhom has the tim e to ad equ ately d o the job. Forthose facilities
that have d e signated a specificR N as infection control nu rse , som e have d eveloped a job
d e scription with specificresponsibilitie s and other facilitie s have not. M ore im portantly,
ind ivid u als have not been provid ed trainingto know how to ru n an effective infection control
program . W hile there is arecogniz ed O ffice of H ealth Services Exposu re C ontrol M anu al,
d u ringthe cou rse of the inspections, the facilitie s reporte d there was no trainingprovid ed to
healthcare u nit/infirm ary inm ate porters at D ixon, Illinois R iver, M enard , P ontiacand Stateville.
A d d itionally and as reporte d by the facility, there was no infection controlprogram in place at
the N orthern R egion R eception C enter.

The O ffice of H ealth Services Environm ental H ealth C oord inator has d eveloped and
im plem ente d gu id eline s for the appropriate lau nd ering and sanitizing of infirm ary linens;
however, the facilities are not followingthe gu id eline s . Infirm ary linens are beingwashed in
resid entialstyle washingm achine s located within the healthcare u nit and watertem peratu re s are
not beingm onitored . A t s everalofthe facilitie s , the watertem peratu re s were not hot enou ghto
m ee t the requ irem ents to properly sanitize infirm ary linens. A s are s u lt, there is the potentialfor
exposu re and cros s-contam ination between patients as a res u lt of im properly sanitized bed
linens.

W ith the exception of the N R C , all the facilitie s have negative air pres s u re room s to isolate
patients withsu spected re spiratory infections withthe em phasis beingon tu bercu losis infection.
This beingsaid , not allthe facilitie s have asys te m in place to insu re the room s are at negative
pres s u re, e specially when apatient on re spiratory isolation precau tions is placed in one ofthe
room s. Sim ilarly, not allthe room s have alarm s, bothau d ible and visu al, to alert personnelif
negative airpres s u re has be en los t.
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It was observed at s everal facilitie s that infirm ary m attre s s e s , e xam ination tables and other
equ ipm ent was in poorrepair, in that the plasticprotective coveringwas cracked ortorn, m aking
it im pos sible to properly sanitize the item s between patients . Thes e item s ne e d to be repaired or
taken ou t of service, bu t no one is m onitoringequ ipm ent to insu re it is in good cond ition.
A d d itionally, it was obs erved at s everalfacilitie s that there was eitherno u s e ofapaperbarrier
on exam ination table s which cou ld be easily changed between patients or cleaningof table
s u rface s between patients . A gain, this wou ld be apart ofthe infection controlnu rse’s d u tie s to
m onitorand provid e corrective actionwhenneed e d .

Thes e are ju s t afew exam ples ofthe s ys te m iciss u e s d u e to the lack ofcentraloffice oversight
and m anagem ent of an infection controlprogram and which res u lte d in the infection control
recom m end ations.

Recommendations:
1. Eachfacility is to d o the following:

a. D evelop a position d e scription and nam e an Infection C ontrol (IC )/Q u ality
Im provem ent (Q I) registered nu rs e (IC /Q I-R N ) and provid e training on
com m u nicable and infectiou s d isease recognition, m onitoringand reporting, and the
Q u ality Im provem ent proces s .

b. D evelop and im plem ent aplan for the IC /Q I-R N to cond u ct m onthly d ocu m ente d
safety and sanitation inspections focu singat am inim u m on the health care u nit,
infirm ary and d ietary d epartm ent withm onthly reportingto the Q u ality Im provem ent
C om m itte e (Q IC ).

c. D evelop and im plem ent a plan for the IC /Q I-R N to m onitor food hand ler
exam inations and clearance fors taffand inm ate s .

d . D evelopand im plem ent aplan for the IC /Q I-R N to m onitorcom pliance withinitial
and annu al tu bercu losis screening, with m onthly reportingto the Q IC and facility
ad m inistrationas nee d e d .

e . D evelopand im plem ent aplan to aggres sively m onitorskin infections and boils and
work jointly with secu rity and m aintenance s taff regard ing cell hou s e cleaning
practice s withm onthly reportingto the IC /Q I-R N , Q IC and facility ad m inistration as
nee d e d .

f. D evelopand im plem ent aplan to d aily m onitorand d ocu m ent negative airpres s u re
read ings when the room (s)is occu pied forre spiratory isolation and weekly when not
occu pied .

g. D evelopand im plem ent atrainingprogram forhealthcare u nit porters whichinclu d e s
trainingon blood -borne pathogens, infectiou s and com m u nicable d is eas e s , bod ily
flu id clean-u p, propercleaningand sanitizingof equ ipm ent, infirm ary room s, bed s ,
fu rnitu re, toilets and showers.

h. M onitorallsick callareas to insu re appropriate infection controlm easu re s are being
u se d between patients i.e., u s e of paper on exam ination table s which is changed
between patients oraspray d isinfectant is u s e d be tween patients , exam ination glove s
are available to staffand hand washing/sanitizingis occu rringbetweenpatients .

i. D evelop and im plem ent a plan to m onthly m onitor all patient care associated
fu rnitu re, inclu d inginfirm ary m attre s s e s , to as s u re the integrity ofthe protective ou ter
s u rface withthe ability to take ou t ofservice and have repaired orreplaced as ne e d e d .
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j. Interface with the C ou nty D epartm ent of H ealthand Illinois D epartm ent of H ealth
and provid e reportingas requ ired by each.

k. D evelopand im plem ent aplan forthe propersanitizingofhealthcare u nit linens.
2. The O ffice of H ealth Services to fill the position of s tatewid e C om m u nicable and

Infectiou s D isease s C oord inator.

Dental Program

W hile an execu tive s u m m ary is available for ind ivid u alinstitu tions, this report ad d re s s e s the
program weakne s s e s ofthe ID O C program as awhole. C oncerns em erge when am ajority ofthe
ins titu tions are d eficient in the s tand ard reviewed . E specially egregiou s practice s and /or
om is sions are also m entioned in this report.

Access to Care
Orientation and Access to Care
A cces s to care was inad equ ately d e tailed ornot m entioned at allin the m ajority ofthe orientation
m anu als reviewed . Inm ate s d o not receive ad equ ate ins tru ctions on how to access u rgent or
rou tine care.

Dental Sick Call Procedures
The lagtim e between an Inm ate R equ e s t Form for pain and alleviation of the pain was
u nacceptable. It often took fou rorm ore d ays foru rgent care patients to be s e en. P atients who are
inpain shou ld be able to access care within 24-48hou rs.

Broken Appointments
The broken appointm ent rate was above 10% at s everalinstitu tions and as highas 40% at three
ins titu tions. The latterare alarm ingrate s .

Quality of Care
Screenings and Examinations
A lthou gh areview of record s revealed that the ID O C was in com pliance with its screening
exam ination policy, oralhealthinstru ctions are om itte d as part ofthe proces s . Ratheregregiou s
d eficiencie s were observed at the N R C d u ringthe screeningexam . The exam was extrem ely
cu rsory and d id not inclu d e an ad equ ate head and neck and soft tis s u e e xam ination. The health
history was ske tchy and poorly d ocu m ente d . Rad iology safety protocols were non-existent. A rea
d isinfection and clinician hygiene betweenpatients was very poor. Inappropriately, m os t d entis ts
u s e this exam , the panoram icrad iograph and the chartingas atreatm ent plan from which to
d eliverrou tine care.

Routine Care
A review ofrecord s at eachinstitu tion revealed that rou tine care was alm os t always provid ed
withou t acom prehensive exam ination, atreatm ent plan, ad ocu m ente d period ontalas s e s s m ent, a
d ocu m ente d soft tis s u e e xam ination, and withou t bitewings orotherrad iographs d iagnos ticfor
carie s. A lso, there was s eld om ad entalprophylaxis ororalhealthinstru ctions provid ed priorto
re s torative care. W ithou t the s e basicelem ents in place, qu ality rou tine care is alm os t im pos sible.
A s s u ch, there is no realsys te m in place to provid e rou tine com prehensive C ategory 3 d ental
care.
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Removable Partial Dentures
A review of record s revealed that prior to constru ction of rem ovable partial d entu re s , oral
hygiene ed u cation and d ental prophylaxis were s eld om provid ed , the period ontiu m was not
d ocu m ente d to be s table and re s torative care was provid ed from inad equ ate treatm ent plans.
P roper rad iographs were s eld om pres ent. The rad iographs and exam inations/treatm ent plans
were so incom plete orvagu e that it cou ld not be d e term ined ifallnece s sary care was com plete d
priorto im pres sions.

Dental Extractions
A lthou ghthe nu m berwas relatively sm all, ad equ ate rad iographs were at tim e s not available. A
few record s had no pre-extraction rad iographs at all. A proper d iagnos ticreason for extraction
was s eld om part ofthe d entalrecord . D ocu m entation was, overall, very poor. In one ins titu tion,
consent for treatm ent form s were not in u s e . A ntibiotics were provid ed rou tinely after d ental
extractions at acou ple ofinstitu tions.

Continued Quality Improvement
The d entalcontribu tion u s u ally was lim ited to m onthly s tatis tics. M ost d entalprogram s had no
s tu d ie s , as s e s s m ents or s u bsequ ent im provem ents in place. There is no peerreview proces s in
place within the ID O C d entalprogram . There is little d irection or m eaningfu loversight ofthe
ID O C d entalprogram to insu re that properpolicie s and protocols are in place and followed , and
that d entals tand ard s ofcare are practiced .

Health History Documentation
The m ed icalhealthhistory s ection ofthe d entalrecord was sketchy and incom plete . C ond itions
that requ ire m ed icalattention were not red flagged . M e d icalconsu ltations were not d ocu m ente d
in the d entalrecord . The qu ality and consis tency ofthe m ed icalhistory in the d entalrecord was
inad equ ate. B lood pres s u re s were not beingtaken oninm ate s withahistory ofhypertension.

SOAP Format
The SO A P form at was not beingu se d to d ocu m ent C ategory 1and 2patient encou nters .

Dental Policy and Protocol Manuals
Ins titu tionalP olicy and P rotocolM anu als were u s u ally very incom plete , ou td ate d , ornot pres ent
at all. D entalprogram s were im plem ente d and m anaged withfew gu id eline s and little oversight.
The ID O C A d m inistrative D irective s are incom ple te and provid e little in the way ofgu id ance on
d evelopingand m anagingasu cces sfu ld entalprogram .

Physical Resources
Adequacy of Equipment
M u ch of the equ ipm ent was old , corrod ed and bad ly worn. C abinetry and cou ntertops were
u s u ally bad ly worn, corrod ed or ru ste d , broken and not u p to contem porary s tand ard s for
d isinfection. N on-fu nctionalequ ipm ent was not ou t ofthe norm .

Human Resources
Dental Clinic Staffing
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M os t s taffingwas ad equ ate and in com pliance withA d m inistrative D irective 04.03.102, Section
9, a. b. c. Glaringom is sions were the lack ofd entalhygienists at D ixon C C and H enry H illC C .
D entalhygienists are an es s entialpart ofthe d entalteam .

Safety and Sanitation
In s everalinstitu tions, propers terilization flow was not in place. A t one ins titu tion, spore te sting
ofthe au toclave s was beingperform ed m onthly ratherthan we ekly. A t anotherinstitu tion, bu lk
s torage of biohazard ou s waste was m aintained in the d ental clinicproper in open, large
card board boxe s on palate s . In none ofthe clinics were the s terilization areaand the rad iology
areaposte d withproperhazard warningsigns. Safe ty glass e s were s eld om wornby patients .

Dental Program Management
The A d m inistrative D irective s are insu fficient. They d o not ad d re s s qu ality ofcare iss u e s , clinic
m anagem ent, record m anagem ent ors taffoversight and re sponsibilities . D entis t are provid ed no
orientation to the ID O C d entalprogram ortrainingon how to m anage theirinstitu tion program s.
This, in conju nction with inad equ ate qu ality as s u rance and peer review, s u gges ts a lack of
oversight on the part ofthe ID O C . There is not an ad m inistrative d entis t to overse e and m anage
the ID O C d entalprogram .

The policy m and atingbiennialrou tine exam inations d oe s not s e e m beneficial. It take s u pagreat
d ealofad m inistrative tim e. Inm ate s have fu llaccess to d entalcare. D entis ts shou ld u s e their
tim e provid ingthis care, e specially in light ofthe d entals taffinggu id elines .

Dental Care Recommendations:

Orientation and Access to Care
1. The ID O C d evelopapolicy to insu re that eachinstitu tion has am eaningfu lorientation

m anu alto ins tru ct inm ate s how to access acu te and rou tine care.

Dental Sick Call Procedures
1. Ins u re that inm ate s withu rgent care need s be provid ed care within 24-48hou rs.
2. That the SO A P form at be u s e d to d ocu m ent em ergency and u rgent care contacts.

Broken Appointments
1. The ID O C d eveloppolicies and oversight to ad d res s brokenappointm ent rate s over10%.

Screening Examinations
1. Screeningexam inations at the reception centerinclu d e athorou gh, d ocu m ente d intraand

extra-oralsoft tis s u e e xam ination.
2. The healthhistory be m ore com prehensive and appropriate cond itions red flagged .
3. P roperaread isinfectionand clinicianhygiene be im plem ente d .
4. P roperrad iology hygiene be pu t inplace.
5. That this scre eningexam not be u s e d to d eveloptreatm ent plans.

Routine Care
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1. R ou tine com prehensive care be provid ed from a thorou gh com prehensive exam and
treatm ent plans.

2. That the exam inclu d e s rad iographs d iagnos ticforcarie s, aperiod ontalass e s s m ent, asoft
tis s u e e xam and accu rate chartingofthe te eth.

3. That hygiene care and oral health instru ctions be provid ed as part of the treatm ent
proces s .

Removable Partial Dentures
1. That rem ovable partiald entu re s be provid ed as the last s tep in the com prehensive care

proces s .
2. That allte e thare re s tored and the period ontiu m s table before im pres sions are taken.

Dental Extractions
1. C u rrent d iagnos ticrad iographs be pres ent forevery extraction.
2. A d iagnosis orreason forextractionbe part ofthe record entry.
3. A consent forcare form be u s e d forevery extraction.
4. A ntibiotics be prescribed only from anappropriate d iagnosis.

Continued Quality Improvement
1. Every d entalprogram d eveloparobu s t and m eaningfu lC Q I program to inclu d e ongoing

stu d ie s and corrective m easu re s that ad d re s s id entified program weaknes s e s .

Peer Review
1. The ID O C d evelopaclinically oriente d peerreview sys te m and that d entis ts be available

to provid e the s e reviews, s u chthat d eficiencies in treatm ent qu ality or appropriatene s s
can be corrected .

Health History Documentation
1. The ID O C d evelopathorou ghand welld ocu m ente d healthhistory s ection in the d ental

record .
2. That appropriate m ed icalcond itions be red flagged and that m ed icalconsu ltations and

precau tions be d ocu m ente d in the d entalrecord .

Dental Policy and Protocol Manuals
1. That ID O C d entalpolicy ins u re s that allinstitu tion d entalprogram s have welld eveloped

and thorou ghpolicy and protocolm anu als that ad d re s s allareas ofthe d entalprogram .
That alld entals taffbe fam iliarwiththes e policie s and protocols.

2. P olicies are reviewed annu ally and am end e d as neces sary.
3. A n ad m inistrative d entis t be available to overse e the ID O C d entalprogram as awhole.

This personcou ld rem ain in the field as apart-tim e practicingd entis t.

Equipment Condition
1. A s ys te m wid e evalu ation ofexistingequ ipm ent be perform ed and that u nd u ly old , bad ly

worn, ru ste d , corrod ed and non-fu nctionalu nits , equ ipm ent and cabinetry/cou ntertops be
replaced .
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Dental Clinic Staffing
1. D entalhygienists be hired A SA P at H enry H illC C and D ixon C C .

Safety and Sanitation
1. The ID O C insu re s that alld entalprogram s follow cu rrent infection controlgu id eline s as

welld efined by the C enter for D isease C ontrol, to inclu d e d ocu m ente d weekly spore
te stingofau toclave s.

2. B u lk biohazard ou s waste be properly s tored ou tsid e the d entalclinic.
3. B iohazard and rad iology warningsigns be inplace.
4. P atients wearprotective eyeweard u ringtreatm ent.

Dental Program Management
1. The ID O C evalu ate its A d m inistrative D irectives and d eveloppolicies and protocols that

provid e m eaningfu lgu id ance and oversight to the field on how to ru n and m anage a
su cces sfu ld entalprogram , to inclu d e allofthe is s u e s d iscu s s e d in the bod y ofthis report.
Thes e policie s shou ld be gu id ed by arisk ass e s s m ent proces s that insu re s safe and well
equ ipped clinics, ad equ ate and well trained d entals taff, treatm ent provid ed consis tent
withprofe s sionalstand ard s ofcare and in atim ely m anner, and thorou ghand com plete
record d ocu m entation.

Mortality Reviews

The taxonom y u s e d forthe m ortality reviews is d e scribed in d e tailin the attached A ppend ix B . It
ou tlines 14d istinct type s oflapse s in care, witheachlapse repres entingaseriou s d eviation from
the s tand ard ofcare. M any case s had m ore than one lapse in care, and the s e are specified in the
case d e scriptions. W e chose to u s e this m e thod ology which was d eveloped by the C alifornia
P rison R eceivershipbecau s e it has been certified by the Fed eralC ou rt in Plata v. Brown, acase
involving ad equ acy of m ed ical care in the C alifornia D epartm ent of C orrections and
R ehabilitation.

There were 127 d eaths within ID O C between Janu ary 1, 2013 and Ju ne 1, 2014, 10ofwhich
were violent d eaths (su icid e s orhom icid e s)and were therefore not reviewed forthe pu rpose s of
this report. O fthe rem aining117m ortalitie s , we reviewed 61case s (52%), plu s anad d itionaltwo
case s ofpatients who d ied in 2010, foratotalof63case s . The d e tails ofeachcase are d e scribed
in the attached A ppend ix B . There were one orm ore significant lapse s in care in 38case s (60%).
This is an u nacceptably highrate ofd eviations from the s tand ard ofcare. O f those case s with
significant lapse s , 34(89%)had m ore than1.

The internalID O C m ortality review proces s is s eriou sly flawed , in that the reviews are, forthe
m os t part, perform ed by the d octor m os t closely involved in the care of the d eced ent. This
arrangem ent effectively preclu d e s an objective review by d efinition. This is ind ee d what we
fou nd when we reviewed 20 (52%)of the d eath review su m m aries of the problem aticd eaths
(liste d in A ppend ix B );in none ofthem were any ofthe lapse s incare id entified .

O nly afew d eaths are reviewed by the O ffice ofH ealthServices, and the s e are s elected on the
basis oflapse s in care id entified by the localreview. A s ju s t s tate d , in none ofthe problem atic
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case s that we reviewed d id the facility provid erid entify aproblem withthe patient’s care, and as
ares u lt it is u nlikely that any ofthes e were ind epend ently reviewed at the centraloffice level.
O ne cou ld argu e that even areview by O H S is not tru ly an ind epend ent review. W e recom m end
that alld eaths be reviewed by an ind epend ent third party to provid e an u nbias ed opinion on the
qu ality ofcare, bothfrom aclinicalpractice and asys te m s perspective. Those case s id entifie d as
problem aticshou ld then be reviewed by the O ffice ofH ealthServices.

M any of the d eaths that we reviewed were ofpatients who were chronically illwith term inal
cond itions. Y e t there are no re sou rces in place to assis t healthcare s taffin the care ofpatients
who are d yingorin the m anagem ent ofcom m on end oflife s ym ptom s. It was obviou s that once
patients signed D N R (d o not re s u scitate)ord ers , they were often no longer treated for even
sim ple reversible illnes s (for exam ple, s e e patient #42 in the attached M ortality R eview
append ix). Even thou ghD N R is an instru ction not to u s e C P R u nd ercircu m s tances when it is
known to be fu tile, often sim ple treatm ent with antibiotics or hyd ration or su ctioningcan be
effective and d im inish su ffering. There shou ld be aspecificgu id eline or policy langu age that
d e scribes hospice orcom fort care forterm inally illpatients , and clarify that “d o not re s u scitate”
d oe s not m ean, “D o not treat.”

Recommendations:
1. A llm ortality reviews shou ld be perform ed by an ind epend ent clinician. A regionalnu rs e

cou ld d o the initialreview;those case s id entifie d as potentially problem aticand therefore
requ iringasecond ary review shou ld be evalu ated by the centraloffice regionalphysician,
and not a“like”(i.e., W exford )em ployee .

2. P olicy shou ld provid e m ore specificgu id ance for end of life care. Specifically, this
shou ld clarify the im portant d ifferences between “D N R ,”palliative care and hospice/end -
of-life care.

Continuous Quality Improvement

This is the program that is the basis by which health organizations, whether they be in the
com m u nity or in correctional facilitie s , m eas u re and id entify the qu ality, proces s and
profe s sionalperform ance withregard to m any types ofparam eters . W hen that perform ance d oe s
not m ee t ase t ofexpectations attribu table to awell-ru n program , there m u s t be an effort to learn
the reasons why the perform ance is not u pto stand ard and then once those reasons are id entifie d ,
im provem ent s trategies are d e signed to m itigate those reasons. A well-ru n qu ality im provem ent
program looks at or reviews every m ajor s ervice provid ed at leas t annu ally. In the typical
correctionalprogram , foranon-receptioncenter, the review wou ld inclu d e:

1. intrasys te m transferservices
2. sick callservices, bothgeneralpopu lationand lockd own
3. chronicd isease s ervices
4. u nsched u led onsite and offsite s ervices
5. sched u led offsite s ervices (consu ltations and proced u re s)
6. m ed ication services
7. d entalservices
8. m entalhealthservices
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9. laboratory and x-ray services
10. infirm ary services
11. speciald iet s ervices

A lthou gh this list is not m eant to be exhau s tive it d oe s convey the type s of health services
provid ed in atypicalprison. W ithregard to the s e s ervices, ahealthcare program as se s s e s the
qu ality ofcare provid ed by u tilizingone orm ore ofeight qu ality perform ance m easu re s . Those
m easu re s inclu d e:

1. acces sibility
2. appropriatene s s (correct clinicald ecision m aking)
3. effectivene s s (ou tcom e s)
4. efficiency
5. continu ity ofcare
6. tim elines s
7. safety (bothavoid ance ofhazard s as wellas conform ance withcu s tod y requ irem ents)
8. qu ality ofs taff-patient interaction

In ord erto s elf-m onitorqu ality perform ance m eas u re s s u chas tim elines s orcontinu ity ofcare, it
is u s efu lifnot m and atory to m aintain logs that allow the trackingofsick calls ervices, u rgent
care services, chronicd isease s ervices, sched u led offsite s ervices, e tc. Thes e logs facilitate an
efficient review as wellas d atacollection withregard to one orm ore ofthe qu ality perform ance
m easu re s u tilized to as s e s s the qu ality ofservices.

The Illinois D epartm ent ofC orrections inclu d e s apolicy on qu ality im provem ent that requ ire s
d atacollection withregard to m any services. A t som e ofthe facilities that we reviewed , s u chas
Stateville, N R C and D ixon, there had been very little recent qu ality im provem ent activity over
the priorsix to twelve m onths. In otherfacilitie s , althou ghsom e d atawas collected it was never
u s e d to m easu re perform ance against s tand ard s and therefore was not part ofan effort to m easu re
the qu ality ofthe perform ance. It is expected that d u ringthe cou rse ofayear every service is
ass e s s e d withregard to one orm ore ofthe eight qu ality perform ance m easu re s .

W e were u nable to find , in any of the eight institu tions we reviewed , d ocu m entation of su ch
m easu rem ent. O nly after s u ch m easu rem ent has occu rred and when the d ata ind icate s the
perform ance is not ad equ ate can there be an analysis of the reasons for the inad equ ate
perform ance. Then tailored im provem ent s trategie s can be im plem ente d to m itigate the reasons
for the s u bs tand ard perform ance. In none ofthe eight se ts ofm inu te s that we reviewed d id we
find anythingrem otely related to efforts to im prove the qu ality of the program . A d d itionally,
alm os t none ofthe assigned qu ality im provem ent coord inators had any form altrainingin qu ality
im provem ent m e thod ology. Therefore, it is not s u rprisingthat the program s d e signed to im prove
qu ality ofservice were ineffective.

A d d itionally, ou r m ortality reviews id entified as u bs tantially highrate ofoccu rrence ofone or
m ore s eriou s laps e s in care d u ringthe cou rse of thes e d eaths. U nfortu nately, the internally
perform ed m ortality reviews id entified none ofthes e lapse s . Given the inability ofthe exis ting
m ortality review proces s to accu rately id entify lapse s in care whichcan then be the basis for
trainingand im plem entation ofopportu nities forim provem ent, the s ys te m shou ld contract with
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ou tsid e contractors who have no potentialconflicts ofintere s t who can m ore objectively review
thes e d eaths. This is consis tent with an overall qu ality im provem ent program that has not
d eveloped the capacity to id entify problem s and analyze the cau se s and , based on that analysis ,
im plem ent im provem ent s trategies. The overallqu ality im provem ent program s at allinstitu tions
nee d to be red e signed and re s tru ctu red in am anner that effectively im proves the qu ality of
services.

In the U nited State s , based on the d irection from the Joint C om m is sion on A ccred itation of
H ealthcare O rganizations, allhealthcare program s, be they hospitals, clinics, s u rgicenters , e tc.,
are requ ired to be able to s elf-m onitor and bas e d on that s elf-m onitoringd e term ine whether
perform ance is acceptable or not. W hen the perform ance is d e em e d not acceptable, they are
expected to d eterm ine the cau s e s or contribu tingfactors to the u nacceptable perform ance and
then they are requ ired to im plem ent im provem ent s trategie s to ad d re s s the s e cau se s . Finally, the y
are requ ired to reas s e s s the perform ance after the im provem ent s trategie s have been
im plem ente d . W hen hospitals, clinics or su rgicenters d o not have an effective qu ality
im provem ent program they are not accred ite d by the JC A H O and as ares u lt m ay lose the ability
to receive fed erald ollars. The m os t im portant reason why JC A H O has d eveloped this approach
over the last 30 years is to facilitate am ind s e t within healthcare program s that focu se s on
protectingpatients’safety and thereby red u cingavoid able harm to patients . The sam e principle s
m u s t apply to correctional healthcare services and the creation of an effective qu ality
im provem ent program at every site is therefore criticalto provid ingad equ ate care.

Recommendations:
1. A trained Q u ality Im provem ent C oord inatorm u s t be as signed to eachfacility.
2. Trainingform em bers ofthe line s taffshou ld also be provid ed .
3. Each facility’s program shou ld d evelop a calend ar in which every m ajor service is

reviewed at leas t once ayear.
4. W hen reviews are perform ed , they m u s t u tiliz e one or m ore of the eight qu ality

perform ance m easu re s .
5. Eachlocalqu ality im provem ent program shou ld be m easu red on the basis ofthe extent to

whichthe program facilitate s im provingthe qu ality ofservices.
6. The State shou ld contract withone orm ore externalqu ality reviewers for the m ortality

review proces s since the cu rrent proces s was extrem ely ineffective at id entifying
significant lapse s in care and therefore ineffective in helpingim prove the qu ality of
services provid ed .

7. W here the externalreviews id entify one orm ore lapse s in care, the ins titu tion shou ld be
re sponsible ford evelopingacorrective action plan whichis provid ed to aregionalnu rs e
and the M e d icalD irector.

Conclusions

From the eight site visits , the interviews with s taff and inm ate s , the review of institu tional
d ocu m ents , the review of m ed icalrecord s , inclu d ingd eathrecord s and m ortality reviews, we
have conclu d e d that the State of Illinois has been u nable to m ee t m inim al constitu tional
stand ard s withregard s to the ad equ acy ofits healthcare program for the popu lation it s erves .
This conclu sion d oe s not im ply that there are not m any d e d icated profe s sionals workingwithin
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the D epartm ent ofC orrections, as recognized and appreciated by this team . W hen im provem ents
are im plem ente d , they willbe bettersitu ate d to achieve the ou tcom e s they s trive for.
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Overview

O n Janu ary 21-23,and Febru ary 24-25,2014,we visited the Stateville C orrectionalC enterinJoliet,
Illinois. This was the firs t site visit to SC C and this report d e scribe s ou r find ings and
recom m end ations. D u ringthis visit, we:

 M e t withlead ershipofcu s tod y and m ed ical
 Tou red the m ed icalservices area
 Talked withhealthcare s taff
 R eviewed healthrecord s and otherd ocu m ents

 Interviewed inm ate s

W e thank W ard en M ichaelM aganaand his s tafffortheiras sis tance and cooperationincond u cting
the review.

Executive Summary

Stateville is am axim u m -secu rity facility. The cu rrent popu lation forthe entire com plex (N orthern
R eception C enter, M inim u m Secu rity U nit and Stateville proper)is 4078inm ate s , approxim ately
1600ofwhom were hou s e d at Stateville proper, the focu s ofthis report. The m axim u m -secu rity
u nit has a32-bed infirm ary which serves the entire com plex. There are fou r d ialysis chairs at
Stateville whichcan therefore accom m od ate u pto 18d ialysis patients .

There is am ajorproblem withacces s to care at this facility. C linics are frequ ently cancelled d u e to
lockd owns, s taffingiss u e s ,and to ales s erd egree by “no shows,”thu s re s u ltingind elayed orm is s e d
chroniccare clinics, telem ed icine visits and sick call. In the charts that we reviewed , anywhere
from 33% to 75% ofsched u led appointm ents were cancelled forthes e reasons.

The M e d icalD irectoris asu rgeon by trainingand chart reviews s u gges te d that his prim ary care
skills are not u pto d ate . The otherphysician has m ore cu rrent skills, bu t ironically d efers to the
M e d icalD irectorforcase s whichare m ore com plex orhigherrisk. N eitherphysicianhas access to
any electronicm ed icalreferences orre sou rces;this d ecrease s the likelihood that patients willbe
treated accord ingto the m os t cu rrent accepted s tand ard s ofcare. This was ind e e d the case in m any
ofthe charts we reviewed .

A globalproblem withthe chroniccare program is that patients are not sched u led accord ingto their
d egree ofd iseas e control, bu t ratherby the calend arm onth. This is astatewid e policy is s u e which
need s to be corrected . W e also fou nd m any instances in whichpatients’chronicd isease s were not
m anaged as aggres sively as they shou ld have beenwhen theird egree ofcontrolwas poor. In m any
ofthe charts that we reviewed , the problem lists were not u pd ated .

W ithregard to the d iabete s clinic, the tim ingbetween insu lin ad m inistration and the s tart ofthe
m eals can be qu ite variable, and fee d ingtim es change d ay-to-d ay, placingpatients at
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consid erable risk ofhypoglycem ia. P atients requ iringinsu lin are prescribed this therapy no m ore
than twice ad ay. W hile this m ay be s u fficient for m any type 2 d iabetics, physiologicinsu lin
replacem ent (with3-4injections perd ay)is recom m end e d forthe m ajority ofpatients withtype 1
d iabete s .

W e note d ad is tu rbingpattern oftreatm ent interru ptions and d elays in specialty care forpatients
withH IV infection.Telem ed icine clinicvisits were cancelled and pos tponed withsim ilarfrequ ency
as other chroniccare clinics d u e to lockd owns and s ecu rity is s u e s . H owever, com pou nd ingthe
problem for the H IV patients is that the onsite provid ers are alm os t com pletely u ninvolved in
m anagingorm onitoringany aspects ofpatients’H IV d is ease . O ne ofthe consequ ences ofthis lack
ofinvolvem ent is that no one onsite is m onitoringpatients’m ed ication ad herence. Thu s , when
patients ru n ou t ofm ed ication orskipd ose s , it appears that no one notice s u ntilthe patient’s next
ID telem ed icine visit m any m onths later. It is ofcru cialim portance that patients not m is s d os e s or
ru n ou t ofH IV m ed s , as this is highly as sociated withtreatm ent failu re and ad verse ou tcom e s .

A large part ofthe problem is apolicy is s u e . The m os t recent copy ofthe D epartm ent’s C hronic
Illnes s Treatm ent Gu id eline s that we were provid ed d id not evencontainasectiononH IV infection,
or d efine an H IV chroniccare clinic. Sim ilarly, the W exford H IV policy ad d re s s e s e xposu re
concerns for em ployee s , bu t is e s s entially silent on the is s u e ofH IV treatm ent forinm ate s . The
facility has thu s ad opted apractice ofleavingthe entirety ofH IV care to the ID consu ltant, acces s
to whom is qu ite lim ited as alread y d iscu s s e d . This has had the u nfortu nate effect ofe s s entially
d is engagingthe facility provid ers from any aspect ofpatients’H IV care. N one ofthe H IV patients
were enrolled in the chronicd isease clinicin the form alway that otherpatients were enrolled ;the y
were s e enby the ID specialist only (and only when clinics were not cancelled as d iscu s s e d above).
W hile we wou ld not expect the average prim ary care clinician to be facile in treatingH IV d iseas e
its elf, we wou ld expect them to be provid ingprim ary care to this popu lation. This wou ld inclu d e
actively m onitoringthis high-risk popu lation for m ed ication com pliance, sid e effects, and the
prim ary care com plications related to the d isease and its treatm ent, s u chas hyperlipid em ia, d iabete s
and card iovascu lard isease .

P atients ad m itte d to the infirm ary at Stateville were oftennot s e enaccord ingto tim elines d e scribed
by policy, eitherby the clinicians orby the nu rsingstaff. W e were also s u rpris ed to observe several
instances where patients’cond itions were not m anaged as aggres sively as their cond itions
warranted d u ringtheirinfirm ary ad m is sion.

Stateville, given the fact that it is am axim u m -secu rity facility and hou s e s m any old erand sicker
patients , requ ire s the s ervices of aH ealth C are U nit A d m inistrator d e d icated specifically and
exclu sively to Stateville. Inad d ition, the officialstaffingallocationis inad equ ate to m ee t the rather
d em and ingm ed ical need s . The re sponse has be en to allow for the hiringof ad d itional staff;
however, s u chacom plex facility cannot be allowe d to fu nctiononthe basis ofpositions whichcan
be d ele te d ord elayed in term s ofhiringon am om ent’s notice. The Stateville facility requ ires a
d e signated nu m berofnu rsingand prim ary care and m ed icalrecord s positions.

M os t ofthe s ervices at Stateville are frequ ently cancelled , d u e to eitherlock d owns or“no-shows”
orabsence ofhealthcare s taff. This re s u lts in su bs tantiald elays and som e tim e s problem s
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not everbeingad d re s s e d . In ad d ition, the abs ence oflead ershipand e specially clinicallead ership
res u lts inpractitionerperform ance whichis frequ ently ineffective withno chance ofim provem ent
becau se ofthe absence ofreview and fee d back.

The intrasys te m transferproces s d oe s not effectively insu re continu ity ofcare forpatients who enter
with prior d iagnosed problem s. In ad d ition, the u rgent/em ergent re sponse s frequ ently reflect
problem s withthe initialass e s s m ent and re spons e orwithfollow-u ps afterpatients retu rn from
send ou ts. A d d itionally, sched u led offsite s ervices reflect persis tent problem s withthe tim elines s of
acces s to the s e s ervices orproblem s withfollow-u ponce the s ervice is provid ed . A nd finally, the
qu ality im provem ent program , whichshou ld have id entified the program m aticd eficiencie s and
ad d re s s e d them , is non-fu nctional, inclu d ingthe response s to grievances.

D u e to the m axim u m -secu rity levelof inm ate s hou s e d in the facility, it is only nece s sary and
appropriate that exam room s be created incellhou s e s B , E and Fto allow sick callto be cond u cted
in the cellhou s e , thu s red u cingthe m ovem ent ofinm ate s ou t ofthe cellhou s e . In ad d ition, the
m ealtim e s , withbreakfast s tartingat 2:00a.m . and lu nchat 9:00a.m ., cau se realproblem s forthe
d iabetics to m aintain anorm ald iu rnalvariation withregard to eatingand sleeping. Every effort
shou ld be m ad e to m ove u pthe s tart ofthe m orningm eals to 3:30a.m . at the earlie s t.

Findings

Leadership and Staffing

Staffingis d ifficu lt to as s e s s as ares u lt ofStateville and the N orthern R eception C enter(N R C )
beingviewed as one facility withone Sched u le E ofapproved and bu d gete d s taffingpositions. This
m eans there is asharingofs taff, particu larly nu rsingstaff, who are m oved back and forthbetween
the two facilitie s d epend ingon agiven activity or need . For exam ple, when the intake proces s
begins at the N R C , nu rsingstaffat Stateville go to the N R C to as sis t withintake. A s are s u lt, the
work beingperform ed at Stateville s tops and m ay not be re starte d d epend ingon the nu m ber of
inm ate s goingthrou ghintake and the lengthoftim e nu rsingstaffare requ ired to work at the N R C .
A d d itionally, when nu rsingstaff“call-off”work, sched u led s taffhas to be m oved arou nd to fill
those vacancie s. Forexam ple, ifanu rse sched u led to work at the N R C d oe s not report to work, a
nu rse at Stateville, who alread y has an assignm ent, is pu lled offthat assignm ent and s ent to the
N R C . D epend ingon the d ay ofthe week and how m any nu rsingstaffare working, this cou ld re s u lt
in the d u tie s the Stateville nu rse was originally as signed to perform not beingd one. A review of
s taffingsched u le s ,“call-off”and overtim e record s showed ad aily occu rrence ofnu rsingem ployee s
not reportingto work res u ltingin staffingad ju s tm ents shift by shift. The sched u le s reviewe d
ind icated 100% ofthe tim e nu rsingstaffwas rem oved from theirassignm ent at Stateville to filla
vacancy/need at the N R C . A s are s u lt, Stateville is chronically ou t ofcom pliance withes tablishe d
policy forthe tim ely com pletionofsick call, period icphysicalexam inations, chronicillnes s clinics
and tim ely ad m inistration ofm ed ication. C om pou nd ingthis problem is the significant nu m berof
“state”nu rsingposition vacancies. Forexam ple, of20approved C orrectionalN u rs e II positions,
10are u nfilled d u e to three vacancies and s even long-term leave s ofabsence. A lso, of18approved
C orrectionalM e d icalTechnician positions, eight are u nfilled d u e to two vacancies, and again, six
long-term leave s ofabsence. In
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ord erto helpcom bat thes e s taffingproblem s, the contract m ed icalprovid erhas beenau thorized to
s u bm it A d ju s te d StaffingR equ e s ts (A SR s) to hire s taff ou tsid e of the au thorized Sched u le E
bu d gete d positions. C u rrently, the contract m ed icalprovid er has been au thorized throu gh the
approvalofan A SR to hire atotalof40 registered nu rs e s (R N s)and licens e d practicalnu rse s
(LP N s) over and above the bu d gete d Sched u le E positions. A t the tim e of the inspection, a
com bination of27R N s and LP N s had be enhired .

W iththe view that Stateville and the N R C fu nction as one facility, only one FTE H ealthC are U nit
A d m inistrator(H C U A )is approved to m anage the healthcare program s at bothfacilitie s . D u e to
the significantly d ifferent m is sions ofeachfacility and the highlevelofactivity at eachfacility, it
is s trongly recom m end e d that there is afu ll-tim e H ealthC are U nit A d m inistratorassigned to each
facility. C om pou nd ingthis is s u e is the fact that the cu rrent H C U A is chronically absent and takes
extend e d Leaves ofA bs ence. A t the tim e ofthe inspection, the H C U A was not available except for
approxim ately fou rhou rs one m orningat the N R C . The m e e tinghad to occu rat the N R C becau s e
the H C U A was no longerperm itte d by the ward en to enterStateville as ares u lt ofalegbrace the
H C U A was requ ired to wear. A s are s u lt, she is u nable to provid e any ad m inistrative oversight or
m onitoringofthe healthcare program orprovid e any gu id ance to s u pervisory orline s taff. The
m ed icalcontractorD irectorofN u rsingis m anagingthe healthcare program and is qu ite com petent.

O fad d itionalconcern is the lack ofs tronglead ershipat the N R , whichfu rtherreinforce s the nee d
for afu ll-tim e H C U A position d ed icated to the N R C to provid e d irection and oversight of the
program .

The u nd erd evelopm ent ofthe Stateville healthcare program is inpart attribu table to aH ealthC are
A d m inistratorpositionwhichis fu nctionally vacant bu t is fille d by aperson onprolonged m ed ical
leave. The M e d icalD irectorpositionis fille d by asu rgeonwho d oe s not provid e clinicaloversight
forthe program . There is afu nctioningD irectorofN u rsingem ployed by the vend orwho appears
to be workinghard to keepthe program afloat.The lead ershipvacu u m , e specially at s u chacom ple x
facility, is re sponsible forthe s tate ofprogram m aticu nd erd evelopm ent. This vacu u m appears to
have faile d to id entify or d evelop astrategy that ad d re s s e s the overwhelm ingacces s problem s
related to lockd owns, e tc.

O thers taffingis liste d in the followingtable:

Table 1. Health Care Staffing

Position Current FTE Filled Vacant State/Cont.
M e d icalD irector 1.0 1.0 0 C ontract
StaffP hysician 1.0 1.0 0 C ontract
N u rs e P ractitioner 1.0 0 LO A C ontract
H ealthC are U nit A d m . 1.0 LO A LO A State
D irectorofN u rsing 1.0 1.0 0 C ontract
N u rsingSu pervisor 1.0 1.0 0 State
N u rsingSu pervisor 1.0 1.0 0 C ontract
C orrections N u rs e I 0 0 0 State
C orrections N u rs e II 20.0 10.0 3vac. & State
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Position Current FTE Filled Vacant State/Cont.
7LO A

R egistered N u rs e 0 0 0 C ontract
License d P racticalN u rse s 7.0 7.0 0 C ontract
C orrectionalM e d icalTechnician 18.0 10.0 2vac. &

6LO A
State

H ealthInform ation A d m . 1.0 1.0 0 C ontract
H ealthInfo. A s soc. 2.0 2.0 0 C ontract
P hlebotom ist 0.5 0.5 0 C ontract
Rad iology Technician 0 0 0 C ontract
P harm acy Technician 0 0 0 C ontract
P harm acy Technician 1.0 1.0 0 State
StaffA s sis tant 1.0 1.0 0 C ontract
StaffA s sis tant 2.0 0 1vac. &

1, 13yr.
LO A

C ontract

C hiefD entis t 1.0 1.0 0 C ontract
D entis t 2.0 2.0 0 State
D entalH ygienist 1.0 1.0 0 C ontract
D entalA s sis tant 2.0 1.0 1 C ontract
O ptom e try 0.2 0.2 0 C ontract
P hysicalTherapist 0.4 0.4 0 C ontract
P hysicalTherapy A s s t. 0 0 0 C ontract
Total 66.1 43.1 23 (19

state & 4
contract)

Clinic Space and Sanitation

The Stateville health care u nit was clean, well lighted , reasonably well m aintained and
environm entally com fortable. It is alarge u nit consis tingoffou rlarge inm ate hold ing/waitingareas,
an u rgent care/em ergency room , m ed icationpreparationroom , m ed ication s torage, m ed icalsu pply
and s torage, m ed icalrecord s d epartm ent, fou r-chaird entalclinic, a32-bed infirm ary and m u ltiple
office areas.

Inm ate porters perform the janitoriald u tie s .

The u rgent care/em ergency room was appropriately equ ipped . A rand om inspection ofcontrolle d
m ed ication, nee d le s/s yringe s, sharpinstru m ents and tools ind icated allperpetu alinventorie s were
accu rate and beingcou nte d at the appropriate intervals. K e ys to access the previou sly m entione d
item s were appropriately re s tricted to on-d u ty m e d icalstaff. A n au tom aticexternald efibrillator
(A ED )and em ergency response kit are checked eachshift to ass u re operability ofthe A ED and
ad equ ate and appropriate em ergency su pplies. The d entalclinicwas very clean, wellm aintaine d
and organized . The m ed icalrecord s d epartm ent was le s s organiz ed and
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clu ttered . The m ed ication preparation and s torage room s were clean, organized and appropriately
equ ipped withacces s re s tricted to m ed icalpersonnel.

The infirm ary is alarge rectangle, two longhallways and two short hallways,withanu rsingstation
centrally located in the m id d le ofthe rectangle.

B lood -borne pathogen precau tions were beingu se d in allareas as evid enced by the u s e ofsharps
containers, personalprotective equ ipm ent available for u s e as ind icated , the u s e of alicense d
m ed icalwaste d isposalcom pany, the ID O C blood -borne pathogen m anu albeingim m e d iately
available to s taffand s tafftrainingon the s u bject m atter.

Intrasystem Transfer

In this areawe look at how wellthe facility proces s e s newly enteringinm ate s in ord erto insu re
continu ity ofcare. W e reviewed 13record s ofwhichsevenhad significant problem s.

Patient #1
This is a45-year-old m ale withhepatitis C who arrived at Stateville on 1/2/14. This patient had
com plete d treatm ent forhepatitis C and ye t the transfers u m m ary lacks ad e scription ofthis prior
treatm ent.

Patient #2
This is a45-year-old withhearinglos s who arrived on1/28/14. A gain, the transfers u m m ary lacks
any d ocu m entation ofthe significant hearinglos s .

Patient #3
This is a38-year-old who arrived on 1/24/14. This patient, on arrival, had an elevated s ys tolic
pres s u re bu t was neverreferred eitherform onitoringorclinicianvisit.

Patient #4
This is a26-year-old withm entalhealthiss u e s and polys u bs tance abu se who arrived on1/2/14. In
this record , the R N wrote on the transferform , “vitalsigns not ind icated .”V italsigns shou ld be
expected withou t exception onallintrasys te m transfers.

Patient #5
This patient arrived on1/9/14, bu t the form s are blank.

Patient #6
This is a29-year-old who arrived on1/15/14withahistory ofasthm aand psychiatricproblem s. H e
was liste d as his asthm abeingin good controlwithou t m e d s bu t there was no chroniccare referral
and no evalu ation by aphysician to d eterm ine whe therthe asthm ashou ld be d e scribed as re solve d
and therefore not inneed ofany follow u p.

Patient #7
This is a53-year-old m ale withhypertension and cataracts who arrived on 1/2/14. H owever, there
is no transfers u m m ary available in his record .
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Nursing Sick Call

Stateville u s e s asick callrequ e s t s ys te m fornu rsingsick call. Inm ate s wantingto access sick call
com plete asick callrequ e s t form that is available in the cellhou s e s . O nce com plete d , the inm ate
d eposits the form d irectly into alocked m ed icald rop-box whichis located in eachcellhou s e . Each
m orningon the 7:00a.m . to 3:00p.m . shift, acorrectionalm ed icaltechnician(C M T)who cou ld be
alicens e d practicalnu rse (LP N )oranon-license d s taffm em ber, collects and reviews eachslipto
d e term ine whichinm ate s nee d to be evalu ated im m ed iately vers u s those who canbe sched u led over
the next 72hou rs. The C M T d ocu m ents in asick calllogbook eachinm ate’s nam e, nu m ber, d ate
ofrequ e s t, d ate reviewed , d ate sched u led and the d ate to be evalu ated . Inm ate s d eterm ined to nee d
u rgent care are referred to eitheraregistered nu rs e (R N )orphysicianand evalu ated the sam e d ay.
Inm ate s d e term ined to not have an im m ed iate nee d are sched u led to be evalu ated within72hou rs.
R egistered nu rs e s (R N s) cond u ct sick call. Sick call in F-hou s e , which is ad m inistrative and
d isciplinary segregation, is cond u cted three tim e s aweek, and sick callin cellhou s e s B , C , D , E
and X are cond u cted two tim e s aweek. Sick callis cond u cted in eachcellhou s e . A room has been
d e signated on the bottom floorofeachcellhou s e forsick call;however, the room s in cellhou s e s
B , E and Fd o not have an exam ination table. Secu rity s taffe scorts eachinm ate to the sick call
room . The R N evalu ate s the inm ate and either treats the ind ivid u alfrom aphysician approved
treatm ent protocolor refers the ind ivid u al to the physician. D epartm ent of C orrections policy
requ ires requ e s t s lips are reviewed within 24hou rs ofreceipt, and those ind ivid u als d e term ined to
have rou tine requ e s ts are sched u led and evalu ated within 72hou rs ofrequ e s t slipreview. P erthe
D irectorofN u rsing(D O N ), ind ivid u als withrou tine healthcare requ e s ts are evalu ated within five
d ays ratherthan the requ ired three d ays.
It was reporte d that nu rsingsick callis frequ ently interru pte d orterm inated becau s e s ecu rity s taff
willm ake the d ecision to no longere scort inm ate s from the galleries d own to the nu rse sick call
room on the firs t floor.

T en nu rs e sick callrecord s were reviewed as follows.

Patient #1
This patient is a55-year-old . H e s u bm itte d arequ e s t s lipd ated 11/15/2013com plainingofsevere
abd om inalpain withblood in s tool;it was note d as receive d on 11/23. The requ e s t was reviewe d
by aC M T and sched u led for11/25. H e was evalu ated by aR N 11/29. The SO A P note s tate d ,
“P atient com plaine d ofs tabbingpain inabd om enand blood in s toolforpast six m onths.”The R N
note d no rebou nd ortend erne s s and bowelsou nd s inallfou rqu ad rants . The d ocu m ente d planwas
to avoid fatty food s and he was referred to the physician on 12/18. H e was evalu ated in
card iac/hypertension clinicon 12/10, bu t abd om inalpain and blood in s toolwere not ad d re s s e d .
H e was not evalu ated by physicianon12/18d u e to no provid erand was re sched u led for1/9/2014.
H e was not evalu ated by physicianon1/9d u e to no provid erand there were no fu rthernote s .

This patient had the sam e com plaints in A u gu s t 2013, and after s u bm ittingfive requ e s ts , he was
evalu ated by the physician’s assis tant on 8/5/2013. There is ad ocu m ente d exam notingblood on
exam glove afterrectalexam and palpable internalhem orrhoid s. The as s e s s m ent was constipation,
analfis s u re and hem orrhoid s.FiberLax and A nnu s ol-H C s u ppositories were ord ered .The patient’s
m ed icalrecord reflects that he was not evalu ated in sick callas sched u le d on8/19,8/21,8/28,8/30,
9/9, 9/13and 9/26/13d u e to lockd own.

Patient #2
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This is a58-year-old patient with d iabete s and hypertension. H e was evalu ated on 12/23/13 in
u rgent care forcom plaints ofs toppingbreathingwhen asleep, whichwake s him withshortne s s of
breath. V italsigns were collected and record ed ;blood pres s u re was elevated at 148/98. There was
no d ocu m ente d as s e s s m ent orplan and he was ins tru cted to retu rn as ne e d e d . O n 1/18/14at 2:45
a.m ., he reporte d to u rgent care withcom plaints ofches t pain. V italsigns were collected and
d ocu m ente d and allwere W N L. The physician was notified and an EK G ord ered . The EK G was
perform ed and reporte d to the physician, who ord ered pain m ed ication and N itro 0.4m g. SL and
report back to physician in30m inu te s . The physicianwas contacted after30m inu te s and told that
the patient reporte d he no longerhad any pain. The patient retu rned to the cellhou s e . A t acard iac
clinicappointm ent on 1/21, the patient reporte d he no longer was havingche s t pain, bu t he
frequ ently wake s u pnot breathing. This was not ad d re s s e d incard iacclinic.

Patient #3
This patient is a49-year-old . H e s u bm itte d arequ e s t s lipwhichwas note d as receive d and triaged
on 11/21/13by aR N . H e was evalu ate d by an R N on 11/25foracom plaint ofsharppain in his
right ribcage areasince playinghand ballawe ek previou sly. V italsigns were note d and allW N L.
The patient rated his pain as 7ou t of10. N o exam ination was note d . A cetam inophen two tabs
TID forseven d ays were given and he was told to re tu rnas ne e d e d . There were no fu rthernote s .

Patient #4
This patient is a37-year-old . There is no d ocu m entationas to the d ate the requ e s t was received and
triaged . H e was sched u led to be evalu ated 12/20/13forcom plaint ofs tom achpain. H e was note d
as ano-show and re sched u led for 12/27. H e was evalu ated on 12/27withacom plaint ofRLQ
interm ittent pain, no N /V ord iarrheaand vitalsigns W N L. A n abd om inalexam ination note d with
bowelsou nd s x 4and R LQ protru sionwhenpatient cou ghs. The ass e s s m ent was herniaand he was
referred to the physician. H e was sched u led for1/8/14, bu t not evalu ated d u e to no provid er. H e
was re sched u led for1/21, bu t note d as ano-show. H e was re sched u led for2/4, bu t there were no
fu rthernote s .

Patient #5
This patient is a37-year-old . There was arequ e s t note d as received and triaged 11/17/13by aR N .
H e was sched u led forsick call11/20forcom plaint ofU R I. H e was s e en 11/20, bu t s tate d he no
longerhad any com plaints and he was ins tru cted to retu rnas nee d e d .

Patient #6
This patient is a47-year-old . There was arequ e s t note d as received and triaged 11/22/13by aR N .
There was arequ e s t to have acolonoscopy and it was sched u le d for11/30. H e was not s e en11/30
d u e to no provid erand was re sched u led for12/7. H e was not s e en on 12/7d u e to no provid erand
re sched u led for12/11. A gain, he was not s e en12/11d u e to “tim e constraints ,”and re sched u le d for
12/14. H e was evalu ated by aR N on 12/14 and referred to physician on 12/23 to d iscu s s the
proced u re. H e was not s e en12/23d u e to no provid erand there were no fu rthernote s .

Patient #7

This patient is a51-year-old . A requ e s t was note d as received and triaged 1/15/14by aR N . H e
com plained ofabd om inalpainand was sched u led for1/18. H e was previou sly evalu ated on1/2for
acom pliant of constipation;C olace and Fiber Lax were ord ered . O n 1/10, he com plained of
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abd om inalpainand was evalu ated by aphysicianin u rgent care. A nabd om inalexam was note d as
W N L. H . pyloritreatm ent was s tarte d and follow-u psched u led for1/20. H e was not s e en on 1/20
d u e to no provid erand was re sched u led for1/22. H e was s e enby anLP N and re sched u led withthe
physician for2/19. There were no fu rthernote s .

Patient #8
This patient is a32-year-old . H e s u bm itte d arequ e s t s lipcom plainingofte s ticu larpain;there was
no d ate on the slipand no d ate as to when the slipwas received and triaged . H e was sched u le d for
sick callfor1/22/14. H e was s e en by an R N and there was no d ocu m ente d e xam ination. H e was
referred to aphysician. H e was evalu ated by aphysician on 1/23and s tarte d on antibiotics. H e
was sched u le d forfollow-u pon2/19.

Patient #9
This patient is a32-year-old . H e s u bm itte d arequ e s t slipcom plainingofweaknes s and weight los s;
the requ e s t was d ate d as received and triaged 12/24/13. H e was sched u led forsick callon 12/26.
H e was evalu ated by an R N and sched u led forachroniccare clinic. There was no d ocu m ente d
exam ination, ass e s s m ent orplanand no d ocu m entationad d re s singweakne s s and weight los s .

Patient #10
This patient is a37-year-old . H e s u bm itte d arequ e s t com plainingofad islocated thu m b;the requ e s t
was d ate d as received and triaged on 12/28/13. H e was sched u led forsick call1/3/14. O n 1/3, the
patient was e scorte d to the healthcare u nit and evalu ated by anR N . A preprinted sick callprotocol
form was com plete d bu t not d ate ortim e s tam ped .The patient was referred d irectly to the physician.
The physician ord ered “s tat”labwork d u e to pos sible altered m entals tatu s , and x-ray ofthe left
thu m b. There was no d ocu m entation in the record ofan x-ray beingperform ed orany re s u lts . The
note from the physician, whichhad no d ate ortim e, state d that the patient was inform ed he had a
strained thu m bwhichhad healed . There was no fu rtherd ocu m entation.

Provider Sick Call

W e reviewed nine record s ofpatients s e en in P A sick calland six ofthe record s contained som e
problem s.

Patient #1
This is a31-year-old m ale who on 11/18/13was referred for pain at the base ofhis neck. The
ass e s s m ent was appropriate bu t there is no u s e ofapain scale in ord erto qu antify the s everity of
the pain. N eck film s were ord ered alongwith sym ptom atictreatm ent. The neck x-rays were
negative and he was to be followed u pin three weeks , bu t no visit occu rred u ntilm ore than two
m onths later, at whichtim e new treatm ent ord ers were is s u e d .

Patient #2



This is a35-year-old withhypertensionand obesity s e en on11/18/13forbu m ps on the back ofhis
head and also forrenewalofblood pres s u re m ed icine s. H e was ass e s s e d as havingfollicu litis and
the m ed s were reord ered bu t not u ntilnine d ays later.

Patient #3
This is a35-year-old who was se en on 11/18/13forback pain. H e had been se en fou rd ays earlier
by the M e d icalD irectorbu t back pain was not ad d re s s e d . O n 11/18the C M T wrote , “N o nee d to
be s e enbecau s e the patient had been se enby the physicianfou rd ays earlierforthe sam e problem .”
This was inaccu rate. O n1/2/14, he was sched u led to s e e the physicianbu t the record ind icate s “N o
provid erpres ent.”A gain, on2/1the visit was cancelled d u e to inad equ ate staffingforR N sick call.
This patient has not been se en since thes e u nre solved com plaints .

Patient #4
This is a49-year-old withahistory ofafu ngalinfectionofhis toenails as wellas proptosis. H e was
to be s e en on 11/19/13forfollow u poflaboratory te s ts bu t was not s e en u ntil12/16. Treatm ent
was ord ered in the progres s note bu t we were u nable to find the prescription. There was also a
requ e s t forfollow u pinone m onthbu t this also nevertook place.

Patient #5
This is a57-year-old with asthm aand hyperlipid em ia seen 11/21/13 for increased u rination.
Laboratory te s ts were ord ered bu t neverperform ed and therefore there was no follow u p.

Patient #6
This is a55-year-old who was se en on 11/21/13forprostate problem s. The patient has been on
Flom ax and he was to record the frequ ency ofhis s ym ptom s and to retu rn in 7-10d ays. H e was
nevers e en in follow u pbu t was s e en 12/13in his sched u led hypertension clinic, bu t the u rinary
problem s were neverad d re s s e d .

Chronic Disease Management

There are two d e d icated chronicd isease nu rs e s;one forthe “highrisk”clinics (H IV , hepatitis C ,
generalm ed icine)and one forthe m ore rou tine d is ease s (hypertension, d iabete s , as thm a, seizu re).
Likewise, the d octors’chroniccare re sponsibilitie s are d ivid ed alongthe sam e line s . P atients are
s e en every fou rm onths regard le s s ofd egree ofcontrol, thou ghD r. D willoften requ e s t follow-u p
visits inthe interim . U nfortu nately, the s e interim visits are frequ ently thrownoffby lockd owns and
ins tances of“no provid er.”Labs are reliably d rawn tim ely before the chroniccare appointm ents
and allchronicd iseas e s are ad d re s s e d at eachchroniccare clinicvisit, thou ghthis often requ ire s
the provid erto fillou t m u ltiple form s forasingle visit. P roblem lists were frequ ently not u pto d ate
and we note d m u ltiple ins tances ofpatients ru nningou t oftheirm ed ications.

Cardiac/Hypertension

Patient #1
This is a54-year-old withd iabete s , hyperlipid em iaand coronary artery d isease . H is problem list
was last u pd ated in 1999and d oe s not list coronary artery d is ease . The patient had an M I in 2007
withstent placem ent, thenanothers tent in2008. H e was s e en in hypertensionclinicon5/24/13
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com plainingofche s t pain, s tating, “It feels like m y heart pain.”The physician note d the patient’s
history ofcoronary artery d isease bu t d id not get an EC G. Ins tead , the planwas to referto M e d ical
D irectorclinicforfu rtherevalu ation ofthe ches t pain and s u blingu alnitroglycerin was ord ered as
nee d e d . She also note d that the patient’s hyperlipid em iawas u nd erpoorcontrolbu t m ad e no change
to his m ed ications.

She d id referthe patient foringrown toenailrem ovaland saw him back forthis on two d ifferent
occasions.

The next note is d ate d 6/20,when the patient saw the M e d icalD irectorford yspneaon exertionand
exertionalches t pain“as in2007and 2008whenhe had card iacstenting.”H e ord ered aches t x-ray
and EC G “this week”and referred the patient to card iology. This was approved on 6/24, bu t not
sched u led u ntil12/10, nearly six m onths later.1The x-ray was sched u led for6/26, bu t not d one d u e
to lockd own. It was re sched u led for6/28, bu t againcancelled d u e to lockd own. It was finally d one
on7/10, three weeks afterit was ord ered .

H is next chroniccare visit was not u ntil9/27, at whichtim e he d enied ches t pain orshortne s s of
breathbu t was havingpalpitations. H is LD L was s tillabove goalat 129, so the physician stopped
his sim vastatin 20 m gand starte d pravastatin 40m g(ahigher d os e ofales s potent d ru gwhich
es s entially am ou nts to no change). She also ord ered naproxen 500m gtwice ad ay rou tinely forsix
m onths, which is relatively contraind icated in patients with coronary artery d isease . She note d
“follow u pwithcard iology as sched u led ,”im plyingeitherthat the six-m onthd elay was acceptable
to herorshe was not aware ofthe sched u led appointm ent d ate . There are no fu rtherchroniccare
note s , thou ghhe was se enafew tim e s foreye com plaints and shou ld erpain.

H e then pres u m ably went to his card iology appointm ent on 12/10and end e d u pbeingad m itte d to
the hospital, as the next note s in the chart s tate that he was retu rningto the ins titu tion having
u nd ergone triple bypass s u rgery. H e was ad m itte d to the infirm ary. There were no hospitalnote s or
note s from the card iology appointm ent.

Opinion:This patient pres ente d withches t pain that se e m e d clearly anginalin natu re;he even
d e scribed it as id enticalto his known card iacches t pain. The firs t d octord id nothingto work this
u pasid e from refer the patient to hercolleagu e, who is no m ore ad ept than she is. The M e d ical
D irectoralso took avery casu alapproachto the problem , evid ently toleratingasix-m onthd elay in
specialty care forthis potentially life-threateningproblem .

Patient #2
This is a55-year-old m anwithhypertension, d iabe te s , hyperlipid em ia, coronary artery d is ease and
H IV , bu t his problem list m entions only d iabete s and hypertension.

1 We spoke to the scheduler about this excessive delay, who explained that UIC only allows a limited number of appointment

slots for all prison referrals. She submits the list of patients who are approved for consultation to UIC and is later informed of

the appointment information. She stated that if the provider wants the patients to be seen sooner, they can request that she

arrange for the patient to see a local provider. However, there is no system in place to inform the providers of when the UIC

appointment is going to occur.
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A t the 4/13/13chroniccare clinichis blood pres s u re was 140/103, bu t the patient had not had his
m ed s that m orning;there was no fu rtherexplorationofthis is s u e . The d octorord ered blood pres s u re
checks and encou raged com pliance. She ord ered afollow-u pvisit in two weeks. H e was sched u le d
on5/4and 5/8, bu t not s e en d u e to lockd owns.

O n 5/17, he was s e en in chroniccare clinic, at whichtim e his blood pres s u re was 130/92 and
lisinoprilwas ad d e d . H is blood pres s u re rem aine d elevated after that:139/98, 130/94, 138/97,
142/84, 146/110, bu t he was not s e en again by aprovid er u ntilhis next chroniccare clinicfive
m onths later, on10/15. A t this visit, his blood pres s u re was 140/90and again he had not takenhis
m ed s that d ay. The d octorord ered blood pres s u re checks weekly forsix m onths bu t d id not change
his m ed ication.

O n 1/9/14, he was s e en forarespiratory illne s s and his blood pres s u re was 130/94, whichwas not
ad d re s s e d .

H e was sched u led forchroniccare clinicon1/17/14, bu t not s e en d u e to “no show.”

O n 1/21and 1/30, he was s e en by the M e d icalD irectorforongoingrespiratory s ym ptom s and his
blood pres s u re at bothvisits was elevated (128/91and 145/101)bu t not ad d re s s e d .

O n 1/30, the d octorreviewed his labs and requ e s te d afollow-u pvisit. H e was sched u led for2/1,
bu t he was not s e en d u e to “m inim alm ovem ent per shift com m and er.” H e was re sched u led for
2/22, bu t not s e en d u e to “no provid er.”

Opinion:This patient has not been se en tim ely forhis inad equ ately controlled hypertension, nor
has this problem been ad d re s s e d withany vigor. There shou ld be no s u chthingas a“no show”in
am axim u m -secu rity prison.

Diabetes

B reakfast is s erved d u ringwhat m os t people wou ld consid erthe m id d le ofthe night, 1:30a.m . to
3:30a.m . D iabetics get asnack bagat breakfast. A nu rs e is s ent to the u nit and waits u ntilthe
food is there before ad m inisteringthe ins u lin. Lu nchis between 8:45a.m . and 12:40p.m . and is
s erved inthe d ininghall.D innerm ay be s erve d any tim e betwe en4:30p.m .and 7:30p.m . P atients
on ins u lin get anothersnack bagat 3:00p.m . Ins u lin line s are ru n at the healthcare u nit priorto
d inner;patients re tu rn to theircells u ntiltheirtieris calle d . The wait tim e s between the ins u lin
ad m inis tration and the beginningofthe m ealtherefore can be qu ite variable. W e were told that
the fe e d ingord erchange s d aily d u e to s ecu rity concerns. There are two insu lin ad m inis tration
tim e s ad ay;none ofthe d iabetics were ord ere d insu lin m ore frequ ently than twice ad ay.

W e fou nd problem s in the followingcase s:

Patient #3
This is a54-year-old withd iabete s , hyperlipid em iaand coronary artery d is ease . H e was s e en in
chroniccare clinicon5/24/13withd iabete s controlthat had been d e terioratingoverthe past
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year. H is A 1chad grad u ally risen from 9.2% in A u gu s t 2011to the m os t recent valu e of12.3% on
5/17/13, ye t the provid erm ad e no changes to his insu lin d ose .

H is next chroniccare visit was on 9/27, at whichtim e his A 1cwas 9.8%. H is basalins u lin d ose
was increased from 70to 74u nits at bed tim e and slid ingscale insu lin was ad d e d . Follow u pwas
ord ered for11/7withanotherA 1cprior;however, he was not s e en that d ay d u e to lockd own. H e
was re sched u led for11/9, bu t not s e en that d ay “d u e to no provid er.” O n 11/19, there is another
note ind icatingthat he was not s e en “d u e to no provid er.”W hen he was finally se en on 11/26, it
was to ad d re s s an eye com plaint, not his d iabete s .

Opinion:This patient has not beense entim ely forhis d iabete s and his d isease has not beenm anaged
as aggres sively as his poorcontrolwarrants .

Patient #4
This is a61-year-old d iabeticwith hypertension, hyperlipid em ia, hypothyroid ism and colon
cancer. H is proble m list was last u pd ated on 11/22/12 and d oe s not list hyperlipid em ia or
hypothyroid is m . H is d iabete s controlhas beenim provingoverthe past yearand is now u nd ergood
control. H is chroniccare clinics have not always occu rred tim ely overthe past year, thou ghhe has
been s e en forhis chronicd is eas e s fou rtim e s since Febru ary 2013and is u nd ergood controlnow.

H is cancercare follow u phas not been tim ely accord ingto his m os t recent oncology report, which
d escribes the patient being“los t to follow u p”on two occasions, whichres u lte d in d elays in work
u pand treatm ent.

Opinion:This patient has not been se en tim ely forhis cancercare, whichhas negatively im pacted
the tim eline s s ofhis treatm ent. H is problem list ne e d s to be u pd ated .

Patient #5
This is a58-year-old m an withd iabete s , hypertension and asthm a. H is d iabete s has been poorly
controlled over the past year. A t the 1/18/13 visit, his A 1cwas 10.7% and his m e tform in was
increased . H e was sched u led to be s e enby the M e d icalD irectoron1/29, 2/6,and 3/21, bu t was not
s e en on any ofthe s e d ate s d u e to “no provid er.”O n 5/7, he was sched u led to be s e en bu t was not
d u e to alock d own. H e was next s e en on 5/30in chroniccare clinic, at whichtim e his A 1chad
im proved to 8.4%, bu t his m e tform in was d iscontinu ed d u e to renalinsu fficiency. There was no
plan to m onitorthe effect ofthis intervention asid e from followingu prou tinely in chroniccare
clinicin fou rm onths.

O n 7/24, his A 1cwas m eas u red at 11.1%. This was reviewe d by the d octoron 8/1, who ord ere d
afollow-u pappointm ent for8/8, bu t patient was not s e en d u e to lockd own. H e was s e en on8/14,
at which tim e the d octor acknowle d ge d his poor d iabete s control bu t d id not ad ju s t his
m e d ications.

O n10/2, he was s e eninchroniccare clinicand ins u linwas ad d e d . B lood work was ord ered infou r
weeks and follow u pin 5-6weeks. H e was s e en on 11/6, bu t the d octorind icated that she d id not
have the labres u lts (thou ghthey had be en re s u lte d on10/31)and so re sched u led him for
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11/21. She note d his elevated A 1cfrom the m onth prior bu t m ad e no change s, given that his
fingers ticks were im proved .

H e was next s e en on 1/15/14in chroniccare clinic. There were no new labs since O ctoberand no
changes were m ad e to his regim en.

Opinion:This patient had m u ltiple interru ptions in care d u e to cu stod y and s taffingiss u e s . H is
d iabete s d oe s not appearto have been m anaged as aggres sively as his poord isease controlwou ld
m erit. B lood work has not beenwellcoord inated withclinicvisits .

HIV Infection/AIDS

There were 15H IV infected patients at the tim e ofou rvisit, allofwhom were m anaged entirely by
the ID consu ltant viatelem ed icine;the onsite clinicians were com pletely u ninvolved in the care
and m onitoringofpatients’H IV d isease . This inclu d e s even the prim ary care aspects ofthe d isease ,
s u chas m onitoringform ed ication sid e effects, com pliance and com plications re s u ltingfrom the
d is ease and its treatm ent, s u chas hyperlipid em iaand card iovascu lard isease , whichare inherently
prim ary care is s u e s . W e think it is am istake not to enrollthe s e patients in the chronicd is eas e
program in the id enticalway that otherpatients are enrolled ,becau se the end re s u lt is that this high-
risk popu lationis beingm onitored le s s d iligently thanotherpatients withchronicillnes s e s , d e spite
theirbeingm ore vu lnerable in m any case s .

There was ad istu rbingpattern oftreatm ent interru ption and d elays in specialty care in the charts
that we reviewed . The d ocu m entation in thes e charts was in alangu age ofblam ingthe patient for
ru nningou t ofm e d icationinnearly allcase s . C onsid eringthere are only ahand fu lofH IV patients
at this facility, there is no reason that they cannot be m onitored clos ely enou ghto ens u re that
treatm ent interru ptions d o not occu r.The m ajority ofthe recent ord ershee ts had beenthinne d from
the healthrecord s , rend eringit d ifficu lt orim pos sible to d e term ine ifm e d ications were renewe d
tim e ly orthe specialist’s recom m end ations were followed prom ptly aftertele m ed icine encou nters .

W e reviewed six rand om record s (40%) of patients with H IV infection. O f the 27 clinic
appointm ents forwhichthese patients were sched u led , only 10were com plete d , foracancellation
rate of63%. These case s are d e scribed below.

Patient #6
This is a38-year-old m an who was d iagnosed withH IV /A ID S on 7/31/13, at whichtim e his C D 4
cou nt was extrem ely low at 3. The P A saw him on 8/6, ord ered appropriate labs and referred him
to ID telem ed icine. H e was sched u led for8/23,bu t not s e en d u e to lockd own. H e was sched u led to
s e e the M e d icalD irectoron8/22,bu t was not s e en d u e to alockd own. H e was re sched u led for9/11,
bu t againnot s e en d u e to lockd own.

O n 9/13, he was s e en by ID telem ed icine, who recom m end e d he s tart on B actrim , A zithrom ycin
and A triplau rgently. The ord erform s had been thinned from the healthrecord so it was not pos sible
to d eterm ine ifthe recom m end ations were followe d tim ely. The ID d octorwanted to s e e the patient
back in six we eks, bu t the next telem ed icine d id not occu ru ntilJanu ary.
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H e was finally se en by the M e d icalD irectoron 10/3. P re s u m ably, he had recently s tarte d on H IV
therapy, bu t there was no d iscu s sion regard ingsid e effects, com pliance, etc. There was m inim al
physicalexam – only acom m ent onhis skinrash.

O n10/17, the P A wrote anote s tatingthat she was inform ed by the patient’s friend that the patient
was ou t ofhis m ed ication. H e was not s e en again u ntil1/3/14, when an R N qu ote d him as saying
“Som e tim e s I d on’t always get m y m ed ication.”There are no othernote s in the chart, any chronic
care form s orbaseline intake forchroniccare clinic.

O n 1/7, he was s e en in follow u p by ID telem e d icine, who note d that the patient ru ns ou t of
m ed icationforabou t aweek eachm onth. The cons u ltant d id not have access to the m os t recent labs
whichhad been d rawnon1/3, bu t were not re s u lte d u ntil1/9.

Opinion:This patient has had significant d elays in acces singcare withregard to specialty follow
u pand seriou s m e d ication interru ptions. It is ofcru cialim portance that patients not m is s d os e s or
ru n ou t of H IV m ed s , as this is highly associated withtreatm ent failu re and ad vers e ou tcom e s .
P atients who are newly s tarte d on therapy ne ed to be s e en within afew weeks to evalu ate for
m ed ication sid e effects and com pliance with therapy. P atients who are newly d iagnosed nee d
particu larly clos e m onitoringand s u pport.

Patient #7
This is a54-year-old m an withH IV infection since 2004who arrived at Stateville on 3/13/13. H e
was s e en in ID telem ed icine on 4/8, at whichtim e no new labs were available. H e was following
u pforan increas ed viralload from the priorvisit, thou ght to be d u e to m is s e d d os e s , so new labs
were e s s ential to this visit. The ID d octor therefore requ e ste d that the s e be d one and faxe d
im m ed iately and the patient be s e enagainin three m onths. Ins tead ,he was sched u led for8/23(fou r
m onths later), bu t not s e en d u e to lockd own. H e was re sched u led for9/13, bu t m arked “no show
forH IV telem ed d u e to s ecu rity.”A nu rs e’s note state s he was s e enon9/16,bu t there was no report
in the chart. The next clinicwas sched u led forN ovem berbu t took place on12/18.

There were no onsite provid ernote s in the chart at all.

Opinion: This patient has not been se en tim ely in ID clinicand there have been d isru ptions in his
m ed ication continu ity. Labs have not been coord inated withthe ID telem ed icine visits and he has
received e s s entially no prim ary care since his arrivalnearly ayearago.

Patient #8
This is a50-year-old m anwithH IV , end s tage renald isease on d ialysis, hepatitis C , hypertension,
hyperlipid em ia,SC trait and latent T B infectionwho was d iagnosed withH IV in1997. H e has been
se en tim ely fortwo ofthe last three ID clinics, the m os t recent beinginD ecem ber2013. The late s t
clinicwas d elayed d u e to cu s tod y reasons. H is viralload has been s u ppre s s e d forat least the past
yearand he has beencom pliant withm ed ications.

Patient #9
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This is a55-year-old m an withad vanced H IV , firs t d iagnosed in 1994, who is on “d eepsalvage”
therapy. H e also has d iabete s , hypertension, coronary artery d is ease and hyperlipid em ia, bu t his
problem list m entions only d iabete s and hypertension.

A t the 8/5/13ID telem ed icine visit, the patient reporte d that he had only be en gettinghalfatablet
ofhis Intelence;it shou ld have been 200m gtwice ad ay bu t on the M A R it shows that forseveral
m onths it was ord ered as 100m gtwice ad ay. The ord ershee ts had been thinned from the record .
A t the follow-u pvisit in D ecem ber, (one m onthoverd u e), this is s u e was not ad d re s s e d . The m ore
recent M A R s reflect the appropriate d os e .

Opinion:C onsid eringthat the patient’s treatm ent options are very lim ited at this point, the
m agnitu d e ofthis errorwas particu larly great.

Patient #10
This is a51-year-old m an withend s tage renald is ease on d ialysis and H IV infection who arrived
at Stateville on10/9/13, bu t has ye t to be s e en by afacility provid ersince his arrival. H e was s e en
by ID telem ed icine on12/18and the provid errequ e s te d labs, bu t it d oe s not appearthat thes e were
ord ered . In fact, there were no labs in the chart since the patient arrived at Stateville.

Opinion:This patient has not had blood work d one tim ely and has not been se en by aprovid erat
the facility since his arrival.

Patient #11
This is a47-year-old H IV patient who has only beense enonce inthe past yearby afacility provid er.
This was in Ju ne of2013when he was s e en by the P A at the patient’s requ e s t becau se he m is s e d
his labappointm ent and his hem orrhoid s were botheringhim . H IV labs were ord ered that visit bu t
the patient was neverse enby afacility provid eragain.

H e was s e en in ID telem ed icine clinicin A pril2013at whichtim e athree m onthfollow u pwas
requ e s te d . Ins tead , he was sched u led fou r m onths later on 8/6, bu t was a“no show.” H e was
re sched u led for8/23, bu t was not s e en d u e to lockd own. O n 9/13, he was a“no show for H IV
telem ed clinicd u e to s ecu rity.” H e was s e en on 9/16peranu rse note, bu t there was no consu lt
report in the chart. H is m os t recent ID note was on12/18.

Opinion:This patient has not beenreceivingad equ ate prim ary care. H is H IV care has also not been
tim ely.

Pulmonary

W e perform ed ad e tailed chart review offive rand om record s ofpatients enrolle d in the pu lm onary
chroniccare clinic. In every case, m u ltiple chronicclinicvisits were cancelled d u e to lockd owns or
the abs ence ofthe provid er. O n average, 38% ofsched u led appointm ents were cancelled d u e to
lockd owns or “no provid er.” If no-shows are also consid ered , the proportion of m is s e d
appointm ents exceed s halfofallsched u led appointm ents (53%)forthis sam ple.

Patient #12
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This is a33-year-old m an withpoorly controlled as thm a. A ttem pts at provid ingchronicd isease
care overthe past yearhave beenas follows:

 2/12/13− C ancelled d u e to no provid er
 2/13− N o show
 2/16− Lockdown
 3/6− N o provid er
 3/23− N o show
 5/11–N o show
 6/4– P atient was s e en. A t this point, he was u singhis re scu e inhalerd aily d u e to allergie s.

H is peak flow was 540 and he was d e em e d to be u nd er “fair” control. Loratad ine and
N asonex were ad d e d .

 11/8– N o show
 11/14– N o provid er
 12/3–Seen. H e was u singhis re scu e inhalerm u ltiple tim e s d aily. P eak flow read ings were

som ewhat low at 520/500/490. W he ezingwas heard on exam and his s teroid inhalerwas
increased .

 2/6/14–Left withou t beingseen
 2/11 – Still u singhis re scu e inhaler d aily. P eak flow abit low at 520/500/480. M e d s

renewed . Longd iscu s sion regard ingm ed ication u sage.

There were no u nsched u led visits forre spiratory s ym ptom s.

Opinion:This patient’s asthm ais poorly controlled given his d aily u s e of the re scu e inhaler.
Therefore, he shou ld have been se en m ore frequ ently form onitoringand m ed ication ad ju s tm ent.
The m ajority ofhis sched u led chroniccare visits d id not take place forvariou s reasons inclu d ing
“no show,”whichshou ld be u nheard ofinam axim u m -secu rity prison.

Patient #13
This is a45-year-old m an withpoorly controlled as thm a. H e was sched u led to be s e en 12tim e s
overthe past year, bu t only fou rofthes e appointm ents were com plete d . O n fou roccasions, he was
not s e en d u e to “no provid er,”inclu d ingone occasion where this was personally written by the
d octor. O n three occasions he was m arked “no show” and one visit was cancelled d u e to a
lockd own.

O n three ofthe fou roccasions that he was s e en, he was u singhis re scu e inhalerm u ltiple tim e s a
d ay and requ ired intensification ofhis treatm ent regim en.

D u ringhis 11/1/13 visit, he was u singhis inhaler fou r tim e s per d ay and reporte d ly “cou ghing
nons top.”H e was wheezingonexam . M e d ications were ad d e d and afou r-week follow-u pvisit was
requ e s te d ;however,he was not s e enagainfor31/2m onths d u e to three “no shows”and alockd own.

Opinion:This patient has not received tim ely care forhis poorly controlled as thm a.

Patient #14

This is a45-year-old m anwithasthm a. H is chroniccare overthe past yearu nfold ed as follows:
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O n 2/1/13, the patient was s e en forhis annu alchroniccare visit. H e reporte d that his last as thm a
attack was “alongtim e ago”and that he had ru nou t ofbothhis inhalers fou rm onths ago. H is peak
flows were low at 450/450/400. There was no whee zingon exam . Given his reporte d ly good
control, his inhaled s teroid was d iscontinu ed and the albu terolrenewed .

O n 6/1, he reporte d no recent attacks bu t was u singhis re scu e inhalertwice ad ay. H is peak flows
were low at 450/450/450.Lu ngs were clear. H is inhaled s teroid was renewed and aches t x-ray was
ord ered .

O n8/21, he was sched u led bu t not s e en d u e to alockd own.

O n 10/22, he reporte d that he had been u singthe re scu e inhaler3-4tim e s perd ay bu t ran ou t fou r
m onths ago. H is peak flows were low at 250/355/400. The inhaled steroid was increased and the
re scu e inhalerwas reord ered . The patient was d iscou raged from “overu sing”his re scu e inhaler.

O n10/28, he was not s e en d u e to “no provid er.”

A t the 2/4/14visit, he reporte d that he was u singhis re scu e inhalertwice ad ay. P eak flows were
low at 400/400/425and loratad ine was ad d e d .

Opinion:This patient shou ld not have ru n ou t ofhis inhalers. It s e e m s d is tinctly pos sible that the
patient was “overu sing”his inhalerbecau se his asthm awas poorly controlled .

Patient #15
This is a59-year-old m an withasthm a. In the past year, he was sched u led nine tim e s and s e en on
five occasions. Twice he was not s e en d u e to “no provid er,”once d u e to alockd own, and once he
left withou t beingse en. Thou ghhis peak flows were low, he was relatively asym ptom aticu ntil
O ctober2013, whenhe experienced an exacerbation d u e to allergie s. H e was treate d appropriately
and referred to nu rse sick callforfollow u p.

Opinion:This patient had m u ltiple interru ptions in his chronicclinicvisits .

Pharmacy/Medication Administration

B oswellP harm aceu ticals, located in P ennsylvania, provid e s allprescription and over-the-cou nter
m ed ications forthe facility.The s ervice is a“fax and fill”sys te m ,whichm eans patient prescriptions
faxed to the pharm acy tod ay by 2:00p.m . willarrive at the facility the next d ay. P atient specific
prescriptions, s tock prescriptions and controlled m ed ications arrive packaged in a31-d ay bu bble
pack. O ver-the-cou nterm ed ications are provid ed inbu lk by the bottle, tu be, etc. A local“back-u p”
pharm acy is u s e d to obtain m ed ication whichis ne ed e d im m ed iately and is not available in stock.
The m ed ication s torage areais s taffed with one fu ll-tim e pharm acy technician, and B oswell
provid e s aconsu ltingpharm acist to com e on-site once am onthto review prescription activity, to
as s e s s pharm acy technicianperform ance and techniqu e and to d e s troy ou td ate d orno longerneed e d
controlled m ed ications pu rs u ant to the requ irem ents ofthe

Fe d eralD ru gA d m inistration (FD A )and D ru gEnforcem ent A gency (D E A ). Inspection of the
m e d ication s torage areareveale d aclean, well-lighted and generally well-m aintained area. A n
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interview withthe pharm acy technician revealed aknowled geable ind ivid u al. Inspection ofthe
area ind icated tight accou nting of controlle d m ed ications, both s tock and re tu rn item s ,
nee d le s/s yringe s, sharps/instru m ents and m ed ical tools. A rand om inspection of perpetu al
inventories and cou nts ind icated allwere correct. Inspection ofthe m e d ication preparation room
reveale d a clean, well-lighted and well-m aintained area. A rand om inspection of perpetu al
inventories ind icated allwere correct. M e d ication is ad m inistere d by registered nu rs e s (R N )and
license d practicalnu rs e s (LP N ).D u e to the cellhou s e s beingm u lti-tiered and not havingelevators,
nu rsingstaff are u nable to take m e d ication carts to the cellhou s e s or ad m inister m e d ication
d irectly from the patient specificbu bble pack. Ins tead , the nu rs e take s the appropriate d os e from
the bu bble pack and places it in asm allm e d ication envelope whichhas been labele d withthe
inm ate’s nam e, nu m ber, nam e ofthe m e d ication, the s trength, the d osage and the cellnu m ber. The
nu rse then proceed s to eachcellhou s e , reports to s ecu rity and is provid e d asecu rity e scort to go
cell-to-cell. The cellhou s e s have open-barre d d oors. The inm ate is re sponsible to com e to the d oor
withabeverage and id entification. The nu rse positively id entifie s the inm ate, pou rs the pills into
the inm ate’s hand and observes as the inm ate take s the m e d ication, d rinks and swallows.The nu rs e
thencond u cts am ou thcheck to ass u re the inm ate has swallowed the m ed ication. The nu rse repeats
this proce s s u ntilallm ed ications are ad m inistered . W hencom plete d , the nu rse re tu rns to the health
care u nit and d ocu m ents the ad m inistration, refu salorabsence on apatient-specificm e d ication
ad m inistrationrecord (M A R ). O bservation ofthe proces s reveale d ad m inistration by aLP N , who
properly id entifie d the patients , ad m inistered the m e d ication, obs erved the inges tion, perform ed a
m ou thcheckand d ocu m ente d the ad m inistrationonthe M A R .Eventhou ghit is ins titu tionalpolicy
that secu rity s taffescorts nu rsingstaffd u ringm e d ication ad m inistration, afterapproxim ate ly 10
m inu te s , the s ecu rity officerleft the nu rse and d id not re tu rn. The nu rse continu ed withm e d ication
ad m inistration u ntilthe cellhou s e was com plete d .

Laboratory

Laboratory services are provid e d throu ghthe U niversity ofIllinois-C hicago H ospital(U IC ). The
com prehensive s ervices m ed icalcontractorprovid e s 0.5FTE ofphlebotom y to d raw and prepare
the sam ple s for transport to U IC . R e s u lts are electronically transm itte d back to the facility,
generally within 24hou rs viasecu re fax line located in the m ed icald epartm ent. There were no
reports ofany problem s withthis s ervice;however, the phlebotom y position shou ld be increas e d
to 1.0FTE. U IC reports allreportable case s to boththe facility and the Illinois D epartm ent of
P u blicH ealth. There is acu rrent C linicalLaboratory Im provem ent A m end m ent (C LIA )waiver
certificate that expire s Ju ne 13, 2015on file. There were no reports ofany problem s withthis
s ervice.



Urgent/Emergent Care

Offsite Services/Emergencies

W e reviewed six record s of patients s ent offsite on an em ergency basis. Fou r of the record s
d e m ons trate concerns withregard to either the response s onsite priorto the s end ou t orthe care
followingretu rn. A com m onpattern throu ghou t is the absence ofem ergency room reports .

Patient #1
This is a32-year-old m ale withaprioropen red u ction and internalfixation ofthe hu m eru s aftera
m otorvehicle accid ent in2002. O n11/14/13, while liftingweights in the gym , abarbellaccid ently
s tru ck his head . H e cam e to the m ed icalu nit and was treate d s ym ptom atically and was to be
followed u pin five d ays. O ne d ay laterhe com plained ofsevere head ache and d iz zines s . H e was
given coolcom pre s s e s and referred to the physician. W hen se en by the physician three d ays later
on11/18, he was givenam ed icine u s e d to treat m igraines fortwo weeks . A d ay lateranord erwas
written foralay-in and sku llx-rays alongwithcold com pre s s e s and he was to be reevalu ated in
two d ays. O n 11/20, he continu ed to com plain ofd izzine s s and so he was referred to R N sick call
to be se en on 11/23. H owever, his visit from 11/23was re sched u led to 11/25and then to 11/27.
M eanwhile, becau se ofsevere s ym ptom s, on 11/21he was sent to the em ergency room , where he
finally received abrain scan. Fortu nately, the scan was negative and he re tu rned to the prison and
was s e en on re tu rn by the physician. In ou rview there was asignificant d elay in accessingthe
neces sary C T scanwhichcou ld have early onprovid ed som e reas s u rance withregard to the natu re
ofhis problem .

Patient #2
This is a78-year-old m ale withasthm a,hyperlipid em ia,ahistory ofaheart attackand hypertension.
O n11/19/13,he com plained ofches t painand was s ent ou t afew hou rs laterand retu rned fou rd ays
laterfrom St. Jos eph’s H ospital. O n re tu rnhe was s e enby anu rse and s ent to the infirm ary. There
were som e hospitalrecord s in the chart, bu t m os t im portantly no d ischarge su m m ary. Severalstaff
inform ed u s that it was d ifficu lt ifnot im pos sible to obtainad ischarge su m m ary from patients s ent
to St. Jos eph’s H ospital. This patient was ad m itte d for23hou rs to the infirm ary and was d ischarged
one d ay later. There is anote written in the chart by the physician whichd oe s not m ention the
patient’s releas e to the hou singu nit. This patient’s pain persis te d and the patient was s e en on
1/17/14in the chroniccare clinic. A t that tim e, he ind icated that he was u singnitroglycerin for
che s t paind aily. H is lipid s were elevated . The patient was referred to the physicianbu t stillhad not
been se en as of2/19. The M e d icalD irectorwho tend s to s e e the s e case s is booked u pforalittle
m ore thanam onth. A fterou rd iscu s sion this patient was s e en on1/24by the physician.

Patient #3
This is a64-year-old m ale with coronary artery d isease and prior stent placem ent alongwith
hyperlipid em ia, benignprostatichypertrophy, rheu m atoid arthritis and apriorcholecys tectom y. O n
12/6/13,he was s ent ou t as apos sible s troke. H e pre s ente d withswollenhand s and wrists and asore
neck alongwithafaciald ropand he was very slow to re spond . H e was s ent to the hospitalvia
am bu lance and retu rned afew d ays later. There is no d ischarge su m m ary available;there was also
no nu rsingnote u ponretu rn. A pparently the hospitald iagnosis was rheu m atoid arthritis, a
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flare-u p,whichd oe s not really explainhis slow responsivene s s . H e was followed u pby anad vanced
levelclinicianon2/11and 2/16.

Patient #4
This is a53-year-old m ale with ahistory of seiz u re s , chronicches t pain and m u ltiple s tent
placem ents . H e has proven to be ad ifficu lt patient, withinterm ittent refu salofblood pre s s u re
m e d icine s whichthen tend s to lead to an elevated blood pres s u re and the pres ence ofche s t pain.
H e was ad m itte d to the infirm ary on 7/1/13foras everely elevated blood pres s u re and re lease d a
d ay laterwhen the blood pres s u re re tu rned to norm al. H e also has occasionally be en u ncooperative
withregard to vitalsigns. O n 7/15, he refu s e d his m ed s becau se they were cru shed d u e to prior
problem s. H e was cou ns eled and sched u le d to s e e the physician 10d ays later, bu t ad ay laterhis
blood pres s u re was fou nd to be low as was his pu ls e and he was lighthead e d . So he saw the
physician u rgently and the physician d iscontinu ed the u s e ofcru she d m ed ications. H e was placed
in the infirm ary forobs ervation. O n 7/26, he was note d to be in poorcontrolwithregard to his
hypertension and on arecheck one hou rlaterhe was s tillpoorly controlled . D e spite this he was
released to his cellhou s e . A t 10:00p.m . the sam e d ay he was com plainingofsevere che s t pain.
The physician was calle d and the patient was placed in the infirm ary forobservation. The blood
pres s u re at that tim e as wellas arepeated blood pres s u re d e m ons trated poorcontrol. D e spite the
poorcontrol, he wished to re tu rn to his cellhou s e . A d ay later, he ind icate s he fee ls his blood
pres s u re is highand in fact it was s everely elevate d , alongwitharapid pu ls e rate. A physicianon
callin the eveningord ered m ed ications, whichwere not s u cces sfu lin controllingthe pres s u re for
the next three d ays . D e spite this he was eventu ally re tu rned to the cell hou s e . O n 9/18, he
com plained ofd izzine s s and his blood pres s u re was fou nd to be extrem ely low. H e was given IV
flu id s and s ent to the hospitaland re tu rne d five d ays later. A t the tim e ofre tu rn, his blood pre s s u re
was e levated bu t he had no com plaints . H e was s ent forobservation in the infirm ary and s e en by
the M D one d ay later. A gain, there is no d ischarge su m m ary from the hospitalization. The absence
oftim ely orany d ischarge su m m arie s and also em ergency room reports clearly com prom is e s the
ability ofthe onsite s taffto tim e ly and appropriately follow u ponpatient nee d s .

Scheduled Offsite Services-Consultations/Procedures

W e were inform ed that when an ad vanced levelclinician ord ers aconsu ltation oraproced u re it is
reviewed by the onsite M e d icalD irectorand ifhe concu rs it is s u bm itte d to the W exford U M
program and d iscu s s e d on M ond ays withaphysician in W exford ’s centraloffice. W e were also
told that ifit is not approved , an alternate plan is recom m end e d . U ltim ately, once the approvalis
obtained the W exford centraloffice contacts U IC for the sched u lingof the appointm ent. W e
learned , however, that som e tim e s m ore than am onthcan elapse after the approvalbefore U IC
receive s the inform ationregard ingthe approval.

W e reviewed nine record s of patients sched u led for either aconsu ltation or aproced u re. W e
reviewed the s e record s withregard to the appropriatene s s and tim eline s s ofthe requ e s t as wellas
the tim eline s s ofthe s ervice and the appropriatene s s ofthe follow u ponsite . Six ofthe nine record s
d e m ons trated problem s.

Patient #1
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This is a23-year-old m ale withtype 2d iabete s and hypertension alongwithd iabeticneu ropathy
and s tage 4chronickid ney d isease . In ad d ition, he also had erosive gastritis. O n 10/30/13, he was
sched u led foravascu larsu rgery consu lt regard inghis chronickid ney d isease . There is no report in
the chart and no m ention in any progres s note since. The patient d id go to the clinicbu t there has
been no follow u p.

Patient #2
This is a51-year-old m ale withtype 2d iabete s m ellitu s who was sched u led foran ear, nose and
throat consu ltationon10/30/13. H e had been sent there becau s e ofd ifficu lt to controlepistaxis. H e
saw the EN T specialist and there is anu rsingnote u pon retu rn, bu t there has been no physician
follow u pand no ord ers writtenconsis tent withthe EN T recom m end ations.

Patient #3
This is a53-year-old withno chronicproblem s who was sched u led forthe vascu larlabon11/1/13.
There is anote by the physicianassis tant regard ingthe pre-opm ed s and the vascu larnote is in the
chart. There has been no follow u psince by aphysician.

Patient #4
This is a39-year-old withscoliosis who was referred to ortho and had an appointm ent sched u led
for10/28/13. The report d em ons trated aleft m eniscu s tearforwhichan M R I ofthe knee and the C
spine were recom m end e d , alongwithan EM G ofthe left u pperextrem ity. There is anu rse re tu rn
note bu t no physician follow u pnote and no ord ers .

Patient #5
This is a70-year-old who had aGU appointm ent sched u led for11/6/13. This was to follow u pon
prostate cancer, whichd id not appearonhis problem list;the list d id inclu d e glau com a. The report
ind icate s that the patient nee d s aC T scanand abone scan. There is no physicianfollow u pnote bu t
there is anu rse note whichind icate s the patient went forthe C T scan, bu t there is no report from
the C T scannorare there any follow u pnote s by aphysician.

Patient #6
This is a47-year-old m ale withsickle celltrait and asthm awho was sent to generalsu rgery foran
appointm ent on 10/28/13foran evalu ation ofaright ingu inalhernia. The patient went and there is
aretu rn note by aregistered nu rs e. There is areport from the generalsu rgeon in the chart which
recom m end s right ingu inalherniaroboticrepair. There has been no follow u pofany kind .

Infirmary

The infirm ary is located within the H ealthC are U nit. The infirm ary floorplan is arectangle, two
longhallways and two short hallways. The nu rsingstation is located in the centerofthe rectangle
and has acces s to bothlonghallways . P atient room s are located alongthe ou terperim eterofthe
rectangle. A cces s to the infirm ary is controlled by secu rity s taffpos te d ju s t ou tsid e the infirm ary.
The u nit is s taffe d 24hou rs ad ay, s even d ays aweek. Staffingconsis ts ofbothR N s and LP N s
withat least one R N on d u ty eachshift. There are atotalof32infirm ary bed s configu red as 10
single cells and 11d ou ble cells. Inclu d e d in the cellconfigu ration are two negative airpre s s u re
re spiratory isolationroom s.
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The bed s in the 10single room s are an all-m etalfram e withathin plasticcovered m attre s s and 18
to 24inche s offthe floor. The bed s in the rem ainingeleven room s are acom bination oftrad itional
single bed s and hospitalbed s . O nly five ofthes e 22bed s allow forthe head orfoot to be elevated .
Thes e bed s d o have athickerplasticcoated m attre s s and are located higheroffthe floor. O n the
d ay ofthe inspection, there were atotalof28patients classifie d as follows:

1. Five m entalhealth
2. O ne hu ngerstrike
3. Two acu te care patients;one u ncontrolled d iabeticand one follow-u p heart attack and

u ncontrolled blood pres s u re
4. Twenty classified as chroniccare

A s reporte d by nu rsingstaff, the patients requ iringthe m os t care are note d as follows:
1. Two paraplegicpatients
2. O ne patient withcancerofthe prostrate whichhas m e tas tasized to the spinalcord
3. O ne post-stroke patient
4. O ne A lzheim erpatient
5. O ne cancerpatient

A review ofthe m ed icalrecord s ofthe patients in thes e five categories revealed m ore frequ ent visits
and d ocu m entation by the physician than requ ired by policy. N u rsingstaff, too, was d ocu m enting
m ore frequ ently than requ ired by policy. R eview ofthe d ocu m entation ind icated provid erspecific
is su e s as to the frequ ency, qu ality and com pletene s s ofd ocu m entation. Inm ate porters perform the
hou s ekeeping/janitoriald u tie s and are s u pervised by bothnu rsingand secu rity s taff. There is no
evid ence inm ate porters receive any specializ ed trainingin regard to appropriate cleaningand
sanitizingin the healthcare u nit.

There is a32-bed infirm ary. A t the tim e of ou r visit, there were 24 Stateville inm ate s in the
infirm ary, six from N R C and two em pty bed s . O fthe Stateville inm ate s , 14were chronic/longterm
ad m is sions, five were form entalhealthreasons and five were foracu te illne s s e s . O ne ofthes e acu te
ad m is sions was am an on ahu ngers trike, and two ofthe fou rrem aininghad been d ischarged the
m orningofou rvisit.

The M e d icalD irectors tate d that he rou nd s d aily bu t d oe s not always write anote . Ind e e d ,accord ing
to ou rrecord reviews, it appeared that patients were not s e enas frequ ently as policy d ictate s , either
by the physician orby the nu rsingstaff. W e also had concerns regard ingthe qu ality ofthe health
care provid ed to the patients , as ou tlined in the cas e s below.

W e reviewed the followingacu te ad m is sions.

Patient #1
This is a54-year-old withd iabete s , hyperlipid em iaand coronary artery d isease who had bypas s
s u rgery in D ecem ber2013and was ad m itte d to the infirm ary u ponhis re tu rnon12/24.There were
tim ely note s by the M e d icalD irectoru ntil12/30, bu t then none fortwo weeks . O fthe 62
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shifts the patient spent in the infirm ary, there were 23nu rsingnote s . There were nine d ays which
had no note s by any healthcare provid er.

O n1/2/14, anR N note ind icate s that the patient went ou t to s e e card iology forfollow u p;however,
there is no note from card iology. W henwe requ e s te d the card iology note s and d ischarge su m m ary,
we were told that bothU IC and St. Joe's requ ire an au thorization forrelease ofinform ation form
before they wills end reports.

Opinion:This patient was not s e en accord ingto policy eitherby the physician orby the nu rsing
staff.

Patient #2
This is apoorly controlled type 1d iabeticwho was ad m itte d to the infirm ary on2/4/14ford iabetic
control. H e also has hypertension, hyperlipid em iaand hypothyroid ism . H e was m anaged on twice-
d aily N P H and regu larinsu linplu s slid ingscale.

A s ofthe d ate ofou rvisit (2/24), he had been se en on average once perweek (Febru ary 4, 6, 11,
19, 24)by the physician. There were nu rs e s note s at leas t d aily on 18ofthe 21d ays he had be en
in the infirm ary, bu t on thre e d ays, there were no note s at all(provid erornu rse);Febru ary 12, 15,
17.

Shortly afterhis ad m is sion (2/6), blood work revealed that the patient’s thyroid m ed ication d os e
was too high(low TSH , highT4). This report was signed by one physician withattention to the
other, bu t neitherd octorad ju s te d the thyroid m ed ication d os e .

O n the sam e labreport, the patient’s potas siu m was fou nd to be elevated (5.5)and he was on several
m ed ications known to cau se hyperkalem ia, inclu d ingan A C E inhibitorand ald actone. N o change s
have been m ad e to the m ed s and the potas siu m has not beenchecked since.

Opinion:This patient was not s e en tim ely accord ingto policy. W e d iscu s s e d this patient’s lab
abnorm alities withthe M e d icalD irector,who had aplaninm ind , bu t this was not articu lated in the
healthrecord .

Patient #3
This patient was ad m itte d foracu te care on 2/17/14viatelephone ord erafterhe was d ischarged
from St. Joe's followinganacu te M I. H e was re tu rned from the hospitalto Stateville on2/19. Staff
requ e s te d hospital reports bu t were basically provid ed only a card iology consu lt and som e
laboratory re s u lts . N otably absent was ad ischarge su m m ary whichwou ld have been criticalto
u nd ers tand ing the hospital’s find ings and recom m end ations. The M e d ical D irector d id the
ad m is sion note on 2/19and saw the patient again on 2/24. The patient’s blood pres s u re has be en
u ncontrolled forthe entirety ofhis s tay in the infirm ary, withm u ltiple d angerou sly highread ings
(170/60, 200/80, 220/78, 190/80, 218/70, 180/68, 210/70, etc.), bu t the s e read ings were often not
ad d re s s e d .

O n2/20, the patient’s blood pres s u re was 220/78and 190/80onrecheck.The M e d icalD irectorwas
notified bu t no new ord ers were obtained .
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O n2/21, the patient’s blood pres s u re was 170/70and the R N note d “M D aware,”bu t took no new
ord ers . Laterthat d ay, the LP N called the M e d icalD irectorthree tim e s and left m e s sages forblood
pres s u re read ings of190/80and 160/68, bu t no new ord ers were received .

O n 2/22, the nu rse contacted the M e d icalD irectorforablood pres s u re of201/70and received an
ord erto start hyd rochlorthiazid e 25m g/d . Laterthat evening, the nu rse called back to report that the
blood pres s u re was u nchanged . The M e d icalD irector re spond ed by switchingone ofhis blood
pres s u re m ed ications to anothersim ilard ru g, whichres u lte d in es s entially no change at all.

The next d ay, the patient’s blood pres s u re was be tterinitially (117/52, 124/56)bu t by eveningit
was back u pto 188/92.

O n2/24,the physiciansaw the patient,whose blood pres s u re was 186/84. H e note d ,“blood pres s u re
not controlled ye t,”bu t m ad e no m ed icationchanges.

Opinion:This patient’s blood pres s u re has not been m anaged ad equ ately,particu larly inlight ofhis
recent heart attack.

Patient #4
This is a60-year-old m ale withahistory ofhypertension, pepticu lcerd iseas e , hepatitis C , C O P D
and he re tu rned s tatu s post tracheos tom y. H e was ad m itte d to the infirm ary at Stateville afterre tu rn
from U IC on1/25/14. Inaprogres s note , his acu ity levelis d e scribed by the physician bu t there is
no ord erand there were s everald ays in Febru ary withno nu rsingnote s , inclu d ing2/17, 2/18and
2/22. This case is areflectionofthe confu sionarou nd the u s e ofanacu ity levelthat d e term ines the
m inim alfrequ ency forbothad vanced levelclinicianas wellas nu rsingas se s s m ents .

Infection Control

There is anam ed infection controlnu rs e who is re sponsible for com pliance withID O C policy
concerning com m u nicable d is ease s , blood borne pathogens and com pliance with Illinois
D epartm ent ofP u blicH ealthreportingrequ irem ents . A d d itionally, this nu rs e is re sponsible forthe
H IV and H epatitis C clinics.

The facility has acontract withalarge nationalm e d icalwaste d isposalcom pany whichcom e s on-
site two tim e s per m onth to hau laway m ed icalwaste . There were no reporte d is s u e s with this
s ervice.

Inspectionofthe infirm ary, u rgent care/em ergency room , d entalclinic,sickcallareas inthe m ed ical
d epartm ent and cell hou s e s and em ergency response bags verifie d the pres ence of personal
protective equ ipm ent. P u nctu re proofcontainers forthe d isposalofsharps are in u s e inallm ed ical
areas and are appropriately placed in the m ed icalwaste containers when fu ll.

Inm ate s as signed as “porters”in the H ealthC are U nit and who perform janitoriald u tie s m ay or
m ay not have received any trainingas to appropriate cleaningand sanitation m e thod s . They are

requ ired to watchablood -borne pathogen ed u cationalvid eo and are s u pervised by bothnu rsing
and secu rity s taff.
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R eportable STIs are picked -u pand reporte d by U IC .

There are two negative airrespiratory isolation room s located in the infirm ary. B othvisu aland
au d ible alarm s ind icate when negative air has been los t. A d d itionally, nu rsingstaff cond u ct a
negative airflow tis s u e te s t d aily when the room s are occu pied and weekly ifnot.

A llm attre s s e s on the infirm ary bed s are plasticcoated and are cleaned and sanitized between
patients and as nee d e d .

W henrequ ired , the infectioncontrolnu rse interfaces withthe C ou nty D epartm ent ofP u blicH ealth
and the Illinois D epartm ent ofP u blicH ealth(ID P H ). The nu rse m onitors, com plete s and s u bm its
to ID P H allreportable case s . Skin infections and boils are aggres sively m onitored , cu ltu red and
treate d . H ealthC are U nit nu rsingstaffcond u ct m onthly safety and sanitation inspections in the
d ietary d epartm ent and perform pre-assignm ent “food hand ler”exam inations fors taffand inm ate s
to work in the d ietary d epartm ent. A tou rofthe healthcare u nit, inclu d ingthe infirm ary, verifie d
personalprotective equ ipm ent (P P E)available to staffin allareas as nee d e d . A d d itionally, P P E is
inclu d e d in the em ergency re sponse bags and in the cellhou s e sick callroom s. P u nctu re proof
containers forthe d isposalofsyringes/ne ed le s and othersharpobjects are in u s e inallareas ofthe
health care u nit as nee d e d and in the cellhou s e sick callroom s. The facility u s e s anational
com m ercialwaste d isposalcom pany ford isposingofm ed icalwaste . Ins titu tionalstaffis trained in
com m u nicable d isease s and blood -borne pathogens.

Inmates’Interviews

Five insu lin d epend ent inm ate s were interviewe d . A ll five had be en d iagnosed s everal years
previou sly, and all five were knowled geable regard ingtheir chronicd isease . A ll five were
knowled geable regard ingthe significance oftheirhem oglobin A 1cblood level. Fou rofthe five
knew the re s u lts oftheirm os t recent hem oglobin A 1cblood level. A llfive reporte d beingevalu ated
by the physicianevery 3-4m onths and havingthe ability to perform blood glu cose m onitoringprior
to the ad m inistrationofinsu lin. A llfive were ofthe opinion that the physicianresponsible fortheir
d iabeticcare d oe s a“good job.”

A llfive patients voiced the followingis s u e s:
1. V ery little e d u cationalliteratu re provid ed /available
2. D ifficu lty obtainingm ed icationwhen first ord ered and som e tim e s withrefills
3. D ifficu lty receivingshoes ord ered by the physicianbecau se they are d enie d by the m ed ical

vend or
4. N o pod iatry care
5. N o on-site d ie tician
6. W henevalu ated by anoff-site specialist, there is d ifficu lty gettingback to se e the specialist

and the ins titu tionalm ed icalvend ord oe s not follow the s u gges tions/ord ers ofthe specialist



7. Secu rity s taffnot followingphysicianord ers ,i.e., not allowingplasticbasins forfoot soaks
8. B eingcu ffe d from behind too tightly and fortoo long
9. B reakfast startingbetween1:00and 2:00a.m .;lu nchstartingat 9:00a.m .
10. Som e tim e s receive insu linpriorto eatingand som e tim e s aftereating.

Dental Program

Executive Summary

O n M ay 21 and 22, 2014, acom prehensive review of the d entalprogram at Stateville C C was
com plete d withthe followingobservations and find ings.

The clinicitselfis ratherlarge and wellequ ipped . C abinetry and cou ntertops are old , worn and
d am aged , m akingproperd isinfection alm os t im pos sible. It is tim e forreplacem ent. A lthou ghthe
s taffinglevelforthe provid ers is ad equ ate, the lone d entalas sis tant is overworked and often not
available to assis t at chairsid e. A s econd d entalas sis tant shou ld s eriou sly be consid ered .

A m ajorareaofconcernwas that com prehensive care was provid ed withou t acom prehensive intra
and extra-oral exam ination and well-d eveloped treatm ent plan. A d ocu m ente d soft tis s u e
exam ination was not provid ed nor was period ontalas s e s s m ent part of the treatm ent proces s .
A ppropriate rad iographs were not always available and provision ofhygiene care and prophylaxis
was inconsis tent. O ralhygiene ins tru ctions were s eld om d ocu m ente d .

A nother areaof concern was d ental extractions. A ll d ental treatm ent shou ld proceed from a
d ocu m ente d d iagnosis. The reasonforextractions shou ld be part ofthe record entry. This was often
not the case. A lso, proper d iagnos ticrad iographs were not always pres ent. This is a seriou s
om is sion. A ntibiotics were oftenprescribed prophylactically afterextractions withno d iagnosis, or
ind icationwhy there were provid ed . This is not astand ard ofcare.

P artiald entu re s shou ld be constru cted as afinalstepin the s equ ence ofcare d elivery inclu d e d in
the com prehensive care proces s . A record review revealed that allpartiald entu re s proceed e d
withou t acom prehensive exam ination and treatm ent plan. P eriod ontalass e s s m ent and treatm ent
was not provid ed . O ralhygiene ins tru ctions were s eld om inclu d e d . It was alm os t im pos sible to
d em ons trate that allfillings and extractions were com plete d priorto im pre s sions. P eriod ontalhealth
was neverd ocu m ente d .

A t Stateville C C , sick callis access e d throu ghthe inm ate requ e s t form . There was no realtriage
sys te m in place to evalu ate u rgent care need s , i.e ., pain and swelling. Inm ate s withu rgent care
com plaints from the requ e s t form often took six to s even d ays to be s e en by the d entis t orother
appropriate healthcare provid er. Thes e inm ate s shou ld be s e en within 24-48hou rs from the d ate
ofthe requ e s t form .

In none ofthe record s reviewed was the SO A P form at beingu se d . Treatm ent was provid ed with
little inform ation or d etailpreced ingit. R ecord entries d id not inclu d e clinicalobservations or
d iagnosis to ju s tify treatm ent.
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A well-d eveloped P olicy and P roced u ral M anu al ins u re s that a d ental program ad d re s s e s all
e s s entialareas and is ru n withcontinu ity. The P olicy and P rotocolm anu alat Stateville C C only
ad d re s s e d d entalpersonneland theird u tie s and re sponsibilitie s . This is not at allad equ ate. Is s u e s
s u chas acces s to care, d entalservices, provision ofcare, clinicalm anagem ent, infection control,
e tc. were not inclu d e d at all.

Failed appointm ents were arealproblem at Stateville C C . A rate as highas 40% was fou nd . This
is an u nacceptably highpercentage and reflects areald ifficu lty in gettinginm ate s to the d ental
clinicfor appointm ents . This re s u lts in d elayed and inconsis tent treatm ent. The problem is
com pensated forsom ewhat by oversched u ling, bu t this is not anacceptable, long-term solu tion.

M e d icalcond itions that requ ire precau tions and consu ltation with m ed icalstaffprior to d ental
treatm ent shou ld be welld ocu m ente d in the healthhistory s ection ofthe d entalrecord and “red
flagged ” to bringthem to the im m ed iate attention ofthe provid er. The precau tions taken shou ld
also be welld ocu m ente d in the record entry. A nticoagu lant therapy is agood bellwethercond ition
to track the above. In three ofthe six record s reviewed , no healthhistory was d ocu m ente d at allon
the d entalrecord . N one ofthe record s were “red flagged ”foranticoagu lant therapy orany cond ition
requ iringprecau tions.

B lood pres s u re s shou ld , at the leas t, be taken on patients withahistory ofhypertension. W hen
asked , the clinicians ind icated that they d o not rou tinely take blood pres s u re s on thes e patients .

A lthou ghd entalcontribu te s to the C ontinu ingQ u ality Im provem ent program at Stateville C C , it
shou ld invigorate and expand the C Q I proces s to ad d re s s the weakne s s e s ou tlined in this report.

Staffing and Credentialing

Stateville C C has ad entals taffofone fu ll-tim e d entis t, one 20hou rpart-tim e d entis t, two fu ll-tim e
assis tants , and afu ll-tim e hygienist. This shou ld be ad equ ate to provid e m eaningfu ld entalservices
forStateville’s 2000inm ate s . D r. M itchellis em ployed by the ID O C and allthe re s t ofthe s taffare
contracted by W exford H ealthServices.

C P R trainingis cu rrent onalls taff, allneces sary licensingis on file, and D E A nu m bers are on file
for the d entis ts . The nu m ber of d entis ts and hygienists is ad equ ate to m ee t the nee d s of this
ins titu tion. The lone as sis tant is overworked inaclinicwiththis m any d entis ts . O n the whole, this
is astrongteam that works welltogetherto create avery bu s y and sm oothru nningclinic.

Recommendations:
1. Seriou s consid eration shou ld be given to hiringasecond d entalassis tant. The lone assis tant

has too m any d u tie s to perform and the d entis ts are often left workingwithou t anassis tant.
This is profe s sionally very u nreward ingand can present risks to the patient. A lls u rgerie s
shou ld be perform ed only withanas sis tant.
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Facility and Equipment

The clinicconsis ts offou rchairs and u nits in aspaciou s single room area. O ne ofthe u nits is
d e d icated to hygiene care. The d entalu nits were rathernew and in good cond ition. The chairs
were over20years old bu t were not tornoroverly worn, and fu nctioned well. C abinetry was very
old and worn. C ou ntertops were broken, corrod ed and bad ly waterd am aged inone ofthe corners.
There was extrem e waterd am age in the cabinet u nd erthe sink. W ork su rface s were bad ly pitte d
and catered from u s e . P lexiglas was placed overthes e s u rfaces to provid e asm oothwork su rface
capable ofd isinfection. The x-ray u nit is in good repairand works well. The au toclave is rather
new and fu nctions well. The com pre s sor is in good repair. The ins tru m entation is ad equ ate in
qu antity and qu ality. The hand piece s are old erbu t wellm aintaine d and repaired when neces sary.
The u ltra-sonicu nit was not workingat the tim e ofm y visit. I was told that arequ e s t forrepair
had be en s u bm itte d .

A gain, the clinicitselfconsis te d offou rchairs inaspaciou s workarea.Free m ovem ent arou nd each
u nit was acceptable P rovid ers and assis tants had ad equ ate room to work, and none ofthe chairs
interfered witheachother. There was aseparate large s terilizationand laboratory areaofad equ ate
size . It had alarge work su rface and alarge sink to accom m od ate properinfection controland
s terilization. Laboratory equ ipm ent was in aseparate areaofthis space and d id not interfere with
s terilization. The s taffhad aseparate rathersm allroom foroffice space.

Recommendations:
1. R eplace the cabinetry and cou ntertops as they are very old , wornand irreversibly

d am aged . P roperinfectioncontrolis alm os t im pos sible on thes e s u rfaces.

Sanitation, Safety and Sterilization

W e observed the sanitation and s terilization techniqu e s and proced u re s . Su rface d isinfection was
perform ed between eachpatient and was thorou ghand ad equ ate. P roperd isinfectants were being
u se d . P rotective covers were u tilized on som e ofthe s u rfaces. U nit recyclingwas thorou ghand
ad equ ate. A llin all, the clinicwas neat, cleanand ord erly.

A n exam inationofinstru m ents in the cabinets reveals that allwere properly bagged and s teriliz e d
and s tored . N o ins tru m ents were m aintaine d in bu lk. A llhand piece s were s teriliz e d and in bags.

The s terilization proced u re s them s elves were ad equ ate and proper. Flow from d irty to clean to
s terilized was im proper,as baggingofinstru m ents was d one infront ofthe u ltra-sonicu nit. C leane d
ins tru m ents were pass e d back overthe d irty area. The u ltra-sonicwas not fu nctioningat the tim e
ofm y visit.

There was not abiohazard labelpos te d in the s terilization area. Safety glas se s were not always
wornby patients . Eye protection is always neces sary, forpatient and provid er. I also observed that
no warningsign was pos te d where x-rays were beingtaken to warn pregnant fem ales ofpos sible
rad iationhazard s .

Febru ary 2014 S tateville C orrec tionalFac ility P age 31



Review Autoclave Log

A review ofspore te s tinglogs revealed that a“M axi-te s t”inoffice biologicalind icatorsys te m was
in u s e . The incu batorwas m aintained in the s terilization area. The re s u lts were logged weekly.
There was agapin logged re s u lts from the last week ofJanu ary to the firs t week in A prilwithno
realexplanationprovid ed . I was ass u red that the tes tingwas d one d u ringthis period . It is e s s ential
that thes e logs be accu rately m aintained overalongperiod oftim e.

Recommendations:
1. That the s terilization spore te s tinglogbe accu rately m aintained and kept on record

ind efinitely.
2. That safety glasse s be provid ed to patients while they are beingtreated .
3. That abiohazard warningsign be pos te d in the s terilizationarea.
4. A warningsignbe poste d in the x-ray areato warnofrad iationhazard s , e specially pregnant

fem ales .

Comprehensive Care

W e reviewed 10d entalrecord s ofinm ate s inactive treatm ent classified as C ategory 3patients .

O ne ofthe m os t basicand e s s entialstand ard s ofcare in d entis try is that allrou tine care proceed
from athorou gh,well-d ocu m ente d intraand extra-oralexam inationand awell-d eveloped treatm ent
plan, to inclu d e allnece s sary d iagnos ticx-rays. A review of10record s revealed no com prehensive
exam inationwas perform ed in three ofthe record s and very m inim alexam inations in three others.
In only fou r record s d id a m eaningfu l com prehensive exam ination preced e rou tine care. N o
exam ination ofsoft tis s u e s orperiod ontalass e s s m ent was part ofthe treatm ent proces s . H ygiene
care and prophylaxis was inconsis tent, provid ed in six ofthe 10patient record s . A fu rtherreview
showed that bitewingrad iographs were part ofthe treatm ent proces s in eight ofthe 10record s .
R e s torations were, in two of the 10 patients , provid ed from the inform ation from the panorex
rad iograph. This rad iographis not d iagnos ticforcaries. A period ontalas s e s s m ent was not d one in
any ofthe record s . Fu rther, oralhygiene ins tru ctions were not always d ocu m ente d in the d ental
record as part ofthe treatm ent proces s .

Recommendations:
1. C om prehensive “rou tine”care be provid ed only from awell-d eveloped and d ocu m ente d

treatm ent plan.
2. The treatm ent plan be d eveloped from athorou gh, well-d ocu m ente d intraand extra-oral

exam ination, to inclu d e aperiod ontalass e s s m ent and d e tailed exam ination of all soft
tis s u e s .

3. Inallcase s , that appropriate bitewingorperi-apicalx-rays be taken to d iagnose caries.
4. H ygiene care be provid ed as part ofthe treatm ent proces s .
5. That care be provid ed s equ entially, beginning with hygiene s ervices and d ental

prophylaxis.
6. That oralhygiene ins tru ctions be provid ed and d ocu m ente d .
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Dental Screening

A lthou ghStateville C C is not areception and classification center, I reviewed 10inm ate d ental
record s that were received from the reception centers within the past 60d ays to d eterm ine if:1)
screeningwas perform ed at the reception centerand 2)apanoram icx-ray was taken, to insu re the
reception and classification policie s as s tate d in A d m inistrative D irective 04.03.102, section F. 2,
are beingm et forthe ID O C .

Recommendations: N one. A llrecord s reviewed were in com pliance.

Extractions

W e reviewed 10d entalrecord s ofd entalsu rgicalinm ate s to d e term ine if:
1. R ecent pre-operative rad iographs reflectingthe cu rrent cond itionoftoothextracted .X -rays

m u s t be d iagnos ticvalu e showingapices ofte e th.
2. R eason forextractionis d ocu m ente d .
3. C onsent Form is u s e d and signed by the patient.

O ne ofthe prim ary tene ts in d entis try is that alld entaltreatm ent proceed s from awell-d ocu m ente d
d iagnosis. In fou rofthe 10record s reviewed , the reason forthe extractionwas not d ocu m ente d . In
two ofthe record s , aproperd iagnos ticx-ray was not pres ent. This is aseriou s om is sion. R ecord
entries are often very d ifficu lt to follow. Treatm ent at tim e s s e e m e d d isjointed and lackingin
continu ity. The tim e betweenappointm ents canbe longd u e to re sched u lingas sociated withfailed
appointm ents . A lso, antibiotics were often given after extractions. They s e e m e d to be provid ed
prophylactically. This is not an ind icated s tand ard ofcare. They shou ld be prescribed only when
ind icated by awell-es tablished d iagnosis.

Recommendations:
1. A d iagnosis orareason forthe extraction be inclu d e d as part ofthe record entry. This is

be s t accom plished throu ghthe u s e ofthe SO A P note form at, e specially forsick callentries .
It wou ld provid e m u chd e tailthat is lackingin m any d entalentries observed . It wou ld also
aid in e s tablishingabettercontinu ity ofcare.

2. P roperd iagnos ticx-rays be available forevery s u rgicalproced u re.
3. P re scribe antibiotics only as nece s sary. P re scribingrou tinely after extractions is not a

s tand ard ofcare.

Removable Prosthetics

W e reviewed d ental record s of five patients havingreceived com plete d partial d entu re s to
d e term ine ifres torative proced u re s were com plete d prior to fabrication ofpartiald entu re s (68-
M ED -12D entalServices D . P rovision ofD entalC are page 4#5and #9).

R em ovable partiald entu re pros the tics shou ld proceed only afterallothertreatm ent record ed on
the treatm ent planis com plete d . C ontinu ity ofcare is im portant and the period ontal, operative and
oralsu rgery ne ed s allshou ld be ad d re s s e d firs t. Inonly one ofthe five record s reviewed onpatients
receiving rem ovable partial d entu re s were oral hygiene ins tru ctions provid ed . P eriod ontal
as s e s s m ent was not provid e d in any ofthe record s , and in only one ofthe five

Febru ary 2014 S tateville C orrec tionalFac ility P age 33



record s was aprophylaxis and /or a scalingd ebrid em ent provid ed . B ecau s e acom prehensive
exam ination was part ofonly two record s and treatm ent plans were very incom plete , it is alm os t
im pos sible to ascertain ifallneces sary care, inclu d ingoperative and /ororalsu rgery treatm ent, is
com plete d priorto fabrication ofrem ovable partiald entu re s .

Recommendations:
1. A com prehensive exam ination and well-d eveloped and d ocu m ente d treatm ent plan,

inclu d ingbitewingand /orperiapicalrad iographs and period ontalass e s s m ent, proceed all
com prehensive d entalcare, inclu d ingrem ovable prosthod ontics.

2. That period ontalas s e s s m ent and treatm ent be part ofthe treatm ent proces s and that the
period ontiu m be s table before proceed ingwithim pres sions.

3. That alloperative d entis try and oral su rgery as d ocu m ente d in the treatm ent plan be
com plete d before proceed ingwithim pres sions.

Dental Sick Call

Inm ate s acces s sick callthrou ghan inm ate requ e s t form orviaad irect callfrom astaffm em berif
it is perceived as an em ergency. In ad d ition to a“R equ e s t Log”that logs inm ate requ e s t form s,
there is an Em ergency Logm aintained whichtracks patients s e en as “em ergency.”Thes e inm ate s
are s e en the sam e d ay as the requ e s t. For2014thu s far, 12inm ate s were s e enas an em ergency. A ll
were toothaches, absce s s e s ortrau m a.

There is no realtriage sys te m in place to evalu ate u rgent care need s (toothaches, pain, swelling)
from the requ e s t form s. O fthe inm ate s placed inthe R equ e s t Log, the average wait forappointm ent
was abou t 12d ays. This is forallrequ e s t form s. O fthe requ e s ts logged in as toothache s, pain, or
swelling, the average wait was approxim ately six to s even d ays. Thes e inm ate s shou ld be s e en
within24-48hou rs.

Innone ofthe d entalrecord s reviewed was the SO A P form at beingu se d . A s are s u lt, treatm ent was
u s u ally provid ed withlittle inform ation ord etailpreced ingit. Sick callrecord entries often d id not
inclu d e clinical observations or d iagnosis to ju s tify provid ed treatm ent. Little continu ity was
e s tablished . The u s e of the SO A P form at wou ld insu re that awell-d eveloped d iagnosis wou ld
preced e alltreatm ent. Inallrecord s , the im m ed iate com plaint was ad d re s s e d . O nly em ergency care
was beingprovid ed .

Recommendations:
1. Im plem ent the u s e ofthe SO A P form at forsick callentries . It willas s u re that the inm ate’s

chief com plaint is record ed and ad d re s s e d and a thorou gh focu se d e xam ination and
d iagnosis preced e s alltreatm ent.

2. D evelopatriage sys te m that insu re s that inm ate s withu rgent care com plaints are s e enina
m ore tim ely m anner, 24to 48hou rs.

Treatment Provision

There is no realtriage sys te m inplace. The only triage sys te m at this ins titu tionis from the requ e s t
form its elf. A llrequ e s t form s are logged into a“R equ e s t Log.”O fallofthe requ e s t
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form s place in this log, the average wait forappointm ent was abou t 12d ays. O fallofthe requ e s ts
form s withcom plaint ofpain, toothache, orswelling, the average wait was six to s even d ays. This
is an u nd u ly am ou nt of tim e. O fallthe requ e s t form s, 15% are u rgent care com plaints (pain,
toothache s, swelling). This is only abou t one perday. The s e inm ate s shou ld be s e en within 24-48
hou rs.

Inm ate s can seek u rgent care viathe inm ate requ e s t form or, if they feelthey nee d to be s e e n
im m ed iately,by contactingStateville C C s taff,who willthencallthe d entalclinicwiththe inm ate’s
com plaint. The inm ate is s e en that d ay forevalu ation. R equ e s t form com plaints from inm ate s with
u rgent care need s (com plaint ofpain orswelling)are not s e en u ntilsix to s even d ays later. M id -
levelpractitioners are available at alltim e s to ad d re s s u rgent d entalcom plaints . They can provid e
over-the-cou nterpainm ed icationorcallm ed ical/d entals taffifthey feelm ore is ne e d e d . H owever,
this is s eld om the case.

Inm ate s who su bm it requ e s t form s forrou tine care are s e en and evalu ated in abou t 14d ays. The y
are placed s equ entially onawaitinglist. The s ys tem s e e m s fairand equ itable.

Recommendations:
1. That am eaningfu ltriage sys tem be e s tablished s u chthat inm ate s withcom plaints ofpain

are id entified and prioritized .
2. That inm ate s withu rgent care com plaints are provid ed tim ely and appropriate evalu ation

and care. Six to s evend ays is not acceptable. Seeingthat one perd ay u rgent care com plaint
shou ld be very d oable.

Orientation Handbook

A review ofthe “O ffend erO rientation M anu al”forStateville C C and the N R C revealed that d ental
was wellrepres ente d and the ins tru ctions as it relate s to access to care is ad equ ate.

Recommendations: N one

Policies and Procedures

A well-d eveloped P olicy and P roced u re s m anu alinsu re s ad entalprogram that is wellu nd ers tood
and ru n withcontinu ity. It ad d re s s e s allaspects ofthe d entalprogram to provid e consis tency of
care and m anagem ent. The policy and protocolm anu alfor the d entalprogram at Stateville C C
ad d re s s e s only d entalpersonneland theird u tie s and re sponsibilitie s . It only s tate s that the d ental
program is re sponsible to provid e d entalcare to the offend erpopu lation. N o specifics were provid e d
onacces s to care,provisionofcare,clinicm anagem ent, d entalservices provid ed , infectioncontrol,
e tc.The d entald irectorsaid that this was d eveloped by ad m inistrationwho thou ght it was s u fficient.

Recommendations:
1. D evelopathorou ghand d e tailed P olicy and P roced u re s m anu althat d e scribe s and gu id e s all

aspects ofthe d entalprogram at Stateville C C . It shou ld inclu d e allofthe areas ind icated
above.
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Failed Appointments

A review ofm onthly reports and d aily work shee ts revealed afailed appointm ent rate that averaged
40%. This is avery highpercentage and reflects aseriou s problem in gettinginm ate s to the clinic
for theirappointm ent. I was told that they shared m y concern and were fru s trated at the lack of
su cces s inad d re s singthis problem . I was told that the reasons forfailed appointm ents inclu d e d the
following:

 Inm ate s d o not get theirpasse s
 Inm ate s go to otherprogram s orappointm ents
 Inm ate s go to recreation
 Inm ate s go to com m issary
 Inm ate s in lockdown

The percentage d oe s reflect lockd own d ays, whichaverage abou t two am onth. The problem is
com pensated forby oversched u lingevery d ay. A s s u ch, alarge nu m berofinm ate s are s e en every
d ay, and alarge nu m beralso failto show.

I d iscu s s e d this is s u e with the ad m inistrative s taff, inclu d ingthe W ard en, and they shared the
concernand fru s tration ofthe d entals taffand want to helpthem ad d re s s the problem .

Recommendations:
1. W ork withthe ins titu tion ad m inistration to d evelopand im plem ent s trategies to ad d re s s

this problem .
2. U tilize avigorou s C ontinu ingQ u ality Im provem ent proces s to ad d re s s this problem . U s e

the s e find ingto im plem ent proced u re s to continu ally im prove this high rate of failed
appointm ents .

Medically Compromised Patients

A review ofsix d entalrecord s ofinm ate s who were onanticoagu lant therapy revealed that three of
the record s had no healthhistory d ocu m entation as part ofthe d entalrecord . In the other three
record s , it was d ocu m ente d and red flagged . In allcase s ofprovid ed d entalcare to the s e patients ,
m e d icalstaffwas consu lte d and anticoagu lant therapy precau tions were ad d re s s e d and followed .

W hen asked , the clinicians ind icated that they d o not rou tinely take blood pres s u re s on patients
withahistory ofhypertension.

Recommendations:
1. That the m ed icalhistory s ection ofthe d entalrecord be kept u pto d ate and that m ed ical

cond itions that requ ire specialprecau tions be red flagged to catchthe im m ed iate attention
ofthe provid er.

2. That blood pres s u re read ings be rou tinely takenonpatients withahistory ofhypertension,
e specially priorto any s u rgicalproced u re.
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Specialists

D r. Fred erick C raig, oral su rgeon, is available on an as-need e d basis, u s u ally once am onth,
som e tim e s twice. D r. C raigis also u s e d by severalotherID O C ins titu tions fororalsu rgery. The
d entalprogram also u tiliz e s Joliet O ralSu rgeons,alocaloralsu rgery grou p,form ore d ifficu lt case s
and forgeneralane s the sia. P athology services are the sam e as form ed icalpathology. They give
the specim en to the appropriate m ed icalperson forproces sing. A llrad iographs were cu rrent and
allrecord entrie s were ad equ ate. The N R C u tilize s the s e s ervices throu ghStateville C C .

Recommendations: N one

Dental CQI

The d entalprogram contribu tion to m onthly C Q I inclu d e s athorou ghd ocu m entation ofd ental
s tatis tics and prod u ctivity nu m bers.There is anongoingqu ality im provem ent report forthe d ental
program that s e eks to im prove the ability ofsegregation inm ate s to get to the d entalclinicfor
theirappointm ents . It is as tu d y that looks at the reasons why they are not gettingto the clinic.
The se find ingm u s t be u s e d to d evelopproced u re s to im prove this proble m . C onsid eration shou ld
be given to cond u ct ongoingstu d ie s withthe N R C .

Recommendation:
1. B ecau s e ofthe nu m berofd eficiencie s note d in the d entalprogram , am ore vigorou s C Q I

program shou ld be im plem ente d to ad d re s s the s e d eficiencie s. From the C Q I proces s ,
policies and proced u re s shou ld be e s tablished that will continu ally correct thes e
d eficiencie s to d evelopastrongerprogram .

2. Inclu d e the N R C in this invigorated C Q I proces s . M any areas nee d to be ad d re s s e d for
im provem ent at that ins titu tion.

Continuous Quality Improvement

There have beenno C Q I m ee tings since O ctoberand no m inu te s were available since 7/13/13.The
m inu te s we were shown containe d no narrative, no analysis ofthe d atapres ente d and no s tu d ie s .
This can only be characteriz ed as anon-fu nctioningqu ality im provem ent program . The health
care u nit ad m inistratoris to be the Q I coord inator,bu t she has be enoffd u e to m e d icalleave. W ith
regard to grievances, there is no m ed icalgrievance coord inatorat eitherStateville orN R C . The y
d o report grievance s, bu t d e spite the fact that the nu m berofgrievance s foreachm onthis s u ppose d
to be liste d , it appears that there was ayearwithno grievances. A lso, the grievance proce s s never
inclu d e s interviewingofthe grievant. This is anon-fu nctioningm ed icalgrievance proce s s .

Febru ary 2014 S tateville C orrec tionalFac ility P age 37



Recommendations

Leadership and Staffing:
1. Stateville requ ires its own H ealthC are U nit A d m inistratorposition.
2. Stateville requ ire s its own s taffingallocation specifically to m ee t the Stateville s ervice

d em and s .
3. O nly trained prim ary care clinicians (InternalM e d icine and Fam ily P ractice)shou ld be

provid ingprim ary care to this popu lation.
4. P hysicians shou ld be board certified inaprim ary care field .
5. A llhealthcare provid ers shou ld have access to electronicm ed icalreferences.

Clinic Space and Sanitation:
1.D e signated exam room s shou ld be m ad e available withappropriate equ ipm ent incellhou s e s

B , E and Fto allow sick callto occu rwithred u ced m ovem ent d em and s .

Intrasystem Transfer:
1. The intrasys te m transferproces s nee d s to be appropriately ad d re s s e d to effectively insu re

continu ity ofcare forpatients who enterwithpriord iagnosed problem s. This shou ld be
m onitored by the Q I program .

Sick Call:
1. C u s tod y is s u e s shou ld not interfere withthe provision oftim ely healthcare.
2. There shou ld be no s u chthingas a“no show”in aprison. P atients m ay refu s e care bu t

shou ld be requ ired to report to the healthservices areawhen sched u led .

Chronic Disease Clinics:
1. P atients shou ld be sched u led in accord ance withtheird egree ofd isease control, withm ore

frequ ent visits when d isease controlis poorand le s s frequ ent visits forthose u nd ergood
control. This is astatewid e policy is s u e whichnee d s to be corrected .

2. ForD iabe te s C linic:
a. M eals shou ld be s erved onapred ictable sched u le to facilitate the coord ination of

insu lin ad m inistrationwithfood consu m ption.
b. T ype 1d iabetics shou ld have access to physiologicinsu linreplacem ent with3-4

injections perd ay ifneed e d .
3. ForH IV C linic:

a. P atients withH IV infection shou ld be form ally enrolled in the chroniccare
program ju s t as patients withotherd iseas e s are.

b. Facility clinicians shou ld be provid ingprim ary care to this popu lation. This wou ld
inclu d e actively m onitoringthis high-riskpopu lationform ed icationcom pliance, sid e
effects, and the prim ary care com plications related to the d isease and its treatm ent,
s u chas hyperlipid em ia, d iabete s and card iovascu lard isease .

c. The chroniccare nu rse shou ld be d oingm ed ication com pliance checks withH IV
patients at leas t m onthly.
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Urgent/Emergent Services:
1. The u rgent/em ergent program requ ires review and fee d back bothwithregard to tim eline s s ,

appropriatene s s and continu ity ofcare. This shou ld be d one by clinicallead ershipand the
Q I program .

Scheduled Offsite Services-Consultations/Procedures:
1. Sched u led offsite s ervices nee d to be im proved withregard to tim elines s ofaccess to the s e

s ervices as wellas follow u pafterthe s ervice is provid ed .
2. There shou ld be areliable m e thod of com m u nication between the sched u ler and the

clinicians to ens u re that patients who requ ire specialty consu ltation are sched u led
com m ens u rate withthe u rgency oftheirneed .

Infirmary:
1. P atients shou ld be s e en tim ely accord ingto policy requ irem ents while in the infirm ary.
2. Ifclinicians choose not to treat patients accord ingto cu rrently accepted recom m end ations

and gu id elines , the rationale forthes e d ecisions shou ld be articu lated in the healthrecord .

Continuous Quality Improvement:
1. The C Q I program , whichshou ld have id entified m any ofthes e program m aticd eficiencie s

m u s t be reinvigorated with lead ership that has had appropriate trainingwith regard to
qu ality im provem ent philosophy and m e thod ology.

2. There shou ld be profe s sionalperform ance reviews withfe ed back, bothforthe ad vanced
levelclinicians and nu rs e s withregard to the sick callproces s .

3. The lead ershipofthe continu ou s qu ality im provem ent program m u s t be re trained regard ing
qu ality im provem ent philosophy and m e thod ology, alongwith stu d y d e sign and d ata
collection.

4. This trainingshou ld inclu d e how to s tu d y ou tliers inord erto d eveloptargete d im provem ent
s trategie s.
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Appendix A –Patient ID Numbers

Intrasystem Transfer:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

P atient #6 [redacted]

P atient #7 [redacted]

Provider Sick Call:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

P atient #6 [redacted]

Offsite Service/Emergency:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

Scheduled Offsite Service:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

Chronic Disease Management:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

Febru ary 2014 S tateville C orrec tionalFac ility P age 40



P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

P atient #9 [redacted] [redacted]

P atient #10 [redacted] [redacted]

P atient #11 [redacted] [redacted]

P atient #12 [redacted] [redacted]

P atient #13 [redacted] [redacted]

P atient #14 [redacted] [redacted]

P atient #15 [redacted] [redacted]

Nurse Sick Call:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

P atient #6 [redacted]

P atient #7 [redacted]

P atient #8 [redacted]

P atient #9 [redacted]

P atient #10 [redacted]

Infirmary:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]
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Overview

O n Janu ary 20, 2014, we visited the N orthern R eception C enter(N R C )in Joliet, IL. This was the
firs t site visit to N R C and this report d e scribes ou rfind ings and recom m end ations. D u ringthis
visit, we:

 M e t withlead ershipofcu s tod y and m ed ical
 Tou red the m ed icalservices area
 Talked withhealthcare s taff
 R eviewed healthrecord s and otherd ocu m ents

 Interviewed inm ate s

The N orthern R eception C enter(N R C )opened in 2004and hou s e s approxim ately 2300inm ate s ,
withthe average lengthofs tay being3-4weeks. It was reporte d , however, that 587inm ate s on
“writ s tatu s” have rem ained in the facility in exces s of60 d ays. The facility receive s 500-600
inm ate s perweek, withC ook C ou nty Jail, C hicago, IL, beingthe large s t contribu tor.

There is ashared W ard en, H ealthC are U nit A d m inistrator(H C U A )and nu rsingstaffbetween the
N R C and Stateville C orrectionalC enter(Stateville), whichis located im m ed iately ad jacent to the
N R C . It was reporte d that aH C U A position m ay be ad d e d specifically forthe N R C . The N R C has
a d ed icated M e d ical D irector, D irector of N u rsing, M e d ical R ecord s D epartm ent D irector,
s u pervisingnu rs e and d entals taff. Thes e are acom bination ofs tate and vend orpositions, with
s taffbeingshared between the two facilities based on need at any given tim e. It was reporte d that
W exford is provid ingad d itionalclinician hou rs on the weekend s to facilitate the com pletion of
sick callforthe m inim u m -s ecu rity u nit (M SU )and the com pletion ofreception intake physical
exam inations. A m ore com plete review ofs taffingwillbe provid ed inthe accom panyingStateville
C orrectionalC enterreport.

C om prehensive m ed ical services are provid ed throu gh a contractu al agreem ent between the
Illinois D epartm ent ofC orrections (ID O C )and W exford H ealthSou rces (W exford )located in
P ittsbu rg, P A . P harm aceu ticalservices are provid e d by B oswellP harm aceu ticals, also located in
P ittsbu rg, and laboratory services are provid ed throu gh the U niversity of Illinois–C hicago
H ospital.

A paperm ed icalrecord continu e s to be in u s e;however, W exford has id entified aprovid erand is
m ovingforward to provid e an electronicm ed icalrecord (E M R ).

Executive Summary

Stateville is a m u lti-m ission facility com prised of the N orthern R eception C enter (N R C ), a
m axim u m -secu rity m ale u nit (Stateville), and a m inim u m -secu rity u nit (M SU ). The cu rrent
popu lation ofthe entire com plex was approxim ately 4000inm ate s;rou ghly 1600inStateville, 280
inM SU and 2200inthe R eceptionC enter,whichwas d e signed to hou s e 1975.This report d e scribe s
ou rfind ings at N R C and M SU . The average lengthofstay in the R eception C enterwas
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approxim ately 3-4 weeks;however, m axim u m s ecu rity inm ate s m ay s tay 5-6 m onths d u e to
lim ited bed availability at parent ins titu tions. A t the tim e ofou rreview, m ore than 500inm ate s
had been hou s e d at N R C longerthan60d ays.

The m ajority ofthe problem s we note d at this ins titu tion cou ld be traced to the lack oflead ership
at the facility. The H C U A is re sponsible for both the N R C and Stateville m ed icalprogram s.
H owever, d u e to herm ed icalleave and s u bs equ ent prohibition by cu s tod y to retu rn to herwork
aread u e to am ed icald evice, eachfacility thu s s u ffers from lack oflead ership. This lead ership
vacu u m s eriou sly im pacts the tim eline s s and qu ality ofcare provid ed , and re s u lts inanabsence of
infrastru ctu re to allow forself-m onitoring, as willbe evid enced in m u ltiple areas throu ghou t this
report.

The R eception C enterproces s e s abou t 500-550intakes perweek, the m ajority from C ook C ou nty
Jail, bu t also inclu d inginm ate s from arou nd the s tate who are onawrit to appearin C ook C ou nty
cou rt. N u m erou s is s u e s withC ook C ou nty Jailwere reporte d , particu larly havingto d o withpoor
com m u nication. N R C reporte d that they often d o not receive transfer s u m m arie s and thu s m u s t
rely on inm ate s elf-reportingofallergie s, cu rrent m ed ical/m entalhealthiss u e s , and m ed ications.
There are no “m ed icalhold s” at C ook C ou nty Jail, so an inm ate cou ld arrive one d ay and be
sched u led fors u rgery the next. W hen N R C s taffcallthe jail, they report s u bs tantiald ifficu ltie s
obtaininginform ation. Forthes e reasons, W exford em ploys as taffm em berwho reports to C ook
C ou nty Jailthree d ays aweek to obtain cu rrent m ed ication inform ation forinm ate s transferring
into the N R C .

It shou ld be m entioned that ou rreview was seriou sly ham pered by the lack oforganized record
keepingat this ins titu tion. Logs were either not reliably fille d ou t, or not kept at all. It was
im pos sible to d iscoverthe average age orlengthofs tay ofthe popu lation. Sick callslips were not
file d in the record s , nor were they rou tinely kept in any other location. Sick call logs were
u nreliable and it was often u pto the ind ivid u alprovid ers to keeptrackofthe sickes t patients whom
they nee d e d to follow.

The R eceptionC enterplays acru cialrole forinm ate s enteringthe D epartm ent. It is at this ju nctu re
that patients withacu te and chronicm ed icalcond itions m u s t be id entifie d and triaged and long-
term care plans initiated . A t N R C , patients withm ed icalcond itions are id entified on arrivaland
se en by aprovid er, bu t typically the plan end s here. D e spite the pres ence ofachroniccare nu rse ,
there d id not appearto be anorganized attem pt to id entify patients withchronicd isease s and enroll
them in the chroniccare program ;this was largely left to the parent ins titu tions, even forpatients
who were d etained at N R C form onths. The chroniccare nu rse was not available to m ee t withu s
forthe bu lk ofou rvisit.

There is no infirm ary u tilized as s u chat N R C . P atients nee d inginfirm ary levelofcare are s ent to
Stateville. A llfou r ofthe N R C patients ad m itte d to the infirm ary at the tim e ofou rvisit were
chronic/longterm care, ye t they were s e en at leas t three tim e s aweek by the N R C M e d ical
D irector. C onsid eringhow bu s y and u nd ers taffed the R eception C enterwas, it is ou ropinion that
the M e d icalD irector’s tim e wou ld be betterspent focu singon the areas ofgreate st nee d .

Janu ary 2014 N orthern Rec eption C enter P age 4



Incom ingpatients who are potentially oractu ally u ns table, orwho are id entified by the intake
nu rse as nee d ingim m e d iate attention are referred to aprovid erfortheirhistory and physicalon
the d ay oftheirarrival. A llotherrou tine intake history physicals are s u ppose d to be perform ed
within seven d ays.

The m ed icalrecord s are d isorganized and not cond u cive to provid ingad equ ate s ervices. A ll
d ocu m ents are “d ropfile d ,”m eaningloose filingis d eposite d into the chart fold erinno particu lar
ord er. There are tabs in the charts , and there is am ed icalrecord s d epartm ent, bu t nothingis
properly filed no m atterhow longthe patients s tay at N R C . A llthe Stateville M SU m ed icalrecord s
are m aintained in the N R C m ed icalrecord s room and thu s neverbecom e properly organized for
the entire lengthoftheir s tay. The m ed icalrecord s s u pervisor’s explanation is that they sim ply
“d on’t have tim e”to pu t record s together. This d ropfilingphilosophy is based on the ass u m ption
that allpatients at N R C are part ofthe reception proces s and thu s only s tay 1-2weeks;however,
this is often not the case.

The C Q I program was e s s entially nonexistent at N R C and oflittle to no u s e in evalu atingthe
effectivene s s ofthe program .

In s u m m ary, the healthcare program at N R C s u ffers from lack oflead ership, weak infrastru ctu re,
d isorganization, re sou rce shortages and absent oversight.

Findings

Leadership and Staffing

W ithregard to lead ership, we observed this as am ajorareaofd eficiency at N R C . This was tru e
for bothclinicallead ership by the M e d icalD irectorand ad m inistrative lead ership by the s tate
H C U A . This com bined lead ership vacu u m has re s u lte d in aprogram illorganized to provid e
qu ality s ervices to the m any patients who circu late throu ghthe reception proces s or who s tay
longerperiod s oftim e at N R C .From anabsence ofprofe s sionalperform ance review and fee d back,
to an abs ence of conscientiou s logging and tracking, which shou ld be u s e d for proces s
im provem ent, to ad isorganiz ed m ed icalrecord s s ys te m , the N R C healthcare program create s
avoid able liability forthe inm ate s and the s tate .

Staffingis com prised ofacom bination ofs tate and vend orpositions. There is astate em ploye d
H C U A who is re sponsible forboththe N R C and Stateville, withStateville requ iringm os t ofher
tim e. A d d itionally, the H C U A has be en off-d u ty form ed icalreasons since N ovem ber2013, and
was only available for approxim ately fou r hou rs d u ringou r fou r-d ay visit. There is a state
em ployed D irectorofN u rsing(D O N )and s u pervisingnu rse . The m ed icalrecord s d epartm ent is
s u pervis ed by aW exford em ployed R egistered H ealthInform ation Technician(R H IT).
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O thers taffingis liste d in the following

table:Table 1. Health Care Staffing

Position Current FTE Filled Vacant State/Cont.
M e d icalD irector 1.0 1.0 0 C ontract
StaffP hysician 1.0 1.0 0 C ontract
N u rs e P ractitioner 2.8 3.0 0 C ontract
H ealthC are U nit A d m . 1.0 1.0 0 State
D irectorofN u rsing 1.0 1.0 0 State
N u rsingSu pervisor 1.0 1.0 0 State
N u rsingSu pervisor
C orrections N u rs e I
C orrections N u rs e II
R egistered N u rs e
License d P racticalN u rse s
C ertifie d N u rsingA id e
H ealthInform ation A d m .
H ealthInfo. A s soc.
P hlebotom ist
Rad iology Technician
P harm acy Technician
P harm acy Technician
StaffA s sis tant I
StaffA s sis tant II
C hiefD entis t
D entis t
D entalA s sis tant
D entalA s sis tant
O ptom e try
P hysicalTherapist
P hysicalTherapy A s s t.
Total 7.8 8.0 0

Staffbetween N R C and Stateville C orrectionalC enteris inclu d e d in one contract/sched u le E and
are shared between the two facilities . This sharingm ake s it d ifficu lt to d eterm ine actu alpositions
allocated com pared to filled positions vers u s vacant positions. W iththe exception ofthe H ealth
C are U nit A d m inistrator(H C U A )position, the above s taffFTEs are d e d icated to the N R C . O f
particu lar concern is the shared H C U A position. The N R C receive s approxim ately 550 new
inm ate s each week. If the N R C were only aproces singcenter and inm ate s were m ovingou t
qu ickly, s u pervisingnu rsingstaffcou ld be s u fficient to m ake s u re the proces s is com plete foreach
inm ate;that is, eachinm ate m oved throu gheachscreeningpoint, the appropriate inform ationwas
collected and d ocu m ente d and allthe boxe s on the form were checked , the intake proces s was
appropriately com plete d , and the inm ate was transferred . H owever, this is not the case. The N R C
hou s e approxim ately 2300 inm ate s and has a perm anent popu lation of inm ate s who have
significant acu te and chronicillne s s e s whichtherefore requ ires the operation ofam ed icalu nit
overand above the proces singcenter.
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W hile inspection ofthe receptionproces s ind icated no significant nu rsingiss u e s , the m ed icalu nit
sid e ofthe N R C pres ente d bothad m inistrative and m ed icalconcerns that, in ord erto be properly
m onitored and m anaged , requ ire the oversight of afu ll-tim e H C U A . A d d itionally, the cu rrent
H C U A has been onan extend e d leave ofabsence whichhas re s u lte d inno m ed icalad m inistrative
oversight. W hile there is afu ll-tim e D irector of N u rsingand fu ll-tim e s u pervisingnu rse , the
volu m e ofintake and perm anent popu lation inm ate s cou pled withs taffingiss u e s leave them with
no tim e to provid e the ad m inistrative oversight requ ired .

D elays in accom plishing the reception proces s within the requ ired tim efram es as well as
profe s sionalperform ance problem s s u gges t that there m ay be inad equ ate re sou rces d e d icated to
this proces s .

A m ore d e tailed s taffingsu m m ary willbe provid e d in the Stateville report.

Clinic Space and Sanitation

The N R C reception areais alarge room d ivid ed into specificareas s u chas property s torage,
s earches, bu reau ofid entification, im m igration interviews, m entalhealthinterviews and alarge
m ed icalareawithm u ltiple s tations forthe following:

1. C ollectionand record ingofm ed icalhistory
2. C ollectionand record ingofheight, weight, vitalsigns
3. C ond u ctingand record ingaSnellen eye chart exam ination
4. A d m inisteringatu bercu lin skin te s t
5. C ond u ctingafu ll-m ou thd entalx-ray and exam ination
6. D rawingblood forbaseline laboratory valu e s
7. Three exam inationroom s foru rgent care orchronicillne s s as s e s s m ent
8. M entalhealth

The area was clean, well lighted and well m aintained . The u s e of blood -borne pathogen
precau tions was observed , and personalprotective equ ipm ent was im m ed iately available to staff.
O u tsid e the receptionareabu t s tillwithin the N R C is the healthcare u nit. This is avery bu s y u nit
withalot offoot trafficbu t,at the tim e ofthe inspection,appeared relatively clean,wellm aintaine d
and welllighted . The u nit consis ts ofam ed ication preparation area, pharm acy and m ed ication
s torage, x-ray, three exam inationroom s, em ergency/u rgent care/proced u re room , one chaird ental
clinic, m ed icalrecord s , office spaces and an inm ate hold ingarea.

A cros s ahallway is a12-bed infirm ary whichhas neverbeen operationalexcept foran eight-bed
m entalhealth observation area. Inspectors were told the infirm ary has not been u s e d d u e to
insu fficient s taffing. Inm ate s requ iring infirm ary placem ent are m oved to the Stateville
C orrectionalC enterm ed icalu nit infirm ary.

The three exam ination room s and u rgent care room were appropriately sized and equ ipped and
provid ed for patient privacy and confid entiality. The other areas, pharm acy, m ed ication
preparation, e tc., were appropriately siz ed and equ ipped specificto the fu nction ofthe room .
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The ID O C blood -borne pathogen policy and proced u re s are u s e d . P ersonalprotective equ ipm ent
was available to staff, and alicens e d m ed icalwaste hau leris u s e d .

W hile cu rrently there is no clinicspace provid ed in the cellhou s e s , it appeared there was aroom
d e signed and bu ilt to be u s e d forcellhou s e sick call, bu t the room s are beingu se d as office space
by cellhou s e s ecu rity s taff. Ifthes e room s were to be appropriately equ ipped , they cou ld easily be
u s e d to cond u ct sick call, in that the m ed icalprovid er cou ld speak with the inm ate/patient in
private, cond u ct an exam ination, as s e s s and treat, whichwou ld elim inate som e ofthe is s u e s as
note d u nd erthe “N u rsingSick C all”section.

Reception Processing

The N orthernR eception C enterreceptionproces s occu rs inawell-d e signed areawhichcontains a
sequ ence of “stations” where d ifferent aspects of the proces s are perform ed . O n average,
approxim ately 100-220intakes perd ay are proces s e d M ond ay thru Frid ay. This re s u lts inaweekly
receptiongrou pofbetween500-550. A lthou ghthe receptionproces s is d e signed to be com plete d
within one week, in fact the reception proces s forsom e inm ate s m ay be significantly longer. O n
average, inm ate s s tay at the N orthern R eception C enterbetween three and fou rweeks . This is an
im portant fact becau se the ad m inistrative d irective that d eals with chroniccare d e scribe s a
requ irem ent that the firs t chroniccare visit m u s t take place within 30 d ays of arrivalat the
perm anent ins titu tion, bu t this d irective pres u m e s m ovem ent afterone week.

N R C receive s only an em ailed list of m ed ications from C ook C ou nty Jailfor inm ate s being
transferred , bu t no otherrecord s . This is the only clinicalcom m u nication. H owever, this list is not
typically available to the staffat the tim e ofthe intake screeningorphysicalexam . There have
been attem pts at connectivity withC ook C ou nty Jail, bu t there have be en m u ltiple obstacles to
this. W exford s taffhave attem pte d to work m ore clos ely withC ook C ou nty Jail, bu t the R egional
M ed icalD irectorind icate s there has be en m inim alcooperation. C ook C ou nty Jailind icate s the y
d o not have the s taffto review record s priorto inm ate transfer.

P atients sched u led fors u rgery orou tsid e appointm ents at C ook C ou nty H ospitalare not placed on
ahold by the jailin ord er to accom m od ate the appointm ent. A lso, there is no ad vanced notice
regard ingpatients arrivingon u nu s u alorcriticalm ed ications, thu s re s u ltinginavoid able d elays in
receipt ofthe m ed ications.

The R eception C enterits elfhou s e s approxim ately 2300 inm ate s and som e inm ate s s tay longer
period s oftim e becau se ofashortage ofavailable m axim u m -secu rity bed s . The m ed icalportion
ofthe reception proces s begins witham ed icalhistory that is perform ed by am ed icaltechnician,
alicense d practicalnu rse oraregistered nu rs e . This m ed icalhistory d oe s not contain qu e s tions
d e signed to id entify s ym ptom s cu rrently pre s ent in the patient. Rather, it is m eant to id entify
significant chroniccond itions as wellas specialne ed s and s u bs tance u s e alongwithm entalhealth
problem s. P art ofthe m ed icalhistory inclu d e s acollection ofobjective d ata, inclu d ingvitalsigns,
height and weight and avision exam . There is asectionforass e s s m ent and thenasectionforplan,
whichis u s e d to id entify the nee d foran u rgent physicalexam orm entalhealthreferralas wellas
TB re s u lts . The latterm ay be problem aticbecau s e on occasion the physicalexam is perform e d
before it is appropriate to read the tu bercu losis te s t exam .
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A fterthe history is perform ed ad entalexam inclu d ingaP anarex is perform ed ,as wellas labte s ts
and where ind icated , electrocard iogram orches t x-ray.Su bsequ ent to the history beingperform e d ,
u s u ally within one we ek, an ad vanced level clinician, that is a physician as sis tant, nu rs e
practitionerorphysician, perform s aphysicalexam as wellas ahistory geared to s u bs tance u s e ,
highrisk behaviorand T B s ym ptom qu e s tions. A gain, there are no s tru ctu red qu e s tions to elicit
any othercu rrent s ym ptom s. A fterthe physicalexam , there is an areaforthe d evelopm ent ofa
problem list as wellas hou singplacem ent consid erations and ad e term ination offood hand ler
s tatu s . U nfortu nately, there is cu rrently no proces s to ins u re that the TB re s u lts , the blood te s t
re s u lts and where ind icated anelectrocard iogram orche s t x-ray are integrated into afinalproble m
list and plan foreachproble m priorto patients beingtransferred to the perm anent facility.

A t the tim e ofou rvisit, there were between 200and 300record s ofpatients who had received a
nu rse screenand who were awaitingaphysicalexam by anad vanced levelclinician.Som e ofthes e
record s reflected patients who were ad m itte d m ore than two weeks priorto ou rvisit. W e were told
that there som e tim e s is aproblem withcu s tod y provid ingalist ofpatients to be s ent ou t, which
m ay inclu d e patients who have not ye t had aphysicalexam . W e were inform ed that the program
is able to bringin an ad vanced levelclinician who has com plete d as m any as 25physicalexam s
within3-4hou rs. A lthou ghsu chaphysicalexam m ay m ee t as s e m bly line requ irem ents ,it is highly
u nlikely that s u chexam s reflect anappropriate qu ality s tand ard .

W e were also inform ed that there is aR eception C enterstaffperson who is at C ook C ou nty Jail
from whichthe bu lk ofthe transfers into reception arrive. She is at the jailthree orfou rd ays per
week and is able to obtain cu rrent m ed ication lists from the pharm acy. W e have been told that
C erm ak/C ook C ou nty Jailis workingwithIT to create an electronictransfers u m m ary that will
inclu d e acu rrent problem list, m e d ications,allergie s,and any otherm ed icalneed s that m ay requ ire
attention. It is not clearwhen this shou ld becom e available. W e d o know that com plex patients are
arrivingwithno m ed icalhistory otherthan the m e d ication list. W hen thes e patients arrive, efforts
m u s t be m ad e to obtain criticalpatient inform ation from C ook C ou nty Jail. D e spite significant
d elays, patients are beingproces s e d throu gh;however, we have id entified significant qu ality
is s u e s .

A bsence ofs tronglead ershipat N R C has m ad e ou rtask m u chm ore d ifficu lt. The H ealthC are
A d m inistratorpositionis held by apersonwho has beenon frequ ent leave s ofabsence and it d oe s
not appearthat anyone els e has s tepped u pto fu nction as alead erin the face ofthis lead ership
vacu u m . W e fou nd that the logs whichare requ ired forinternalm onitoringofthe program at N R C
are frequ ently not m aintained and therefore it was very d ifficu lt foru s to review record s within
specificcategorie s.

W e reviewed 35record s ofpatients who had entered within the last m onthto m onthand ahalfand
who wou ld be transferred the followingd ay. Eleven ofthe 35record s were problem aticin one or
m ore ways. O ne ofthe record s was ofapatient who entered in O ctoberoflast year. W hat follows
is alist ofproblem s id entified .

Patient #1
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This patient was id entified as havingapositive tu bercu losis skin te s t bu t this was not ad d re s s e d
by the physician and d oe s not appearon the problem list and therefore also lacks an ord erfora
che s t x-ray.

Patient #2
This patient entered on10/8/13withanopenwou nd onhis coccyx and paraplegiaand hypertension.
H e also had u rinary incontinence. H e has been hou s e d in the Stateville infirm ary and has been
followed forhis wou nd and the paraplegia, bu t has not ye t had achroniccare clinic.

Patient #3
This patient’s intake labs ind icated significantly elevated liverfu nction te s ts not ad d re s s e d by the
physicianand withou t any follow-u p.

Patient #4
This patient’s intake revealed hyperlipid em iabu t there has been no follow-u p.

Patient #5
This patient had ablood pres s u re on intake of 149/83. H e was liste d as havingahistory of
hypertension bu t has not been takingany m ed icine and there was no follow-u pand no m ention of
his elevated blood pres s u re.

Patient #6
This patient was id entified as havinga20m m positive TB skin te s t whichthe physician never
noticed and there was no follow-u p.

Patient #7
This patient’s labwork ind icate s abnorm alliverfu nctionbu t there has been no follow-u p.

Patient #8
This patient on intake had an elevated blood pres s u re whichwas neverrepeated . The patient also
had hyperlipid em iawhichwas not liste d on the problem list and has not been followed u p.

Patient #9
This patient had an elevated blood pres s u re on intake whichwas not repeated and d oe s not s e e m
to have be en id entified .

Patient #10
This patient entered the R eception C enteron12/28/13bu t has not had his physicalexam ye t.

Patient #11
This patient was id entifie d as havingan elevated blood pres s u re whichwas repeated and he was
placed on treatm ent bu t has had no chroniccare visit even thou ghhe entered on12/10/13.

These problem s s u gges t an absence ofclose m onitoringand qu ality controland are likely to lead
to problem s in the fu tu re forsom e ofthes e patients .
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Intrasystem Transfer

P riorto transfer, m ed icalrecord s s taffreviews alld ocu m entationto ens u re everythingis com plete .

W e looked at arand om sam ple of10charts ofpatients who were d e tained at the R eceptionC enter
form ore than60d ays.Five ofthe 10patients had chronichealthiss u e s , ye t none had been enrolled
in the chroniccare program orhad his chronicd is ease intake evalu ationas d ictated by policy.

Patient #12
This patient arrived 11/1/13. H e is 56-year-old m an withd iabete s , hyperlipid em ia, GER D and
chronicknee pain. H e is not enrolled in the chroniccare program norhas his A 1corlipid s bee n
checked since he’s be enhere.

Patient #13
This patient arrived 11/7/13. H e is a23-year-old withhistory ofasthm awhichwas asym ptom atic
at the tim e of his intake physical, thou gh no d is ease specifichistory was d ocu m ente d by the
exam iningprovid er.The albu terolinhalerhe cam e inwithwas not continu ed and he was ins tru cted
to retu rn to the H C U ifhe d evelops s ym ptom s. H e is not enrolled inchroniccare and has not been
se en since.

Patient #14
This patient arrived 11/7/13withahistory ofseizu re d isord eroffm ed s , last s eizu re “last year.”H e
has not ye t had aphysicalexam .

Patient #15
This patient arrived on11/14/13. H e is a28-year-old withhistory ofasthm aonalbu terolwithpeak
flow of400at tim e ofintake and blood pres s u re 132/91. The history ofasthm awas overlooked at
the tim e ofhis physicalexam on11/29,and his blood pres s u re was not rechecked . It d id not appear
that his albu terolwas ord ered as there were no ord ershe e ts in the chart. H is intake labs showed a
m ild ly elevated alt (liverenzym e)of89. H e is not enrolled in the chroniccare program , norwas
he s e enagain.

Patient #16
This patient arrived on 11/15/13. H e is a45-year-old m an withasthm aon albu teroland inhaled
s teroid whose peak flow on intake was 450. Intake physicalexam was on 11/30;peak flow was
not repeated . P atient was s e en on 12/19withshortne s s ofbreath, havingru n ou t ofhis inhaler.
P eak flow was 200, 250. O xygen satu ration was not m easu red . P hysician note d no wheezingon
exam ;as se s s m ent is “h/o asthm a”and reord ered the albu terolinhalerwithaplanto have the patient
follow u pat his finalinstitu tion. H e is not enrolled inchroniccare program .

Medical Records

W e had enorm ou s d ifficu lty reviewingm ed icalrecord s forany patient withsignificant problem s,
the reasonbeingthat the proced u re at N R C is to “d ropfile”alld ocu m ents in the record s. W hat

this m eans is that d ocu m ents are not fastened chronologically in specificsections;instead each
d ocu m ent is placed loosely between the card board covers. Forapatient pu rely in reception where
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allof the reception d ocu m ents are stapled together, this is not u nreasonable. H owever, as we
learned , over500ofthe 2300inm ate s as signed to N R C have beenat the facility forgreaterthan60
d ays. Severalofthes e patients have m u ltiple s eriou s problem s. To literally d ropprogres s note s,
m e d ication ad m inistration record s, x-ray reports, laboratory re s u lts , intake record s, etc., loosely in
no specificord ercreate s chaos forthe clinicians there to attem pt to provid e healthservices. It is
likely that im portant inform ationwhichm ay infact be in the record willnot be located . Inad d ition,
the u s u altypes ofloggingand trackingwere not beingperform ed , thu s fu rthercom plicatingthe
ins titu tion’s ability to m onitorits elf. D ropfilingshou ld not be d one forany patients withsignificant
problem s and allpatients who are at N R C form ore than30d ays.

Nursing Sick Call

Sick callslips are collected by the officers, who place them in the sick callbox. M e d techs (who
m u s t now be LP N s , bu t there are som e who are not who have beengrand fathered in)collect them
from the boxe s and triage them accord ingto protocols. Treatm ent protocols have recently bee n
revised and are beingrolled ou t now. Ifthey cannot ad d re s s them viaprotocol, they are referred to
nu rse sick call. N u rs e sick callis com bine d withP A and nu rs e practitionersick call.

A nu rs e rou nd s in segregation d aily cellto cell, an M D once weekly. P atients nee d ingto be
exam ined are e scorte d to the clinicarea.

It was reporte d that sick callis cond u cted s even d ays perweek. The proces s was explained as
follows:

1. Inm ate com plete s requ e s t and s u bm its to hou singu nit officer.
2. O fficerplaces the requ e s t inalocked sick calld ropbox located in eachcellhou s e .
3. M e d icalstaffcollects and triage s the requ e s ts d aily.
4. Triaged requ e s ts are categorized as to u rgent orrou tine.
5. P atients categorized as havingan u rgent requ e st are sched u led to be evalu ated the sam e

d ay. P atients categorized as havingarou tine requ e s t are sched u led to be evalu ated within
72hou rs oftriage.

6. A health care sick call logis to be m aintained which note s the d ate, tim e, d e taine e
nam e/nu m ber, d ate requ e s t received and triaged , d ate sched u led and d ate actu ally
evalu ated .

W ere the above s teps followed , there wou ld be com pliance withpolicy except foritem 2, which
is abreachofconfid entiality. In actu ality, it is d ifficu lt ifnot im pos sible to track sick calld u e to
the lognot beingm aintained . Inad d ition, the requ e s ts were neitherfiled in the m ed icalrecord nor
available to the s e reviewers. The M e d icalD irectoris requ ired to review two m ed icalrecord s per
sick callprovid erperm onthin ord erto evalu ate appropriatene s s ofcare. H owever, this was not
beingaccom plished .

W e were u nable to m e thod ically review the perform ance of nu rs e sick call d u e to lack of
com pliance withpolicy.

Provider Sick Call
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The sick calllogs are not filled ou t reliably, bu t the few we were able to review ind icated that the
provid eris sched u led to s e e 20-25patients perd ay, som e tim e s m ore.

Patient #1
This patient is a55-year-old m anwho arrived at N R C on12/12/13withahistory ofkne e arthritis .
H e placed asick callrequ e s t on 1/7 foran ingrown toenail. H e was given an appointm ent on
1/18/14;however, he transferred to Stateville M SU on 1/11/14. H e com plained ofan ingrown
toenailat his intake as s e s s m ent and saw the physician that d ay, who only ad d re s s e d the knee
arthritis. W hen he saw the physician again on the previou sly sched u le d 1/18 visit, the visit
ad d re s s e d aviralinfection and there was no m ention ofthe toenail. O n 1/19, the LP N saw him
forabd om inalpain and head ache and the planwas to referto the physician forfu rtherevalu ation
on1/18(the d ay priorto this visit). In the end , the ingrown toenailhas neverbe enad d re s s e d .

Patient #2
This patient is a49-year-old m anwho arrived at N R C on12/23/13withahistory ofm entalillne s s ,
and had his physicalexam on 12/26. H e was also s e en on 1/3, 1/10, 1/18/14, bu t there were no
requ e s t form s in the chart. O n 1/18, the LP N saw the patient at 3:00a.m . for pos sible s eizu re
activity witne s s e d by the cellm ate. The patient state d he nee d e d back his seizu re m ed ication. The
nu rse referred the patient to the d octorthe next d ay and he was s e en. It was d eterm ined by the
provid erthat the patient had beentakingK lonopinforanxiety, not s eizu re s ,and referred the patient
to m entalhealth.

Patient #3
This patient is a24-year-old paraplegicm anwho arrived at N R C on12/30/13havinghad arecent
gu n shot wou nd to the right arm (12/3/13). H is physicalexam was d one on 12/30. H e was also
s e enby the provid eron1/2, 1/8, 1/22/14, bu t there was no sick callslipinchart.

Patient #4
This patient is a50-year-old m an withahistory ofhepatitis C who arrived at N R C on 1/2/14and
had his physicalexam on 1/14/14. H is labs d rawn on 1/17showed m ild ly elevated biliru bin and
+hepatitis C antibod y.This re s u lt was printed on1/18and reviewed on1/22by the P A who referred
the patient to sick calland saw him herselfthat d ay.

Patient #5
This patient is a28-year-old m anwithareporte d history ofirritable bowels ynd rom e onad m is sion
on 11/25/13;however, he was prescribed m e salam ine, whichind icate s that he actu ally likely has
inflam m atory boweld iseas e , afar m ore s eriou s cond ition than irritable bowels ynd rom e. The
provid erwho perform ed the physicalexam failed to recognize this and perpetu ate d the irritable
bowels ynd rom e d iagnosis.The patient appeared to have beenwellcontrolled onm e salam ine 2000
m gqid u pon ad m is sion. H owever, the m ed ication was changed on arrivalto D elzicol800 m g,
three tim e s ad ay for 30 d ays. There is anote from the P A on 12/24 regard ingthe patient’s
inflam m atory boweld isease and that he reporte d blood y d iarrheaforthe past few weeks. There is
no sick callslipin the chart. H e is s tillat N R C and he is not enrolled in the chroniccare program .

Patient #6
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This patient is a35-year-old who arrived at N R C on 1/2/14 with m ental illne s s and heroin
withd rawaland history ofs eizu re s onno m ed s . H e was s e enby the P A on1/22forweaknes s;there
is no sick callslipin the chart.

Patient #7
This patient is a31-year-old m an who arrived at N R C on 1/10/14withno m ed icalhistory. H is
blood pres s u re was elevated on arrival;155/103, repeat 162/98. A t his intake physicalexam the
next d ay, his blood pres s u re was stillelevated and he was s tarte d on hyd rochlorothiazid e. H is
intake blood te st was d rawn on 1/10, printed on 1/11, and showed elevated liverfu nction te s ts .
They were reviewed on 1/14by the P A , who requ e s te d follow u p(by notingthis on the lab-was
no ord erfou nd onord ershee t),bu t the patient had not been se enas ofthe d ate ofou rreview (1/23).

Patient #8
This patient is a47-year-old m an who arrived at N R C on 1/10/14and had his intake physical
exam on1/11, intake labs d rawnon1/10, and printed on1/11, whichshowed elevated creatinine.
Follow u pwithaprovid erwas note d on the labreport;this signatu re was not d ate d . A s ofthe
d ate ofou rreview (1/23), he had not ye t been se en, norcou ld anyone tellm e when he wou ld be
s e en.

Chronic Disease Management

A ccord ingto the inform ation we were provid ed , there were at m os t 35patients enrolle d in the
chroniccare program . C onsid eringthat nearly 600inm ate s were d etained at the R eception C enter
forover60d ays at the tim e ofou rvisit, this nu m beris incred ibly sm all.

P atients withchronicd isease s are s u ppose d to be s e en fortheirinitialchroniccare intake within30
d ays ofarrivalat theirparent facility orat the R eception C enterifhou s e d there forover30d ays.
This is not happeningat N R C . P atients withchronicd isease s are s u ppose d to be id entified at intake
and referred to the chroniccare nu rse . H owever, the chroniccare nu rse was not available form ost
ofou rvisit and her trackingsys tem was u nfam iliarto any other staffm em ber, and so we were
u nable to ascertain the natu re ofthe sys te m , ifthere is one inplace at N R C .

The chroniccare form s in u s e at this ins titu tion have not been u pd ated in 12years. Enrollm ent in
chroniccare clinicis inconsis tent at bes t. A t the tim e ofou rvisit, there were abou t 20patients on
m ed icalhold s , m any forongoingtreatm ent ofchroniccond itions s u chas cancer, bu t none were
enrolled in the chroniccare program . The O TS tracks those patients withchronicd isease s , bu t this
list is only as accu rate as the inform ation fed into it. The chronicclinicnu rse keeps herown list,
whichwas inconsis tent withthe O TS list.

Inm ate s id entified d u ringintake as havingachronicillne s s are evalu ated and , ifneed e d , provid e d
m ed ication, bu t the baseline chronicillnes s clinicis not cond u cted u ntilthe inm ate reaches his
perm anent facility.



A review ofand interviews withd iabeticinm ate s on insu lin willbe cond u cted and reporte d in the
Stateville report.

O napositive note , labs are consis tently d rawn tim ely priorto the chroniccare clinicvisits .

 C ard iac/H ypertension(25)
 D iabete s (8)
 GeneralM e d icine (0)
 H ighR isk (0)
 H IV Infection/A ID S (0)
 Liver(0)
 P u lm onary C linic(0)
 Seizu re C linic(2)
 TB infection(1)

Cancer

Patient #1
This patient is a53-year-old m an with m etas taticpancreaticcancer who arrived at N R C on
6/13/13 and has be en on am e d icalhold since that tim e to receive treatm ent at U niversity of
Illinois. H e has been se en tim ely at N R C and at U niversity ofIllinois. It d oe s not appearthat he
is enrolled in the chroniccare program , thou ghhe has be en se en regu larly forhis cancerfollow-
u p.

Cardiac/Hypertension

The chroniccare form lists blood pres s u re goals forvariou s d egree s ofcontrolon the back, for
patients withand withou t d iabete s . H owever, the d iabeticblood pres s u re goals are cu t offfrom the
form .

Diabetes

N P H insu linis oftenord ered as anas need e d m e d ication– this is not appropriate u s e ofthis agent.
C linics are not occu rringm ore frequ ently than the antiqu ated Janu ary/M ay/Sept s trategy ou tlined
in the ou td ate d policy from 2002.

Patient #2
This patient is a31-year-old d iabeticwithretinopathy and hypertension who arrived at Stateville
on 5/28/12. H e is on Lantu s , lisinopril, A tenololand sim vastatin. There is an u nd ated and totally
illegible chroniccare note at whichtim e the patient’s blood pres s u re was 152/90.This was d e em e d
faircontroland it d oe s not appearthat any m ed ication changes were m ad e. The form was filed
toward the front ofthe chart, lead ingu s to think it was the m os t recent note . P iled nearit were lab
reports from 11/25/13;however, no A 1cwas obtained . Som e thingind ecipherable was scribble d
in the “f/u appointm ent”box.

There is anotherchroniccare visit d ate d 9/21/13in the sam e illegible scribble. A t this visit, the
patient’s blood pres s u re was 145/92, bu t no change is m ad e to his blood pres su re m ed ication. H is
d iabete s appeared to be u nd erfairly good controlwithan A 1cof7% on9/5/13, ye t his Lantu s
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was increased from 30to 35u nits at bed tim e. H is lipid s were above goaland astatin was ad d e d .
It appears that the provid erwants to s e e the patient back in10d ays, bu t again, it is d ifficu lt to tell
given the natu re ofthe hand writing.

The patient is repeated ly ord ered ibu profen 400-800m gthree tim e s ad ay as nee d e d , whichis
relatively contraind icated givenhis poorly controlled hypertension.

A third chroniccare note is d ate d 5/18/13.There were labs d one three d ays priorto the appointm ent
bu t filed d e epwithin the s tack ofpapers. O fnote , the patient’s TSH has been elevated on several
occasions bu t not explored fu rther.

Patient #3
This patient is a23-year-old type 1d iabeticsince age 17, who arrived at Stateville on8/24/12. H e
is ord ered N P H in the m orningon an as need e d basis ifhis blood glu cose is greaterthan 200and
Lantu s at bed tim e. H e is ord ered twice-d aily A ccu -C heks, bu t the M A R s ind icate that his blood
glu cose is only checked once ad ay in the evening;therefore, there are no d ocu m ente d d os e s of
N P H . H is A 1chas be en s tead ily risingfrom 5.2% on ad m is sion to the m os t recent A 1cof11.4%
in A u gu s t of2013. H is insu lin ord ers have rem aine d alm os t u nchanged forthe entire lengthofhis
s tay d e spite the d ram aticd ecline in his d is ease control.

There was only one chroniccare clinicnote in the healthrecord ;this was d ated 9/21/13and in the
sam e illegible hand writingas the others. H is d iabete s controlwas acknowled ged to be poor, ye t
no change s to his insu lin were m ad e. H e has not been se en forchroniccare follow u psince.

Patient #4
This patient is a32-year-old d iabeticwho arrived at Stateville on 6/1/12on oralm ed s . H e was
s tarte d oninsu linin O ctoberof2012inre sponse to arisingA 1c(9.2%). H is last three chroniccare
clinicvisits occu rred on 2/28/13, 5/18/13, and 9/21/13. A t the 2/28/13visit, he was on Lantu s 40
u nits at bed tim e and N P H in the m orningifhis blood glu cose was greaterthan 200. A ccu -C heks
were ord ered bid bu t only d ocu m ente d in the pm , so no d ocu m ente d d os e s ofN P H were given.

A t the 5/18/13visit, whichis illegible, the A 1cwas im proved at 7.7%. A t the 9/21/13visit, the
A 1cwas u pto 8.7% bu t no ad ju s tm ents to the ins u lin regim en were m ad e. H e has not been se en
since.

General Medicine

Patient #5
This patient is a27-year-old m an withahistory ofO R IFofright tib/fibin 2011who now has the
proxim alfixatingscrew backingou t ofthe IM rod abou t 1-2cm into the soft tis s u e s ofhis lower
extrem ity. This was evid ent at his ad m is sion history and physicalon9/3/13. H e was approved on
10/2/13forortho consu lt forrem ovalofthe hard ware and as ofthe d ate ofou rvisit, he had not
been s e en. D iscu s sion with the sched u ler/m ed icalrecord s s u pervisor, A d rianne, explained that
exces sively longwait tim e s throu ghU niversity ofIllinois-C hicago (5-6m onths)contribu te d to
this d elay. She was u ltim ately able to id entify analternative provid erwithwhom
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W exford has contracted to provid e s ervices and has him sched u led on1/28/14. H e is not enrolled
in the chroniccare program

Patient #6
This patient is a36-year-old m anwithinflam m atory boweld isease on H u m irawho arrived at N R C
on 9/19/13 and was placed on a m ed ical hold . H e was hospitaliz ed twice for flares of his
inflam m atory boweld isease from 11/9–12/15. H e was hou s e d in infirm ary for23hou rs u pon his
re tu rn from the hospitaland he was s e en by the P A on 12/24afterhis re tu rn to N R C . H e is not
enrolled in the chroniccare program

Patient #7
This patient is a31-year-old m anwho arrived at N R C on11/5/13withacom plicated ortho history
ofscaphoid fractu re withnonu nion s/pres ection, fu sion and bone graftingin O ctober2013. H e
was approved forortho follow u pon 12/24and was s e en on 1/17, bu t no report was in the chart.
The report was obtained u pon ou rrequ e s t. The K wires were rem oved at this appointm ent and it
appears the fractu re and fu sion have heale d . H e is to follow u pon an as need e d basis. H e is on a
m ed icalhold . H e is not enrolled inchroniccare program .

HIV Infection/AIDS

H IV and hepatitis C s ervices are provid ed viatelem ed icine from U niversity ofIllinois s taff.

Pulmonary

Patient #8
This patient is a67-year-old m an who was ad m itte d to N R C on 1/14/14withm u ltiple m ed ical
problem s inclu d ingoxygend epend ent C O P D and chronicanticoagu lationforatrialfibrillation. H e
was note d to be short ofbreathon arrivaland ad m itte d d irectly to the infirm ary with C O P D
exacerbation and atrialflu tterwithaheart rate ofapproxim ately 100bpm . It d oe s not appearthat
an IN R was ord ered onad m is sion d e spite his beingon C ou m ad in, whichwas ord ered .

W hile in the infirm ary, he was s e en by the physicianon1/15and 1/17(the d ate ofd ischarge). O n
1/21, it was note d that his IN R had not been checked and was ord ered to be d one that d ay
(ye s terd ay).

Seizure Disorder

Patient #9
This patient is a19-year-old withaseizu re d isord erwho arrived at N R C on 7/13/13and is on
m ed icalhold d u e to an elevated D ilantin level.

TB Infection Clinic

The P A reporte d that treatm ent forlatent T B infection is d elayed u ntilthe patient is transferred to
the parent ins titu tion. She s tate d that she prescribe s patients who are goingto boot cam pR ifam pin
x 4m onths whichis not d irectly observed therapy. She s tate s that she d oe s this inord ernot to hold
u ptheirgoingto cam p.
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A d d itionally, the TB skinte s ts are read at 2:00a.m .,and we have good reason to believe as ares u lt
ofou rd iscu s sions withs taffthat the accu racy ofthe “read ing”is highly qu e s tionable at bes t, often
consis tingofgazingu pon the patient’s arm from the celld ooras he lie s in bed .

Patient #10
This patient was the only patient on IN H treatm ent at the tim e ofou rvisit. H is intake TB skin te s t
was +20 m m on 3/8/13. It was not m entioned on his u nd ated physicalexam . C hes t x-ray was
perform ed on 3/11 and was negative. There is no d ocu m entation of sym ptom as s e s s m ent in
relationshipto the positive skin te s t. H e refu s e d H IV te s tingon intake and it d oe s not appearthat
this was everread d re s s e d withhim as part ofthe TB treatm ent program . H e was transferred to
Stateville M SU on 5/11/13and s tarte d on therapy on 6/3/13. There are chroniccare clinicnote s
on6/3and 7/8;no fu rtherm onthly ass e s s m ents were fou nd inthe chart.R eview ofthe M A R shows
s even m is s e d d os e s ofm ed ication;one refu sal, two no shows, one not in celland three blanks
whichshou ld be treate d as m ed ication errors.

Pharmacy/Medication Administration

P er policy, m ed ication is provid ed in blister pack card s for “keep on person” (K O P ) self-
ad m inistration and single d os e “watch take” ad m inistration by license d m ed ical staff. In
preparation for m ed ication ad m inistration, m e d ical staff id entify the appropriate inm ate
m ed ication ad m inistration record (M A R )and m e d ication blister pack. The appropriate d os e of
m ed ication is rem oved from the blister pack and placed in asm allenvelope labele d with the
patients nam e, nu m ber, cellhou s e location, nam e of m ed ication and d osinginstru ctions. The
m ed icalstaffm em berrepeats this foreachpatient receivingm ed ication. This is d one d u e to cell
hou s e s havingthree tiers and no elevator, so am e d ication cart cannot be u s e d . W hen com plete d ,
the m ed icalstaffm em berproceed s to eachcellhou s e and reports to the cellhou s e officer. The
officeris to e scort the m ed icalstaffto eachcell, open the m ealslot, and the m ed icalstaffm em ber
is to id entify the patient, who is to have water orotherbeverage for inge s tingthe m ed ication.
M e d ical staff is then to ad m inister the m ed ication and check the patient’s m ou th for proper
inge s tion. This is d one by way ofalarge wind ow in the cell. W hen this proces s is com plete d , the
m ed icalstaffm em berre tu rns to the m ed icald epartm ent and d ocu m ents on eachpatient’s M e d ical
A d m inistration R ecord .

O bservation ofm ed ication ad m inistration for cellhou s e s R , S and T yield e d som e significant
is s u e s as follows.

1. U ponarrivalinto the firs t cellhou s e , no secu rity s taffwas available to assis t.
2. W e proceed e d to the next two cellhou s e s and s ecu rity s taffwas not available orsaid the y

were too bu s y to provid e e scort.
3. Inre sponse to qu e s tioningby the m onitor, the m ed icalstaffm em bers tate d he was requ ired

to have asecu rity s taffm em berprovid e e scort.
4. W e proceed e d back to the firs t cellhou s e and there was s tillno secu rity s taffavailable;we

waited .
5. Finally, acellhou s e officerinqu ired what we nee d e d and the m ed icalstaffm em bers tate d

“pillpass,”to whichthe officers tate d he was too bu s y. H e d id rad io asergeant for
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assis tance and , afterapproxim ately 5-10m inu te s , an officercam e into the cellhou s e to
provid e e scort.

6. W e proceed e d to eachcelld ooras ind icated by the m ed icalstaffm em ber. A t no tim e d id
the officeropen the food slot d oorand at no tim e d id the m ed icalstaffm em berrequ e s t the
d oorbe opened .

7. The m ed icalstaffm em berappropriately id entified eachpatient and pass e d the m ed ication
envelope throu ghasm allspace between the celld oorand fram e.

8. The patient wou ld re trieve the envelope, take the m ed ication, open his m ou th for the
m ed icalstaffm em berto observe inges tionand slid e the envelope back ou t.

9. W hen asked as to why the m ealslot d oorwas not beingopened , the officers tate d he was
a “rover” who was ins tru cted to report to the cell hou s e to as sis t with m ed ication
ad m inistrationand as ares u lt d id not have keys to the m ealslots . A d d itionally,whenasked
why secu rity s taffd id not perform the m ou thchecks, the m onitorwas inform ed appropriate
inge s tion was consid ered apart ofm ed ication ad m inistration and , as s u ch, am ed icalstaff
fu nction/responsibility.

10. The m ed icalstaffm em berrepeated the proces s u ntilcom plete d incellhou s e s R and S and
we proceed e d to T.

11. Incellhou s e T , the m ed icalstaffm em berwent to the hou singu nit officerwho was sitting
at his d e sk and said he d id not have tim e to provid e e scort form ed ication ad m inistration.
H e finally rad ioed his s ergeant bu t neverprovid ed any assis tance. Finally, anotherofficer
entered the cellhou s e to d eliver“papers”to the cellhou s e officer. A s she was leaving, she
asked if she cou ld help u s . W e told her what we were tryingto accom plish, and she
im m ed iately said she wou ld provid e e scort, whichshe d id .

12. M e d icationad m inistration forthree cellhou s e s took 45-60m inu te s .

Laboratory

Laboratory services are provid ed throu ghthe U niversity ofIllinois-C hicago H ospital(U IC ). The
com prehensive services m ed icalcontractorprovid e s 2.5FTEs phlebotom ist to d raw and prepare
the sam ple s fortransport to U IC .R e s u lts are electronically transm itte d backto the facility,generally
within24hou rs viasecu re fax line located in the m ed icald epartm ent.There were no reports ofany
problem s withthis s ervice. W e are recom m end ing3.0FTEs forthis facility.

Urgent/Emergent Care

W e fou nd that there are no u s efu llogs available to s elect record s ofpatients beingsent ou t for
u rgent orem ergent problem s. There is alogofinm ate inju ries and aseparate logofofficerinju rie s .
H owever, there is no cu rrent logofem ergencie s d ealt withonsite , so-called u rgent problem s, and
also no logforem ergency send ou ts. W e were told that they som e tim e s lis t u rgent problem s as an
ad d -on to the sick call. This m akes them im pos sible to d iscern. H owever, this particu larstrategy is
not u s e d d u ringevenings ornights orweekend s . In the only em ergency logwe were shown there
has been nothingliste d as occu rringem ergently since A u gu s t of2013. O ne is therefore left to
as s u m e that there have been no em ergencies overthe last five m onths orthere is ad isregard forthe
requ irem ent to track thes e things. A program that d oe s not logand track services, inclu d ing
em ergency services, is u nable to efficiently s elfm onitorand s elfcorrect.
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P atient contacts the officerinthe u nit who notifie s m e d icalstaff. N u rs e orm ed techm ay go onsite
to evalu ate the patient orask the patient to be brou ght to the ER . W e were told initially that the
nu rse m ay review the chart and d ecid e that the patient signs u pfor sick call. W hen qu e s tioned
abou t this, the D O N d enie d that they d o this. There is anu rse as signed exclu sively to u rgent care.

Off-Site Emergencies

Thes e are tracked on the sam e logas u rgent care. C od e 3is m ed icalem ergency and this inclu d e s
anyone the officerfeels nee d s im m ed iate re sponse , not lim ited to m an d own oru nre sponsivene s s .
There is ad e signated cod e team eachshift to re spond to the s e . R N s are assigned 24/7. There is an
on-calld octorand abacku pon-call. R N s are au thorized to s end ou t criticalem ergencie s withou t
waitingfor the physician to call back. They u s e St. Joe’s for em ergency care. O ther m ore
com plicated patients go to U niversity ofIllinois (cancer,neu ros u rgery, H IV ,hepatitis C , e tc).They
have alocked u nit forthe D O C patients . They have acontract to provid e u pto 18ad m is sions and
180onsite consu lts perm onth.

Nursing Telephone Urgent Care Log

It appears they are only trackingthose patients who are s e en – not allcalls. They m ay be m is sing
those who are told to sign u pforsick call, forexam ple. The logneed s to be initiated at the tim e of
the phone call, not in retrospect. D ay shift has anu rse as signed to this pu rpose . O ff shifts are
hand led by whatevernu rse is on d u ty.

Scheduled Offsite Services-Consultations/Procedures

W e u nd ers tand that the policy that the R eception C enter ad here s to is based on patients being
proces s e d throu ghthe relatively qu ickly. H owever, as we learned , greaterthan 500inm ate s had
been assigned to the R eception C enterforgreaterthan 60d ays. Som e ofthes e patients are in the
M SU , others m ay be there on writs and others are d elayed forotherreasons. The end re s u lt is
sim ilarto any otherfacility;N R C m u s t have atrackingsys te m forallsched u led offsite s ervices,
inclu d ingconsu ltations and proced u re s .

W e reviewed three record s ofpatients who were referred forsched u led offsite s ervices and two of
the three were problem atic.

Patient #1
This patient was s e en at the U niversity ofIllinois H eart C enterbecau se ofhis pacem akerand a
prior card iacablation proced u re. H e was to be followed u p two weeks after his 6/6/13 visit.
H owever, there was no record ofthe follow u pappointm ent havingeven been sched u led at the
tim e ofou rvisit. W e checked withthe U niversity ofIllinois H eart C enterand he was not on their
books. The record its elfwas com pletely chaotic.

Patient #2
This patient had ahistory ofcancerwithlu ngsu rgery in 2002. O n 12/11/13, arequ e s t was m ad e
forhim to have aC T scan and M R I ofthe lu ng. This was approved on 12/31/13. A s faras we
know, he went forthe te sts in early Janu ary. A t the tim e ofou rvisit there were no reports in the
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chart and there had beenno follow u pbas ed on the re s u lts in the reports . This was pres ente d to the
N R C s taff.

The site M e d icalD irector m u s t approve all specialty requ e s ts . A pproved requ e s ts then go to
W exford forcollegialreview whichoccu rs weekly. Fors tat consu lts , the provid ercan obtain the
te st, then it goes forretrospective review. W exford u s e s Interqu alcriteria, so ifthe requ e s t m e e ts
criteria, it gets im m e d iately approved by aU M nu rse . O nly those that d on’t m ee t criteriaare
d iscu s s e d at collegialreview. The patient is notified inwritingforallrequ e s ts that are d isapproved .
Sched u lingis d one at the tim e the requ e s t is approved . The goalis u rgent within 2weeks, rou tine
within 1m onth. The agency m ed icald irectorcan overru le d isapprovalby the vend or. There are
three levels ofappealbefore this level. There is a5-d ay tu rnarou nd tim e forappeals. The d enials
are tracked by the Q I com m itte e .

Infirmary

There is anareaat N R C constru cted as aninfirm ary;however, the areahas neverbeen s taffed and
u tilized as an inpatient infirm ary. The areais cu rrently beingu se d form entalhealthobservations
and s ecu rity fu nctions. N R C inm ate s requ iringinfirm ary placem ent are hou s e d in the Stateville
C orrectionalC enterm ed icald epartm ent infirm ary, whichis s taffed 24hou rs perd ay, s even d ays
perweek.

There were fou rN R C patients ad m itte d to the Stateville infirm ary at the tim e ofou rvisit. A llwere
consid ered “chronic”ad m is sions who were hou s ed in the infirm ary longterm . B y policy, thes e
patients requ ire aphysician visit once weekly;however, the N R C M e d icalD irectorwas rou nd ing
onthes e patients at leas t three tim e s aweek at the tim e ofou rreview. C onsid eringthe backlogand
d aily s taffingshortages in the R eception C enter, it was evid ent that the M e d icalD irector’s tim e
wou ld be betterspent where it was m os t nee d e d .

W e reviewed the healthrecord s ofallthe N R C patients hou s e d in the Stateville infirm ary. The
physician’s note s were e s s entially illegible in nearly every ins tance. D e spite the frequ ency of
physician visits , we fou nd that the care was inad equ ate in three ofthe fou rrecord s as d e scribed
below.

Patient #1
This patient was ad m itte d on 1/16/14followingsu rgery to repairinju ries s u s tained by agu nshot
wou nd to the abd om en. The M e d icalD irectorhas been se eingthe patient at leas t three tim e s a
week and his note s are alm os t com pletely illegible. The vitalsign flow she e t had not been fille d
ou t since 1/25/14, thou ghvitals are to be m easu red at leas t weekly perpolicy. The m os t recent s e t
ofvitals contained in the record as ofthe tim e ofou rvisit on 2/24were d ocu m ente d in anu rs e’s
note on2/14;the patient’s blood pres s u re was noted to be qu ite elevated at 156/111u ponhis re tu rn
from aneu ros u rgery appointm ent. It was not repeated .

Patient #2
This patient was ad m itte d to the infirm ary on1/27/14d irectly from D u P age C ou nty H ospitalwith
paraplegiares u ltingfrom agu nshot wou nd to the thoracicspine. H e was on two blood thinners
(C ou m ad in and Lovenox)and his hem oglobin had d ropped significantly from 11.6on
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1/28 to 9.7on 2/17. It was im pos sible to tellif the physician had any plans to inve s tigate this
fu rther, as we cou ld not d ecipherhis note s .

Patient #3
This is a63-year-old m an withahistory of s troke re s u ltingin left sid ed hem iplegiawho was
ad m itte d to the infirm ary on9/27/13. H e also has coronary artery d isease withahistory ofbypas s
s u rgery, d iabete s ,and hypertension. D e spite the s e chronicillnes s e s ,he has not had any blood work
since his ad m is sion, nord oe s he appearto be enrolled in the chroniccare program .

Dental Program

Executive Summary

O n M ay 19and 20, 2014, acom prehensive review ofthe d entalprogram at N R C was com plete d .
Five areas ofthe program were ad d re s s e d , inclu d ing:

1. Inm ate s’access to tim ely d entalcare
2. The qu ality ofcare
3. The qu ality and qu antity ofthe provid ers
4. The ad equ acy ofthe physicalfacilities and equ ipm ent d evote d to d entalcare
5. The overalld entalprogram m anagem ent

The followingobservations and find ings are provid ed .

The clinicitselfconsis ts ofasingle chairand u nit in arathersm allroom . Two connected close t-
sized room s hou s e the d entallaboratory and s terilization area, and are u s e d for the s torage of
instru m ents and s u pplie s. The chairand u nit are over20years old and show wearand tear. Som e
corrosion, fad ingand ru s t is evid ent. C abinetry is sim ilarly old and worn.

The N orthern R eception and C lassification C enter(N R C )is the m ajorreception centerfor the
Illinois D epartm ent of C orrections. Severalhu nd red inm ate s am onth are m oved throu gh the
screeningexam ination proces s , inclu d ingad entalscreeningexam ination. The d entalscreening
exam ination consis ts of avery cu rsory m irror and d irect view exam ination of the intra-oral
stru ctu re s , apanelipse rad iograph, and an insu fficient and ske tchy healthhistory. The te ethare
charted forcarie s and pathology from the m irrorexam ination and the panelips e rad iograph. The
inm ate s tand s d u ringthe exam ination and lightingis poor. The soft tis s u e and extra-oralexam is
inad equ ate and alm os t nonexistent. A s areceptioncenter, this shou ld be the m os t thorou ghpart of
the exam ination. Early d e tection ofsoft tis s u e pathology is centralto s u cces sfu ltreatm ent.

The panelips e rad iographs are taken two at atim e in the sam e sm allroom . The m achine s are abou t
fou rfee t apart and x-rays often taken sim u ltaneou sly. The inm ate s wearno lead apronprotection.
N o signs are poste d warningofrad iation hazard s . This is ad irect violation ofrad iation safety
s tand ard s .

The N R C is areceptioncenterforthe ID O C and contains ad ed icated areaforthe d entalscre ening
exam ination. This areaconsis ts ofthree s m allroom s whichare ad equ ate to m e e t this nee d .
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A m ajorareaofconcern is that com prehensive care was provid ed withou t acom prehensive intra
and extra-oral exam ination and well-d eveloped treatm ent plan. A d ocu m ente d soft tis s u e
exam ination was not provid ed norwas period ontalass e s s m ent part ofthe treatm ent proces s . N o
bitewingnorperiapicalrad iographs were everpart ofthe provid ed care. H ygiene care was never
available norwere oralhygiene ins tru ctions everd ocu m ente d . R e s torations were provid ed from
the inform ation from apanelipse rad iograph. This rad iographis not d iagnos ticforcarie s.

M any, m any record entries provid ed pain m ed ication and /or antibiotics with no d ocu m ente d
exam ination ord iagnosis. There is no ind icationwhy they were prescribed .

A nother areaof concern was d ental extractions. A ll d ental treatm ent shou ld proceed from a
d ocu m ente d d iagnosis. The reason forextractions shou ld be part ofthe record entry. In none of
the record s exam ined was ad iagnosis or reason for extraction d ocu m ente d . D ocu m entation,
overall, was very poor.

A d d itionally, antibiotics were prescribed prophylactically afterevery extractionwithno d iagnosis
orind icationwhy there were provid ed . This is not as tand ard ofcare.

P artiald entu re s shou ld be constru cted as afinalstepin the s equ ence ofcare d elivery inclu d e d in
the com prehensive care proces s . A record review revealed that allpartiald entu re s proceed e d
withou t acom prehensive exam ination and treatm ent plan. P eriod ontalas s e s s m ent and treatm ent
was not provid ed . O ralhygiene ins tru ctions were never inclu d e d . It was alm os t im pos sible to
d em ons trate that allfillings and extractions were com plete d prior to im pre s sions. P eriod ontal
healthwas neverd ocu m ente d .

A t N R C , sick callis access e d throu ghthe inm ate requ e s t form . Em ergencies can be called in by
s taffand are s e en that d ay. There was no realtriage sys te m inplace to evalu ate u rgent care need s ,
i.e ., pain and swelling. Inm ate s withu rgent care com plaints from the requ e s t form often took six
to s even d ays to be s e en by the d entis t orotherappropriate healthcare provid er. Thes e inm ate s
shou ld be s e enwithin24-48hou rs from the d ate ofthe requ e s t form .

In none ofthe record s reviewed was the SO A P form at beingu se d . Treatm ent was provid ed with
little orno inform ation ord etailpreced ingit. R ecord entries d id not inclu d e clinicalobservations
ord iagnosis to ju s tify treatm ent. A s the overwhelm ingm ajority ofinm ate s at the N R C are there
foravery short tim e, the em phasis at the N R C shou ld be ad d re s singu rgent care need s inatim ely
m anner.

Failed appointm ents were aseriou s problem at the N R C . A rate as highas 43% was fou nd . This is
an u nacceptably highpercentage and reflects realm ism anagem ent ofthe u rgent care triage and
sched u lingproces s . B ecau se m os t inm ate s are there s u ch ashort tim e, by the tim e they are
sched u led to be s e en, they have transferred to anotherinstitu tion.

M e d icalcond itions that requ ire precau tions and consu ltation withm ed icalstaffprior to d ental
treatm ent shou ld be welld ocu m ente d in the healthhistory s ection ofthe d entalrecord and “red
flagged ”to bringthem to the im m ed iate attention ofthe provid er. The precau tions taken shou ld
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also be welld ocu m ente d inthe record entry. A nticoagu lant therapy is agood bellwethercond ition
to track the above. N one ofthe record s exam ined were “re d flagged ”foranticoagu lant therapy.

Inm ate [redacted] was onC ou m ad intherapy and had tooth#19extracted withou t m entionin the
d entalrecord . N o precau tions were taken ord ocu m ente d priorto the extraction.

Inm ate [redacted] was on P lavix anti-coagu lant therapy and had te e thextracted and not
ad d re s s e d in the d entalrecord . W henasked , the d entis t said it was m anaged correctly bu t not
d ocu m ente d . B lood pres s u re s shou ld , at the leas t, be taken onpatients withahistory of
hypertension. W henasked , the clinician ind icated that she d oe s not rou tinely take blood
pres s u re s on thes e patients .

The s terilization areais in asm allclose t-like room ad jacent to the clinic. It was ratheru nkem pt
and clu ttered . The s terilizationflow from d irty to sterile was not inplace. The u ltra-sonicu nit was
between the sink and the s team au toclave. Flow shou ld be from u ltra-sonic, to sink, to packaging
area, to au toclave, to storage. A lso, there was not abiohazard warningsign poste d in the
s terilizationarea.

Safety glas se s were not always wornby patients d u ringtreatm ent. N o rad iationhazard signs were
poste d in the areawhere x-rays are taken.

Staffing and Credentialing

N R C has ad ental s taff of one fu ll-tim e d entis t, one 20-hou r part-tim e d entis t, two fu ll-tim e
assis tants ,and afu ll-tim e hygienist.This shou ld be ad equ ate to provid e m eaningfu ld entalservices
forN R C ’s 2000inm ate s . D r. M itchellis em ploye d by the ID O C and allthe re s t ofthe s taffare
contracted by W exford H ealthServices.

C P R trainingis cu rrent on alls taff, allneces sary licensingis on file, and D E A nu m beris on file
forthe d entis t.

C hris Lu cey is also anas sis tant at Stateville C C . The d entis ts from Stateville are available to help
at the N R C whenneed e d . Infact, they are re sponsible form os t ofthe screeningexam inations d one
at the N R C .

Staffingis ad equ ate to m ee t the ne e d s ofthe N R C .

Recommendations: N one

Facility and Equipment

The clinicconsis ts ofasingle chairand u nit whichis over20years old and showingwearand tear.
Som e corrosion, fad ingand ru s t is evid ent. C abinetry is sim ilarly old and worn. The com pre s sor
is in good cond ition. H and ins tru m ents are in good cond ition and ad equ ate. The x-ray u nit is old
bu t ingood repair. H and pieces are old and m any are not fu nctioning.
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The clinicitselfconsis te d ofasingle u nit situ ate d inasm allbu t ad equ ate spaces. Free m ovem ent
arou nd eachu nit is acceptable P rovid erand as sis tant have ad equ ate room to work. There are two
close t-sized room s ad jacent to the clinicforstorage, the d entallab, and forsterilization. O verall,
the clinicwas wellenou ghequ ipped and D r. B rown felt allequ ipm ent was in good shape and
fu nctional. She expres s e d som e d ifficu lty ingettingequ ipm ent repaired d u e to alack offu nd s and
ad m inistrative s u pport.

The areaand room s where the screeningexam s are provid ed shou ld have chairs and be better
lighted . The panelipse x-ray u nits are old bu t s e e m to fu nction O K .

Recommendations:
1. The chairand u nit shou ld be consid ered forreplacem ent in the nearfu tu re. H and piece s

shou ld be repaired .
2. The exam inationroom s forthe screeningexam s shou ld be betterequ ipped . P atients shou ld

be s eate d and lightingshou ld be ad equ ate forthe exam .

Sanitation, Safety, and Sterilization

W e observed the sanitation and s terilization techniqu e s and proced u re s . Su rface d isinfection was
perform ed between eachpatient and was thorou ghand ad equ ate. P roperd isinfectants were being
u se d . P rotective covers were u tilized on m any ofthe s u rfaces.

A n exam ination of instru m ents in the cabinets reveals that m os t were properly bagged and
s terilized . The intake screeningexam ination m irrors were bagged and s terilized in bu lk. A fter
observinghow they are m anaged d u ringthe exam ination proces s , whichwas u nsanitary, perhaps
is wou ld be be s t to bagthem ind ivid u ally. A llhand pieces were s teriliz ed and in bags.

The s terilizationareais inasm allclose t-like room ad jacent to the d entalclinic.It is ratheru nkem pt
and clu ttered . It has inad equ ate work space to m aintain proper sterilization flow from d irty to
s terilized to storage. The u ltrasoniccleanersits between the sink and the au toclave. There was not
abio hazard labelpos te d in the s terilizationarea.

Safety glass e s were not always worn by patients . E ye protection is always neces sary, forpatient
and provid er.

I also observed that no warningsign was pos te d where x-rays were beingtaken to warn pregnant
fem ales ofpos sible rad iation hazard s .

Recommendations:
1. That the s terilization areabe neatened and every attem pt m ad e to correct the s terilization

flow. It m ay m eanreconfigu ringthe space and the s torage u tilization therein.
2. That safety glasse s be provid ed to patients while they are beingtreated .
3. That abiohazard warningsign be pos te d in the s terilizationarea.
4. A warningsignbe poste d in the x-ray areato warnofrad iationhazard s , e specially pregnant

fem ales .
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Review Autoclave Log

I looked back two years and fou nd the s terilization logs to be in place. They showed that
au toclaving was accom plished weekly and d ocu m ente d . They u tilize the Schein M axi-te s t
biological vial sys te m with the incu bator in the s terilization area. N o negative re s u lts were
obtained . I d id observe that no biohazard warningsignwas poste d in the s terilizationarea.

Comprehensive Care

W e reviewed 10d entalrecord s ofinm ate s inactive treatm ent classified as C ategory 3patients .

A s areceptioncenter, only avery sm allpercentage ofthe popu lation is actu ally d e signated to this
ins titu tion. It repres ents abou t 10% ofthe popu lationat the N R C , and the s e inm ate s are hou s e d in
the m inim u m -secu rity u nit. This is the popu lation that shou ld be consid ered forcom prehensive
care. They willbe there longenou ghto be eligible and available forthis levelofcare. W ith90%
ofthe popu lation as very short-term screeningand clas sification inm ate s , this is where the vast
m ajority ofd entalresou rces shou ld be d irected at the N R C .This popu lationneed not be consid ered
for rou tine care. They willreceive that levelof care at their d e signated ins titu tion. The m ain
em phasis at the N R C shou ld be ad d re s singem ergencie s and u rgent care and provid ingthe
screeningexam inations. A cces s to care throu ghthe sick callproces s becom es allim portant. A ll
com plaints ofpain orswellingshou ld be s e en within 24-48hou rs, that is, the next workingd ay
from receipt ofthe com plaint.

B ecau s e ofthe rapid tu rnoverofinm ate s , m os t ofthe record s reviewed were very recent, and I
focu se d on inm ate s who received rou tine operative d entis try, that is, perm anent fillings. M any, if
not m os t, ofthes e inm ate s were from the transient, short-term popu lation.

O ne ofthe m os t basicand e s s entialstand ard s ofcare in d entis try is that allrou tine care procee d
from a thorou gh, well d ocu m ente d intra and extra-oral exam ination and a well-d evelope d
treatm ent plan, to inclu d e allneces sary d iagnos ticx-rays . A review of10record s revealed that
no com prehensive exam ination was perform e d and no treatm ent plans d eveloped . N o
exam ination of soft tis s u e s or period ontalass e s s m ent was part of the treatm ent proces s . N o
bitewingorperiapicalx-rays were everpart ofthe treatm ent. H ygiene care was neverprovid e d
as part ofthe treatm ent. O ralhygiene ins tru ctions were never d ocu m ente d . R e s torations were
provid ed from the inform ationfrom the panorex rad iograph. This rad iographis not d iagnos ticfor
carie s.

M any, m any record entries provid ed pain m ed ication and /or antibiotics with no d ocu m ente d
exam ination ord iagnosis. There was no ind ication why they were provid ed . A n exam ple was a
record entry from 3/24/14. It read :“R/E exam ;R x Ibu profen400m gx 30;N .V . am algam s #’s 29,
30, 31.”

M any, m any record entries also were n/s (no show)and /orre sched u le. W hen asked , the d entis t
said patients were re sched u led ord id not show foravariety ofreasons.Thes e inclu d e d no assis tant,
inm ate transferred , s ecu rity is s u e s , qu arantine, and the inm ate ju s t d id not show. This is s u e is
ad d re s s e d in the failed appointm ent s ection ofthis report.
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Recommendations:
1. C om prehensive “rou tine”care be provid ed only from awell-d eveloped and d ocu m ente d

treatm ent plan.
2. The treatm ent plan be d eveloped from athorou gh, well-d ocu m ente d intraand extra-oral

exam ination, to inclu d e aperiod ontalas s e s s m ent and d etaile d exam ination of all soft
tis s u e s .

3. Inallcase s , that appropriate bitewingorperiapicalx-rays be taken to d iagnose carie s.
4. H ygiene care be provid ed as part ofthe treatm ent proces s .
5. That care be provid ed s equ entially, beginning with hygiene s ervices and d ental

prophylaxis.
6. That oralhygiene ins tru ctions be provid ed and d ocu m ente d .
7. P rovid e com prehensive, rou tine care only to the d e signated , longterm popu lation.

Dental Screening

W e reviewed 10inm ate d entalrecord s that were received from the reception centers within the
past 60d ays to d eterm ine ifscreeningwas perform ed at the reception centerand apanoram icx-
ray was taken. (A d m inistrative D irective 04.03.102page 2, A C A Stand ard 4-4360).

The reception screeningconsis ts of severalstations in linear su cces sion. Inm ate s go from one
s tation to the next u ntilthey are com plete d . M e d ical, m entalhealth, and d entalare allinclu d e d as
s tations in this proces s .

The d entalscreeningexam inationconsis ts ofacu rsory m irrorand d irect view exam inationofthe
intra-oralstru ctu re s , apanelipse rad iograph, and avery ske tchy health history. The te e thare
charted forpathology from the d irect exam ination and from the panelipse x-ray. O ne d entis t was
there to screen over70inm ate s . I was told there are often m ore. The inm ate was s tand ingwhile
beingexam ine d . The exam iner’s hand s neverentered the oralcavity. The exam was very qu ickly
d one, takingabou t 15second s . Lightingwas poor. M irrors cam e from abu lk package ofs teriliz e d
m irrors from the N R C d entalclinic. The panelipse x-rays are taken two at atim e in the sam e
sm allroom . The m achine s are abou t three to fou rfee t apart. They are often taken sim u ltaneou sly.
The inm ate s wearno lead apron protection, norare there any signs warningofrad iation hazard .
The rad iographs are taken and d eveloped by inm ate s from the m inim u m s ecu rity u nit, asatellite
ofN R C . They also reload the cas se tte s that hold the film . The film s are d evelope d , d ate d and
labele d withinm ate inform ation. They m ake it to the m ed icalrecord from there.

Severalareas ofconcernare evid ent.

V ery little aread isinfection orclinician hygiene took place between patients . Gloves were not
consis tently changed between patients . Even thou ghthey only held the m irrorhand le and never
entered the inm ate’s m ou th, gloves shou ld be changed betweenpatients .

M irrors were grabbed haphazard ly from the pile in the opened bu lk bag.

A llin all, the exam is inad equ ately cu rsory. Inappropriately, m any institu tions u s e this exam as a
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com prehensive exam from whichtreatm ent is d elivered . The soft tis s u e e xam shou ld be m ore
thorou gh.

Inm ate s are provid ed no protection from rad iation while the panelipse is beingtaken. They s tand
three to fou rfee t from eachotherwhile x-rays are taken sim u ltaneou sly.

C arie s are charted on the d entalrecord from the panelips e x-ray.

The healthhistory is ske tchy and qu ickly taken. C ond itions that m ight requ ire m ed icalconsu ltation
prior to treatm ent, e .g., anti-coagu lant therapy, are not red flagged to captu re the im m ed iate
attention ofthe clinicians.

Recommendations:
1. P rovid e am ore thorou ghsoft tis s u e e xam ination. This is the m os t im portant part ofthe

screeningexam and shou ld inclu d e intra-oralpalpation and awell-lighted exam ination of
allsoft tis s u e s u rfaces.

2. N ote pathology s e en on the panelipse rad iograph. D o not d iagnose s m allcariou s le sions
from this rad iograph.

3. D o not provid e com prehensive rou tine care from this exam ination. This is ascreening
exam ination.

4. D o not take the panelipse rad iographsim u ltaneou sly withinm ate s s tand ingnext to each
other. This is ad irect violation ofrad iation safety. P rovid e protective lead aproncoverage
to the inm ate receivingthe x-ray.

5. P lace signage in the rad iographareawarningofrad iationhazard .
6. Ind ivid u ally bagand s terilize the m ou thm irrors oru s e d isposable m irrors.
7. W ashhand s and change glove s betweenpatients .
8. Take am ore thorou ghhealth history and “red flag” health is s u e s that requ ire m ed ical

attentionpriorto d entaltreatm ent.

Extractions

W e reviewed 10d entalrecord s ofd entalsu rgicalinm ate s to d e term ine if:
1. R ecent pre-operative rad iographs reflectingthe cu rrent cond itionoftoothextracted .X -rays

m u s t be ofd iagnos ticvalu e showingapices ofte e th.
2. R eason forextraction is d ocu m ente d .
3. C onsent form is u s e d and signed by the patient.

O ne ofthe prim ary tene ts ind entis try is that alld entaltreatm ent proceed s from awell-d ocu m ente d
d iagnosis. In none ofthe record s exam ined was ad iagnosis orreason forextraction inclu d e d as
part ofthe d entalrecord entry. D ocu m entationwas very poor.

A d d itionally, antibiotics were provid ed to every patient pos t-operatively who had a d ental
extraction, evenifnot ind icated .This is not as tand ard ofcare noranappropriate u s e ofantibiotics.
It shou ld cease im m ed iately. There is no reasonto give antibiotics rou tinely afterextractions. The y
shou ld be prescribed appropriately and only whenind icated .
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Recommendations:
1. A d iagnosis orareason forthe extraction be inclu d e d as part ofthe record entry. This is

be s t accom plished throu ghthe u s e ofthe SO A P note form at, e specially forsick callentrie s .
It wou ld provid e m u chd e tailthat is lackinginm os t d entalentries observed . Too often, the
d ental record inclu d e s only the treatm ent provid ed with no evid ence as to why that
treatm ent was provid ed .

2. P rovid e antibiotics appropriately from ad iagnosis and only when ind icated .

Removable Prosthetics

W e reviewed d ental record s of five patients havingreceived com plete d partial d entu re s to
d e term ine ifre s torative proced u re s were com plete d prior to fabrication ofpartiald entu re s (68-
M ED -12D entalServices D . P rovision ofD entalC are page 4#5and #9).

R em ovable partiald entu re pros the tics shou ld proceed only afterallothertreatm ent record ed on
the treatm ent plan is com plete d . The period ontal, operative and oralsu rgery ne ed s allshou ld be
ad d re s s e d firs t.

I was able to find three patients withpartiald entu re s cons tru cted orbeingconstru cted . The partial
d entu re s are constru cted throu gh Stateville C C , the parent ins titu tion. A com prehensive
exam ination and treatm ent plan was neverpart ofthe treatm ent proces s . P eriod ontalass e s s m ent
and treatm ent was not provid ed in any of the record s . B ecau se there is no com prehensive
exam ination orany treatm ent plans d eveloped and d ocu m ente d in any ofthe record s , it is alm os t
im pos sible to ascertain ifallneces sary care, inclu d ingoperative and /ororalsu rgery treatm ent, is
com plete d priorto fabrication ofrem ovable partiald entu re s .

Recommendations:
1. A com prehensive exam ination and well d eveloped and d ocu m ente d treatm ent plan,

inclu d ingbitewingand /orperiapicalrad iographs and period ontalass e s s m ent, preced e all
com prehensive d entalcare, inclu d ingrem ovable prosthod ontics.

2. That period ontalas s e s s m ent and treatm ent be part ofthe treatm ent proces s and that the
period ontiu m be s table before proceed ingwithim pres sions.

3. That alloperative d entis try and oral su rgery as d ocu m ente d in the treatm ent plan be
com plete d before proceed ingwithim pres sions.

Dental Sick Call

Inm ate s access care viaan inm ate requ e s t form . Em ergencies can be called in by s taffand D r.
B rownsays she atte m pts to s e e them that d ay. Inm ate requ e s ts are logged into alarge bou nd led ger
ind icatingcom plaint, d ate ofrequ e s t and d ate of appointm ent. The requ e s ts are reviewed and
som ewhat prioritized by the u rgency natu re ofthe requ e s t. This is not am eaningfu ltriage sys te m .
Innone ofthe record s reviewed was m ention m ad e ofthe inm ate com plaint. N o observations were
note d . N o as s e s s m ents were m ad e. The only entry is the provid ed treatm ent. O ften the treatm ent
was pain m ed ication orantibioticwithno d ocu m entationas to why they were prescribed .

I extrapolated figu re s from this O ffend erR equ e s t Log. O naverage, 12requ e sts are received by
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the d entalclinicd aily. O fthose , abou t 50% are withcom plaints ofpain, swelling, ortoothache s.
Lookingat those requ e sts forFebru ary, M arch,and A pril, the average appointm ent d ate was s even
d ays from the d ate ofthe requ e s t. Every effort shou ld be m ad e to evalu ate the s e inm ate s inperson
within24-48hou rs from receipt ofthe requ e s t form .

In none ofthe d entalrecord s reviewed was the SO A P form at beingu se d . A s are s u lt, treatm ent
was u s u ally provid ed withlittle inform ation ord etailpreced ingit. Sick callrecord entrie s d id not
inclu d e clinicalobs ervations or d iagnosis to ju s tify provid ed treatm ent. The u s e of the SO A P
form at wou ld insu re that awell-d eveloped d iagnosis wou ld preced e alltreatm ent. R ou tine care
was not provid ed at the s e appointm ents .

Recommendations:
1. Im plem ent the u s e ofthe SO A P form at forsick callentries . It willass u re that the inm ate’s

chief com plaint is record ed and ad d re s s e d and a thorou gh focu se d e xam ination and
d iagnosis preced e s alltreatm ent.

2. D eveloparequ e s t/sick callsys te m that insu re s that inm ate s com plainingofpain/swelling/
toothache s are s e en by aprovid erand evalu ated within 24-48hou rs from receipt ofthe
requ e s t.

Treatment Provision

Inm ate s requ e s t care viathe inm ate requ e s t form em ergency slips. The C M T collects them at the
u nits and pu ts them in abox ou tsid e of d ental. The requ e s t form s them s elves are triaged and
appointm ents prioritized bas ed on the u rgency natu re of the requ e s t. N o form altriage sys te m
exis ts .

Inm ate s can seek u rgent care viathe requ e st form orifthey fe eltheirne ed is an em ergency by
contactinginstitu tion s taff, who thencallthe d entalclinicwiththe inm ate’s com plaint. D r. B rown
said she m ake s every attem pt to s e e those patients that d ay.Extrapolatingfigu res from the O ffend er
R equ e s t Log, I d eterm ined that the average wait tim e for inm ate s with com plaints of
pain/swelling/toothache was seven d ays from the tim e ofthe s u bm is sion ofthe requ e s t form u ntil
they were sched u led . A review ofseveralrecord s revealed that they were often s e en laterthan that
d u e to the highno show and re sched u le rate. M any ofthe inm ate s had transferred ou t ofN R C by
the tim e oftheirappointm ent. The d entalprogram at N R C shou ld be basically asick callpractice.
A d d re s singu rgent care com plaints shou ld be aprim ary m is sion of the d entalprogram at this
ins titu tion. They shou ld be s e en in a tim ely and exped itiou s m anner and their com plaints
ad d re s s e d .

R ou tine care is access e d from the requ e s t form .They are s e enwithin14d ays and treatm ent s tarte d .
There is no waitinglist and re sched u le s are s e en within 14d ays. A lthou ghthe s ys te m s e e m s fair
and equ itable, this care shou ld be available to the d e signated popu lation at the M SU only. O nly
palliative care need be provid ed to the orientation popu lation. This grou prepres ents over90% of
the popu lation.

Recommendations:
1. D evelopasys te m s u chthat u rgent care com plaints (pain, swelling, toothache s)are s e en
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in person for evalu ation and triage by the next workingd ay, and that care be provid ed
exped itiou sly. O therwise, the s e inm ate s are transferred and gone iftoo m u chtim e elapse s .
This shou ld be aprim ary m is sionat N R C .

2. P rovid e rou tine com prehensive care to the d e signated M SU popu lation only.

Orientation Handbook

The N R C is inclu d e d in the Stateville O ffend er O rientation M anu al. It ad d re s s e s the orientation
screeningexam , bu t in little d e tail. O nly that the inm ate willreceive one as soon as pos sible. It
explains how to access em ergency care bu t d oe s not explainthe requ e s ts form s ys te m foraccessing
u rgent and rou tine care. It d e scribes the hou rs ofoperation, partiald entu re s , appointm ents and
cleanings.

Recommendations:
1. Ins u re that the orientation m anu ald e scribe s fu lly and accu rately how inm ate s can acces s

bothu rgent and rou tine care viathe inm ate requ e s t form s ys te m .

Policies and Procedures

The Ins titu tional D irectives and policie s are m aintained in the A s sis tant W ard en’s office at
Stateville C C and apply to boththe N R C and Stateville. I willreview them at Stateville C C .

Recommendations: N one

Failed Appointments

It becam e qu ickly apparent that faile d appointm ents were arealproblem at the N R C . To gets a
m ore accu rate pictu re ofthe problem , I chose the 23d ays ofappointm ents in M archand A pril.
This s e e m e d to repres ent an accu rate sam ple. For those 23 d ays, there were 409 sched u le d
appointm ents . O fthat nu m ber, 165patients were actu ally se en. This repres ents only 40% ofthe
patients who were sched u led . The re s t were re sched u led , transferred ,orno showed . O fthe patients
who cou ld have been se en(sched u led m inu s transferred ), 43% failed theirappointm ent. The 20%
who were transferred reflect the tim e from when they were logged into the appointm ent book to
when they were sched u led and the u nd ers tand able highand rapid tu rnoverrate at the N R C .

Thes e are alarm ingnu m bers and reflect aprobable seriou s m ism anagem ent ofthis popu lation.

Recommendations:
1. A s m entioned in othersections ofthis report, the focu s ofthe d entalprogram at the N R C

shou ld reflect the m issionofthe ins titu tion. A lm os t allresou rces shou ld be d irected toward
s e eingu rgent care com plaints from the u nd e signated , short term popu lation and in
provid ingthe screeningexam inations. Every effort shou ld be m ad e to s e e inm ate s
com plainingofpain or swellingin atim ely m anner, within 24-48hou rs. Thes e inm ate s
nee d not be sched u led foroperative d entis try. O nly palliative care need be provid ed . A
sick-callsys te m shou ld be e s tablished that canaccom plishthis goal. A d m inistrationshou ld
be involved in this project and inas sis tingthe d entalprogram ingettinginm ate s
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to the clinicfor their appointm ent. The inm ate hand book shou ld m ake it clear who is
eligible forrou tine care.

Medically Compromised Patients

N o s ys te m is inplace to id entify m ed ically com prom ised patients and red flagthose that m ay ne ed
m ed icalconsu ltation priorto d entalproced u re s . The healthhistory review and d ocu m entation is
very cu rsory from the N R C screeningexam ination.

Inm ate [redacted] was onC ou m ad intherapy and had tooth#19extracted . N o m entionwas m ad e
in the d entalrecord and no precau tions were ad d re s s e d ord ocu m ente d priorto the extraction.

Inm ate [redacted] was on P lavix anti-coagu lant therapy and this was not ad d re s s e d in the d ental
record prior to ad entalextraction on 5/13/14. W hen asked , D r. B rown says it was m anaged
properly, bu t not d ocu m ente d in the d entalrecord .

W henasked , D r. B rownind icated that she d oe s not rou tinely take blood pres s u re s onpatients with
ahistory ofhypertension.

Recommendations:
1. That the m ed icalhistory s ection ofthe d entalrecord be kept u pto d ate and that m ed ical

cond itions that requ ire specialprecau tions be red flagged to catchthe im m e d iate attention
ofthe provid er.

2. That blood pres s u re read ings be rou tinely taken ofpatients withahistory ofhypertension,
e specially priorto any s u rgicalproced u re.

3. That the healthhistory be ad d re s s e d and u pd ated on every patient and that consu ltation
withm ed icalbe provid ed and d ocu m ente d when ind icated . This is s u e is s eriou s and nee d s
to be corrected im m ed iately.

Specialists

D r. Fred erick C raig, oralsu rgeon, is u tilized by the N R C fororalsu rgery s ervices. The inm ate s
are sched u led and m anaged from the Stateville C C parent ins titu tion. B othinstitu tions also u s e
Joliet O ralSu rgeons form ore com plicated generalane s the siacase s and forfacialfractu re s . N one
ofthe inform ationwas m aintained at the N R C

Recommendations: N one.

Dental CQI

The d ental program contribu te s m onthly d ental s tatis tics to the C Q I com m itte e . The N R C
participate s withthe Stateville C C , C Q I com m itte e m e e tings, as part ofthe entire d entalprogram .
Thes e m inu te s are m aintained at Stateville C C . N o s tu d ie s were in place forthe N R C at the tim e
ofthis visit. In light ofthe nu m berofprogram weakne s s e s , this is u nacceptable.

Recommendations:
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1.The C ontinu ingQ u ality Im provem ent proces s shou ld be u s e d e xtensively and continu ou sly
to assis t incorrectingthe d eficiencie s note d inthe bod y ofthis report. A good s tartingpoint
wou ld be to focu s on ad d re s singu rgent care need s inatim ely and efficient m anner.

Continuous Quality Improvement

From ou rreview ofm inu te s and d iscu s sion withthe D irectorofN u rsing, the H ealthC are U nit
A d m inistratorhas not been overse eingthis program . W e were shown m inu te s , bu t the m inu te s
only contained s tu d ie s perform ed at Stateville. A s we have said earlier, withou t s tronglead ership
insu ringthat the infrastru ctu re is in place, m eaningthat logs are conscientiou sly m aintained and
therefore u tilized in ord erto d o m onitoring, the qu ality im provem ent program has no pos sibility
ofbeingeffective. Su chlogs inclu d e areceptionproces singlog, asick calllog, an u rgent care log,
an em ergency send ou t logand asched u led offsite visit log. W ithou t the s e s tru ctu ralelem ents ,
s elf-m onitoringis extrem ely d ifficu lt, if not im pos sible. In ou r view, the qu ality im provem ent
program at N R C is not fu nctionaland requ ire s acom plete overhau l.
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Recommendations

Leadership and Staffing:
1. N R C warrants alead ershipteam com parable to any otherbu s y prison, inclu d ingaM ed ical

D irector, aH ealthC are A d m inistratorand aD irectorofN u rsing.
2. N R C nee d s its owns taffinggrid withsu fficient staffd ed icated to m ee tingthe s ervice need s

ofN R C .

Clinic Space and Sanitation:
1. There shou ld be ad e signated exam room in eachhou singu nit appropriately equ ipped for

cond u ctingsick call.

Reception Processing:
1. The policy approach to N R C is inconsis tent with the reality of service d em and s . The

ass u m ption that patients have theirm ed icalintake com plete d within aweek and then are
transferred ou t is not applicable to a su bs tantial nu m ber of patients . Therefore, this
philosophy m u s t be changed . This is e specially tru e forpatients withchronicd is ease s or
who need sched u led offsite s ervices.

2. The intake as s e s s m ent by an ad vanced levelclinician m u s t inclu d e qu e s tions regard ing
cu rrent s ym ptom s and inclu d e the d evelopm ent ofaproblem list and relevant plan.

3. Su fficient re sou rces shou ld be available s u chthat the physicalexam s can be com plete d
withinone week ofarrival.

4. N R C m u s t begin conscientiou sly u singlogbooks, either paper or electronic, for intake
proces sing.

Intrasystem Transfer:
1. The intrasys te m transferproces s m u s t be d e signed to insu re continu ity ofcare forid entifie d

problem s.

Medical Records:
1. The m ed icalrecord s ofpatients at N R C who rem ainbeyond two weeks orwho are hou s e d

at the m inim u m -secu rity u nit m u s t be m anaged in exactly the sam e m anneras patients at
any perm anent ins titu tion.

2. M e d icalrecord s s taffingm u s t be ad equ ate to insu re that record s ofpatients who s tay m ore
than two weeks orwho are hou s e d in M SU are m aintained in the sam e m annerperD O C
policy as record s at perm anent ins titu tions.

Sick call:
1. O fficers m u s t be elim inated from the proced u re s that enable inm ate s to requ e st healthcare

services;thu s , inm ate s m u s t eitherplace the requ e s ts in alockbox orgive them to health
care s taff.

2. There m u s t be ongoingprofes sional perform ance review of both nu rse sick call and
ad vanced levelclinician sick call, whichinclu d e s fee d back on ind ivid u alcase s in ord erto
im prove profe s sionalperform ance.

3. N R C m u s t beginconscientiou sly u singlogbooks, eitherpaperorelectronic, forsick call.
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Chronic Disease:
1. The policy regard ingchronicd isease s m u s t be that patients who rem ainbeyond two weeks

m u s t have theirinitialchroniccare visit at N R C before atotalof30d ays have passe d . This
is clearly the case rou tinely withhighersecu rity inm ate s .

2. N R C m u s t beginconscientiou sly u singlogbooks, eitherpaperorelectronic, forthe chronic
d is ease program .

Medication Administration:
1. M e d ication ad m inistration m u s t inclu d e ad e signated officerto e scort the nu rse and insu re

that patients appropriately id entify them s elve s withtheirID card , that they bringwaterin
acontainer so as to inge s t the m ed ication, and so that the officercan d o am ou thcheck
afteringe s tion.

Urgent/Emergent Care:
1. N R C m u s t begin conscientiou sly u sing logbooks, either paper or electronic, for

u rgent/em ergent care.

Scheduled Offsite Services-Consultations/Procedures:
1. P atients whose problem s requ ire sched u led offsite s ervices who are ahigher level of

secu rity m u s t have those sched u led while at N R C .
2. N R C m u s t beginconscientiou sly u singlogbooks, eitherpaperorelectronic, forsched u le d

offsite s ervices.

Continuous Quality Improvement:
1. The qu ality im provem ent program m u s t be reenergized withknowled geable lead ershipthat

has been provid ed specifictraining regard ing qu ality im provem ent philosophy and
m e thod ology.

2. The lead ershipofthe continu ou s qu ality im provem ent program m u s t be re trained regard ing
qu ality im provem ent philosophy and m e thod ology, alongwith stu d y d e sign and d ata
collection.

3. This trainingshou ld inclu d e how to s tu d y ou tliers inord erto d eveloptargete d im provem ent
s trategie s.
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Appendix A –Patient ID Numbers

Intrasystem Transfer:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

P atient #9 [redacted] [redacted]

P atient #10 [redacted] [redacted]

P atient #11 [redacted] [redacted]

P atient #12 [redacted] [redacted]

P atient #13 [redacted] [redacted]

P atient #14 [redacted] [redacted]

P atient #15 [redacted] [redacted]

P atient #16 [redacted] [redacted]

Provider Sick Call:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

Scheduled Offsite Service:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

Chronic Disease Management:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]
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P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

P atient #9 [redacted] [redacted]

P atient #10 [redacted] [redacted]

Infirmary:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]
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Overview

O nFebru ary 26-28, 2014we visited the D ixon C orrectionalC enter(D C C )inD ixon, Illinois. This
was ou rfirs t site visit to D C C and this report d e scribe s ou rfind ings and recom m end ations. D u ring
this visit, we:

 M e t withlead ershipofcu s tod y and m ed ical
 Tou red the m ed icalservices area
 Talked withhealthcare s taff
 R eviewed healthrecord s and otherd ocu m ents
 Interviewed inm ate s

W e thank W ard en C hand lerand hers tafffortheirassis tance and cooperation in cond u ctingthe
review.

Executive Summary

D ixon is am u lti-m is sionprison that hou s e s m ale offend ers withspecialneed s inclu d ingseriou sly
m entally ill, d evelopm entally d isabled and geriatricinm ate s with cognitive and /or m obility
im pairm ents , and ahospice program . The cu rrent popu lation is 2349inm ate s . The ins titu tion is
not areception centerbu t has a28-bed infirm ary and m entalhealthm is sion. A pproxim ately 70%
orm ore are on m ed ications.

The vacu u m oflead ershipfrom the M e d icalD irectorposition, the D irectorofN u rsingposition
and the H ealthC are U nit A d m inistratorposition have re s u lte d in breakd owns withalm os t every
m ajor service that inm ate s receive. The non-com pliance withD O C policie s is at leas t in part
attribu table to the s e vacancie s bu t also pos sibly to line s taffposition vacancies. The end re s u lt is
liability forboththe inm ate s and the s tate . This liability begins withthe absence ofafu nctional
intrasys te m transfer proces s im plem ente d to facilitate continu ity ofrequ ired s ervices. In other
facilities , newly transferred patients are brou ght to the m ed icalareato initiate this continu ity. This
is not consis tently happeningat D ixon. In fact, som e inm ate s go lengthy period s oftim e before
this proces s is initiated . A d d itionally, u nsched u le d s ervices or u rgent/em ergent s ervices are not
logged ortracked inany way. W e attem pte d to review som e re sponse s throu ghrand om ly provid e d
incid ent reports . There is no pos sibility, therefore, that there can be an organiz ed proces s to
d e term ine tim eline s s and appropriatene s s ofre spons e s from bothnu rsingstaffand clinician staff.
In ad d ition, we fou nd case s where the follow-u pwas d eficient bu t ofcou rse the ins titu tion was
u nable to id entify this.

Even the clinician sick callwas not tracked withthe loggingsys te m and therefore the pages we
were provid ed that liste d patients who were s e en by specificclinicians were overwhelm ingly not
s e enat allornot s e enwithin aweek ofthe d ate liste d on the pages provid ed .

Sched u led offsite s ervices were frau ght withlengthy d elays, m os t e specially after the W exford
physician had givenverbalapprovalofthe s ervice. The U ofI coord inatorsom e tim e s d id not
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hearofthe officialau thorization withanu m berforu pto two m onths after the verbalapproval.
The end re s u lt is significant d elays in acces s to s ervices. M any services, once the au thorization
nu m beris provid ed , d o not occu rforas m u chas three to five m onths. There is no regu larfollow-
u pofthes e patients in the interim and som e tim e s even afterthe s ervice is provid ed there is not
appropriate follow-u pto insu re continu ity ofcare.

There is no single d e signated chroniccare nu rse . Rather, eachnu rse is as signed asingle chronic
d is ease clinic. The re s u lt is afragm ente d and d isjointed program withno cohesive oversight. It
was not s u rprising, therefore, that we fou nd that the program is not beingu tilized effectively;we
cam e acros s m any patients withchronicillne s s e s who were not enrolled in the program and others
who were enrolled bu t not s e enaccord ingto policy.

M e d icalrecord s are not ad equ ately m aintained . M any are overs tu ffed withou td ate d inform ation
while lackingcu rrent reports and M A R s . P roblem lists are often not kept u pd ated .

The infirm ary had m u ltiple d eficiencies. LP N s are workingou tsid e the scope ofpractice, and
patients are not s e en accord ingto policy by provid ers. Rarely is there evid ence that patients are
physically exam ined by the provid er. D ocu m entationwas insu fficient interm s ofd ate s/tim e s ,vital
signs, signatu re s and the requ ired SO A P form at was not always u s e d . C allbu ttons were positione d
where it cou ld be d ifficu lt orim pos sible forthe patient to access;there were no callbu ttons in the
patient room s alongone longhallway and no d irect line-of-sight to the nu rsingstationin six ofthe
room s. There was no secu rity pres ence in the infirm ary d e spite the pres ence ofinm ate s ofall
secu rity clas sifications. There was insu fficient equ ipm ent and s u pplie s.

H avingd e scribed the above d eficiencie s, it is not su rprisingthat the qu ality im provem ent program
is non-fu nctional. A lthou ghthere are m ee tingm inu te s from A u gu s t 2013and D ecem ber2013, in
neitherofthose m e e tings was there any d iscu s sion ofhow to im prove the qu ality ofservices. The
person assigned to ru n the program has had no trainingand ad m its that she is not knowled geable
abou t how to perform this d u ty. A s allu d e d to earlier,inthis facility there were alm os t no fu nctional
logbooks u s e d to track and therefore capable of being u tilized for self-m onitoring and
im provem ent activities . Therefore, it is not s u rprisingthat virtu ally no self-m onitoringand
certainly no im provem ent activities are occu rring.

Findings

Leadership and Staffing

A t the tim e ofou rvisit, the H ealthC are U nit A d m inistratorposition was vacant as wellas the
D irectorofN u rsingposition. B othpositions are s tate positions. A d d itionally, there was an acting
M ed icalD irector,whichis aW exford position,becau se that positionhad beenvacant since A u gu s t.
The W exford physicianfillinginforthe M e d icalD irector,whenqu eried abou t the M e d icalD irector
d u tie s she perform ed , d e scribed prim arily beingresponsible for the sched u led offsite s ervices
u tilization m anagem ent and beingavailable to consu lt withnu rse s and otherclinicians when she
was onsite . She was not on call, she provid ed no trainingfor staff and she herself was not
knowled geable withregard to the qu ality im provem ent program . She d id no clinicalperform ance
ass e s s m ents . A t afacility withas com plex am ed icalm issionas the D ixon
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C orrectionalC enter, the lead ershipvacu u m raised ared flag, whichwas u ltim ately s u pporte d by
ou r clinicalfind ings. Thes e vacancie s m u s t be filled as qu ickly as pos sible. There were two
s u pervisory nu rsingpositions, one astate nu rs e and one aW exford nu rse .

O thers taffingis liste d in the following

table:Table 1. Health Care Staffin

Position Current FTE Filled Vacant State/Cont.
M e d icalD irector 1.0 0 1 C ontract
StaffP hysician 1.0 1.0 0 C ontract
N u rs e P ractitioner 2.0 1.0 1 C ontract
H ealthC are U nit A d m . 1.0 0 1 State
D irectorofN u rsing 1.0 0 1 State
N u rsingSu pervisor 1.0 1.0 0 State
N u rsingSu pervisor 1.0 1.0 0 C ontract
C orrections N u rs e I 16.0 9.0 7 State
C orrections N u rs e II 2.0 2.0 0 State
R egistered N u rs e 8.0 7.0 1 C ontract
License d P racticalN u rse s 10.0 9.0 1 C ontract
C ertifie d N u rsingA id e 6.0 4.0 2 C ontract
H ealthInform ation A d m . 1.0 0 1 State
H ealthInfo. A s soc. 1.0 1.0 0 State
P hlebotom ist 0.5 1.0 0 C ontract
Rad iology Technician 1.0 1.0 0 C ontract
P harm acy Technician 3.0 3.0 0 C ontract
P harm acy Technician 1.0 1.0 0 State
StaffA s sis tant I 1.0 0 1 C ontract
StaffA s sis tant II 3.0 3.0 0 C ontract
C hiefD entis t 1.0 1.0 0 C ontract
D entis t 0.4 0.4 0 C ontract
D entalA s sis tant 1.0 1.0 0 State
D entalA s sis tant 1.0 1.0 0 C ontract
O ptom e try 0.2 0.2 0 C ontract
P hysicalTherapist 0.2 0.2 0 C ontract
P hysicalTherapy A s s t. 1.0 0 1 C ontract
Total 66.3 48.8 18 (10

state & 8
contract)

Staffing Concerns

O fparticu larconcernare the vacant M e d icalD irector, H ealthC are U nit A d m inistratorand D irector
ofN u rsingpositions and the lengthoftim e they have been vacant. Thes e three positions repres ent
the lead ershipteam ofthe m ed icald epartm ent. To have one ofthe three positions vacant repres ents
asignificant negative im pact on the m ed icalprogram , bu t to have allthree

Febru ary 2014 D ixon C orrec tionalC enter P age 5



vacant spells d isas ter. Even thou gh ad m inistrative s taff has been as signed to overse e the
d epartm ent and has worked hard to hold the program together, this s trategy is like placingasm all
band -aid onvery large wou nd .

W hile there are two s u pervisingR N s, bothare new to theirpositions, and one R N is em ployed by
the s tate and the otheris em ployed by the m ed icalvend orand fu nctions prim arily as the vend or’s
site contract m anager. A s a re s u lt, their m is sions are not com pletely aligned . Each of the
ind ivid u als nee d s to be m entored , to be tau ght, to be m onitored and to be evalu ated . This canonly
be accom plished by health care ed u cated , cred entialed and license d m e d ical d epartm ent
ad m inistrative s taff, i.e., aD irectorofN u rsingand H ealthC are U nit A d m inistrator.

N u rsingsched u lingis in sham ble s as ares u lt ofeachs u pervisingnu rse sched u lingherown s taff,
i.e., s tate em ploye d or vend or em ploye d . A s are s u lt, cou pled with significant s tate nu rsing
vacancie s, overtim e is u s e d d aily to provid e form inim u m s taffing. M inim u m s taffingre s u lts in
m inim u m accom plishm ent as there is not enou ghs taffto effectively com plete requ ired tasks s u ch
as com plete charting, intake interviews, physicalexam inations, chronicillne s s clinics, EK Gs and
sick call. The D irectorofN u rsingpositionprovid e s forspecificoversight ofthe nu rsingfu nction
throu ghcentraliz ed sched u ling, training, m onitoringand evalu atingnu rsingstaffperform ance.

The H ealthC are U nit A d m inistratorpositionprovid e s am ed icalad m inistrative perspective ofthe
totalm ed icalprogram and m is sion. The positionrequ irem ents go beyond ju s t s u pervision ofs taff
bu t, m ore im portantly, the constant m onitoring, evalu atingand ed itingofthe program to ass u re
com pliance withes tablished policy and proced u re and the enhancem ent ofbothm ed icals ervices
d elivery and the qu ality ofservices. This is not aonetim e effort,as cons tant m onitoring, evalu ating
and ed itingare requ ired .

W hile onpaperthe M e d icalD irectorhou rs are beingfilled by am ed icalvend orprovid ed travelling
physician, it cannot be argu ed this arrangem ent is the equ ivalent ofhavingafu ll-tim e M e d ical
D irector. W ith this arrangem ent, there is no ownership of the program , no continu ity of
ad m inistrative oversight and no continu ity ofm ed icalau thority as requ ired by the com prehensive
healthcare contract.

ID O C policy requ ire s period icage and gend erspecificphysicalexam inations are cond u cted and
d ocu m ente d d u ringthe inm ate’s birthm onth. O f10record s reviewed , five were problem atic, with
m u ltiple d eficiencie s. The problem s note d were:

1. N o d ocu m ente d e ye exam ination in two record s
2. N o d ate and tim e ofexam inationnote d orsignatu re ofthe nu rse
3. N o d ocu m ente d nu rsingasse s s m ent in two record s
4. N o d ocu m ente d physician treatm ent plan inone record

This confirm s there m ay be problem s withbothad m inistrative s u pervisionand s taffing.
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Clinic Space and Sanitation

D ixon C orrectionalC enteroriginally opened in 1918forthe care ofepileptics bu t soon hou s e d
m entally illpatients . The D epartm ent ofM entalH ealthass u m e d controlin 1961and changed the
nam e to the D ixon D evelopm entalC enterin 1975. The d evelopm entalcenter was later close d ,
pu rchased by the Illinois D epartm ent ofC orrections and reopened in 1983as am ed iu m s ecu rity
ad u lt m ale facility hou singalarge m entalhealth, specialneed s and geriatricpopu lations.

A s are s u lt ofthe originalm entalhealthhospitald e sign, the cu rrent m ed icalbu ild ingis alarge
three-s tory bu ild ingservingm u ltiple fu nctions. A llthree floors are heated and air-cond itioned .
The firs t floorinclu d e s alarge inm ate waitingarea, x-ray su ite , d entalclinic, optom e try clinic,
m ed icationpreparationand s torage, m ed icalrecord s , proced u re room , library, two nu rse sick call
exam inationroom s, three physician/N P exam inationroom s and m u ltiple office s.

The s econd floor,access e d by elevatororstairs, is d ivid ed inhalfwitha25-bed m obility im paired
u nit (A D A )and the otherhalfbeinga28-bed infirm ary. A t the tim e ofthe inspection, there were
19patients in the A D A u nit, and 22patients in the infirm ary.

The third floor, also accessible by elevatorors tairs, is an 84-bed geriatricu nit. To be eligible, a
patient m u s t be at leas t age 50and have two orm ore d iagnosed chronicillne s s e s . A t the tim e of
the inspection, all84bed s were fu ll.

The bu ild ingwas reasonably clean, welllighted and wellm aintained . There are inm ate porters
as signed to eachfloorforcleaningpu rpose s . Ind ivid u als hou s e d on the third floorare re sponsible
to keeptheirroom s clean,and inm ate porters provid e the janitorialservices forthe com m onareas.

M e d icalareas are observingblood -borne pathogen precau tions, and alicense d m ed icalwaste
d isposalcom pany is u s e d .

The bed s on the third floorappeared extrem ely old and worn. O fsignificant concernwas the s tyle
ofbed beingu se d , whichwas aste elfram e withasys te m ofinterconnected springs on whichthe
m attre s s is laid . The s tyle is problem aticforthes e reasons:

1. There are significant secu rity concerns since m any parts ofthe bed can be easily taken
apart and fabricated into aweapon.

2. This s tyle of springsu pport s ys te m is problem aticfor old er patients d u e to it cau sing
chronicback pain, s tiffne s s and los s offlexibility and m obility.

3. The bed is d ifficu lt to thorou ghly cleanand sanitiz e betweenpatients .

Intrasystem Transfer

A nad equ ate intrasys te m transferprogram begins withpatients beingpresente d to the m ed icalu nit
at the tim e ofarrivalwiththeirrecord s and the healthtransfers u m m ary form . A nu rs e shou ld be
reviewingthe form , id entifyingproblem s, m ed ications,allergie s and any appointm ents that nee d to
be sched u led based onwhat is d ocu m ente d in the m ed icalrecord . This shou ld be
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accom plished on the sam e d ay the patients arrive, bu t certainly no later than the followingd ay
shift. The cu rrent s ys te m ind icate s that the nu rse s are not fam iliarwiththe requ irem ents and are
not appropriately trained ;in ad d ition, the proces s is not only not m onitored bu t nu rsingstaffare
not beingprovid ed with feed back so that their perform ance im proves. Given the absence of
loggingand trackingby the m ed icalprogram , it is not at allsu rprisingthat thes e d eficits exis t and
u ltim ately, liability is created bothfor the inm ate s and for the s tate. It is pos sible that nu rsing
position d eficits contribu te to this problem .

W e looked at 12record s ofpatients who entered as recently as Febru ary 2014and as farback as
D ecem berof2013. O fthe 12record s we reviewed , there were problem s withvirtu ally allofthem .
In fact, we learned that it is u nu s u alfor the norm alintrasys te m transferpolicy to be followed .
W henpatients are brou ght in, they are not brou ght to the m ed icalarea;instead , anu rse s e e s the m
and attem pts to learn ifthere are any criticalm ed ication ne ed s . There is an effort to re spond to
those nee d s ,bu t that is the only thingthat happens withregard to intrasys te m transfers. W e learned
that d u e to staffingshortages, they are u nable to acqu it this criticalobligation. W e fou nd five
record s whichwere d elayed significantly and s evenwhere they were eithernot d one at allord one
incorrectly. W e willprovid e som e exam ple s .

Patient #1
This is a36-year-old who arrived at D ixon on2/4/14withm entalhealthproblem s and no chronic
m ed icalproblem s. H is healthtransfers u m m ary has s tillnot beencom plete d .

Patient #2
This is apatient from P inckneyville withm entalhealthproblem s and this was d one incorrectly.
The toppart ofthe intrasys te m transferorhealthtransfers u m m ary is to be filled ou t by the s end ing
institu tionbased onarecord review. The bottom halfis to be filled ou t at the receivinginstitu tion
and inclu d e s aface-to-face d iscu s sionwiththe inm ate ofthe s u m m arized problem s, m ed ications,
appointm ents , e tc. The nu rse at D ixonpu lled anew healthtransfers u m m ary form and againfilled
ou t the top, whichd id not enable vitalsigns to be perform ed becau se the nu rse d id not even se e
the patient.

Patient #3
A lthou ghthis patient arrived on2/4/14, his m ed icalrecord has not arrived . This is anothercase in
whichat Shawnee the tophalfofthe form was com plete d and the D ixons taffpersonpu lled another
new form and repeated that inform ationwithou t talkingto the patient orperform ingany vitalsigns.

Patient #4
This is a37-year-old asthm aticwithpsychproblem s. This patient arrived on 2/4/14, the health
transfers u m m ary was com plete d on 2/13, eight days later, bu t it lacked areferralto the asthm a
clinic.

Patient #5
This is a27-year-old withm u ltiple sclerosis. The healthtransfers u m m ary was d one on 2/26/14,
approxim ately three weeks afterhe arrived , bu t there is no referralto the chroniccare clinicforhis
m u ltiple sclerosis.

Patient #6
Febru ary 2014 D ixon C orrec tionalC enter P age 8Febru ary 2014 D ixon C orrec tionalC enter P age 9



This is a30-year-old who arrived 1/29/14, withm entalhealthis s u e s and hypothyroid ism , along
withhypertriglycerid em ia. The transfers u m m ary was com plete d on2/9, alittle m ore thanaweek
afterhis arrival, bu t there is no referralto the chroniccare program forhis hypothyroid is m and his
hypertriglycerid em ia.

Medical Records

M any healthrecord s were overs tu ffed and in d ire nee d ofthinning. This not only ham pered ou r
review bu t also m ore im portantly is an obstacle to the efficient d elivery ofcare by the onsite
provid ers. N ot only d o the charts often contain exce s sive am ou nts ofou td ate d inform ation, bu t
also cu rrent reports and M A R s are often m is sing. A s d e scribed in the C hronicD isease s ection of
this report, we fou nd pile s ofM A R s d atingback form onths in the m ed icalrecord s d epartm ent.
This of cou rse rend ers it nearly im pos sible for provid ers to objectively m onitor patients’
m ed icationcom pliance.

The infirm ary charts are e s s entially sm allpiles ofloose filingclipped into ancient m e talclipboard s.
The perm anent file s are also kept in the infirm ary, bu t the s e are not u s e d forchartingeven when
patients are perm anently hou s e d in the infirm ary. Lastly, we note d that problem lists were often
not kept u pto d ate .

Nursing Sick Call

N u rsingsick callis cond u cted d aily, M ond ay throu ghFrid ay.

N u rsingsick call, at this tim e, is d ifficu lt to as s e s s d u e to the followingfou rreasons:

1. The facility is u singtwo d ifferent proced u re s forinm ate s to access sick call.
2. W hen sick callrequ e s t s lips are u s e d , they are not beingtriaged by anR N .
3. There is no m aintenance ofsick callrequ e s t s lips orasick calllog.
4. N on-R N s are cond u ctingsick call.

The firs t proced u re beingu se d forsick callis the sick callrequ e st slipm ethod . C u rrently, aninm ate
com plete s arequ e st slipand gives it to acorrectionalofficer, who places the requ e st in alocked
ins titu tionalgeneralm aild ropbox located in the hou singarea. Institu tionalm ailstaffcollects all
m ail, inclu d ingthe sick call requ e st slips, from each drop box d aily and carries them to the
ins titu tionalm ailroom , where allpieces ofm ailare sorte d and d elivered to eachd epartm ent. O nce
d elivered to the m ed icald epartm ent, the slips are forward ed to nu rsing, and anu rsingstaffm em ber,
which cou ld be an R N su pervisor, staff R N or LP N , reviews each requ e st slip and write s the
ind ivid u al’s nam e, nu m ber, com plaint and date to be evalu ated onasick callsched u le. A t this point
in the proces s, the originalsick callrequ e st slipis thrown away. Eitherthe inm ate is e scorte d or
reports to the m ed icald epartm ent forsick callbased on the date the nu rsingstaffm em berrecord s
on the sick callsched u le. W iththis m e thod , m ed icalstaffretains the m ost controloverthe sick call
sched u le, since they are d oingthe sched u ling. B y ID O C policy, once



received , requ e s t s lips are to be triaged within 24hou rs and categorized as to u rgent orrou tine,
withind ivid u als in the u rgent category beingevalu ated the sam e d ay orno laterthan the next, and
ind ivid u als in the rou tine category beingevalu ated within 72hou rs.

Since the originalrequ e s t is beingd e s troyed , there is no way to d eterm ine if the requ e s t was
initially triaged ,categorized and the inm ate evalu ated within the appropriate tim efram e. Sim ilarly,
since asick calllogis not m aintained , there is no way to m easu re com pliance withthes e sam e
policy requ irem ents .

A d d itionally, withthis proces s there are m any m e d icalconfid entiality breache s. First, the inm ate
is requ ired to give his com plete d requ e s t s lipto non-m ed icalpersonnel. The slipis thenplaced in
ageneralm aild rop box. A s are s u lt, m ore non-m ed icalpersonnelare collectingallthe m ail,
inclu d ingthe sick callrequ e s t s lips. A llthe m ailis then transporte d to the ins titu tionalm ailroom
forsorting,where m ore non-m ed icalpersonnelare hand lingconfid entialsickcallrequ e s ts .Finally,
the m ailis d elivered to eachd epartm ent by non-m ed icalpersonnel.

Sick callproced u re nu m ber2beingu se d is an“arm y-type”sick callproces s . Inm ate s are inform ed
that ifthey sign-u pforsick callpriorto 4p.m ., they willbe evalu ated the next d ay. W iththis type
ofsick callproces s , the m ed icald epartm ent has no controlover sched u ling. D epend ingon the
nu m berofinm ate s who sign-u p, the m ed icald epartm ent cou ld have to evalu ate one or100inm ate s
withno regard fors taffingrequ irem ents orotherrequ ired healthcare activities . A d d itionally,while
there are no breache s ofm ed icalconfid entiality withthis type ofproces s , this m e thod takes away
from any ass e s s m ent as to whetherthe ind ivid u al’s com plaint is ofanu rgent orrou tine natu re,and
ind ivid u als withbenignrequ e s ts cou ld be evalu ated priorto ind ivid u als withm ore u rgent is s u e s .

Lastly, the areas beingu se d in the m ed icald epartm ent to cond u ct sick callare u nacceptable
becau se:

1. They are poorly equ ipped .
2. There are no exam tables onwhichto cond u ct aproperexam ination.
3. A t tim e s , ahallway is u s e d where again there are no exam ination table s and no privacy

is available orconfid entiality m aintained .

O u tsid e the m ed icald epartm ent, an u nacceptable form ofsick callis beingcond u cted in the X -
H ou s e . In this hou singarea, nu rsingstaff, generally, Licens e d P racticalN u rse s (LP N s)go d oor-
to-d oorinqu iringas to whetherthere are any healthcare com plaints . Ifthe answeris “ye s ,” the
LP N talks withthe patient/inm ate throu ghthe celld oor. B ase d onthe conversation, the LP N either
treats the patient from e s tablished treatm ent protocols or refers the patient to aprim ary care
provid er.

This is not sick callbu t only aface-to-face triage. There is no ass e s s m ent by qu alified m ed ical
staff and no appropriate “hand s-on” exam ination. A s a re s u lt, it cannot be consid ered an
appropriate sick callcontact, and the patient m u s t be referred to aprim ary care provid er.
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In ord erforthe above proces s to work correctly, the com plaint m u s t be triaged by an R N and , if
neces sary, the patient/inm ate rem oved from his cellto an exam ination areawhere the R N can
cond u ct anappropriate exam inationwhile afford ingthe patient privacy and confid entiality.
P er ID O C policy, inm ate s are charged aco-pay for non-em ergency s elf-generated healthcare
requ e s ts . Ininves tigatingthe sick callproces s , it was learned that bothphysicianand nu rsingstaff
are lim itinginm ate s to one com plaint persick callcontact and only ad d re s singone com plaint per
contact. This practice was confirm ed by both staff and inm ate s . O ne com plaint per visit is
inappropriate and u nacceptable. A llofapatient’s problem s m u s t be ad d re s s e d at an encou nteror
aplan d eveloped to ad d re s s the problem in the nearfu tu re. A s s e s singonly one problem d u ringa
sick callvisit create s the im pres sion the sick callproces s has been d eveloped to generate m ore
revenu e .

D aily “wellne s s checks”are cond u cted by nu rsings taffonthe 3p.m . to 11p.m . shift forallinm ate s
in confine m ent or“lock-d own” statu s . W e ekly rou nd s are cond u cted by the nu rs e practitioner.
Thes e rou nd s are d ocu m ente d in asegregation loglocated in the s egregation u nit. In the event of
ahealthcare com plaint, the nu rsingstaffm em ber, R N orLP N , d ocu m ents the com plaint on a
m ed icalu nit progres s note whichis filed inthe s egregationlog. A gain, the as s e s s m ent is perform ed
throu ghthe d ooru nle s s the inm ate is transporte d to the m ed icalu nit foram ore d etailed as s e s s m ent
and exam ination. O nce the inm ate is released from segregation, the progres s note d etailingthe
com plaint is filed in the perm anent m ed icalrecord .

A gain, there are m u ltiple is s u e s as follows:

1. The ass e s s m ent cou ld be cond u cted by non-qu alified m ed icalstaff.
2. A cell-sid e encou nteroccu rs ratherthanalegitim ate sick callencou nter.
3. The inm ate/patient is afford ed no privacy/confid entiality in expre s singhis com plaint

to the nu rse .
4. There is no appropriate as s e s s m ent of the com plaint and correspond ingappropriate

exam ination.
5. There is ahu ge breachofpatient confid entiality by filingthe progres s note which

d etails the m ed icalcom plaint in the s egregation log.

The followingm ed icalrecord s were s elected forreview at rand om from sick callsched u le s .

Patient #1
This patient arrived at D ixon12/31/2013and signe d arefu salto be s e en in sick call.

Patient #2
This patient arrived at D ixon 10/2/2013and was evalu ated by R N 11/27/2013forcom plaint of
right earpain. The encou nterwas in SO A P form at with“R N N ote”head ing, d ate and tim e, vital
signs, d ocu m ente d earexam , no d u ration note d and treatm ent perprotocol. Sick call2/6/2014by
R N . C om plaint of right foot pain for 12 hou rs. Encou nter in SO A P form at with “R N N ote”
head ing, d ate and tim e, vitalsigns and ad ocu m ente d exam inationofthe foot. P atient was referred
to the M .D . and evalu ated the sam e d ay.

Patient #3
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This patient arrived at D ixon (no d ate)and was evalu ated by R N 2/4/2014 for com plaint of
excru ciatingpainofthe right hand . The encou nterwas in SO A P form at with“R N N ote”head ing,
d ate and tim e, no d u ration note d , no vitalsigns note d , d ocu m ente d hand exam ination. P atient
referred to m id -levelprovid erand evalu ated the sam e d ay. Sick call2/6by LP N . The encou nter
was inSO A P form at with“LP N N ote”head ing, d ate, no tim e and no vitalsigns. C om plaint ofrash
on right sid e ofneck, fe e t and groin area. N o d u ration note d . D ocu m ente d exam ination ofneck,
fee t and groin. A s s e s s m ent ofTineaped is. Treated pertreatm ent protocols bu t pre-printed protocol
shee t not u s e d ;given ed u cation. Sick call2/21by R N . The encou nterwas in SO A P form at with
“R N N ote”head ing. C om plaint ofpain in the right knee and right wrist. D ate bu t not tim e, vital
signs, no d u ration ofpain note d . N o d ocu m ente d exam ination bu t as s e s s m ent of d egenerative
arthritis whichis not covered in nu rsingprotocols. P atient given wrist brace, soft knee brace and
M otrin increas ed from 400m g. B ID to 600m g. B ID bu t no d u rationnote d . P atient was ins tru cted
to retu rnas nee d e d .

Patient #4
This patient arrived at D ixon 4/9/2003 and was evalu ated in sick call1/20/2014 by LP N for
com plaint ofd and ru ff. P re-printed protocolform in SO A P form at u s e d . D ate and tim e, no vital
signs except for tem peratu re. N o exam ination ofscalpnote d . Given anti-d and ru ffsham poo per
protocol.

Patient #5
This patient arrived at D ixon 1/18/2012. R N sick call2/25/2014 for com plaint he los t atooth
filling. SO A P form at, d ate and tim e, vitalsigns, d u ration note d and referred to d entaland se e the
sam e d ay.

Patient #6
This patient arrived at D ixon6/5/2012. R N sick call5/15/2013forcom plaint ofcu ttingthe tipof
his right thu m bon his bed . SO A P form at, d ate/tim e, vitalsigns, tim e ofaccid ent;d ocu m ente d
d e scription ofinju ry, exam ination and as s e s s m ent. Treatm ent provid ed withno reference to a
protocol. D ocu m ente d treatm ent was to wash wou nd with soap and water, apply antibiotic
ointm ent,band age;gave TD A P and ed u cation. R N sick call2/18/2014forcom plaint ofheartbu rn
and conges te d ears. N o SO A P form at and no note d vitalsigns. D ate/tim e and earexam ination
note d . H is tory ofheartbu rn note d and M ylantaworked wellin the past. There was no reference
to the u s e ofaprotocolbu t M ylantatablets were given. The earconges tion was not ad d re s s e d .
R N sick call 2/25 for com plaint that the M ylanta tablets were not helping. SO A P form at,
d ate/tim e , vitalsigns and history d ocu m ente d ;refe rred to M .D . bu t not ye t evalu ated as of2/28.

Patient #7
This patient arrived at D ixon9/2/2009.R N sick call12/24/2013as afollow-u pto right legm u scle
pain on 11/25/2013. C om plainingright legcontinu e s to hu rt as wellas shou ld er. SO A P form at,
d ate/tim e and vitalsigns note d . N o notationas to whichshou ld erwas hu rtingorthe d u ration. N o
exam inationnote d . The ass e s s m ent was “pain.”P atient referred to the physicianand told it wou ld
be 10-14d ays before he wou ld be s e en. P atient evalu ated by the physicianon1/8and 2/21/2014.
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Patient #8
This patient arrived at D ixon12/15/2013. LP N sick call2/25/2014forcom plaint ofd and ru ff. The
d and ru ff pre-printed protocol form was u s e d . The d ate/tim e, vital signs, d u ration and past
s u cces sfu ltreatm ent was note d . D ocu m ente d exam ination of scalp whichreferenced extensive
flakines s ofscalp. A ntid and ru ffsham poo provid ed perprotocol.

Patient #9
This patient arrived at D ixon 2/18/2010. LP N sick callforcom plaint ofright sid ed pain. SO A P
form at, d ate/tim e, vitalsigns and history ofan old inju ry d ocu m ente d . N o d ocu m ente d physical
exam ination orass e s s m ent and referred to the physician. N o d ocu m entation in the m ed icalrecord
as havingbeen evalu ated by the physician.

Patient #10
This patient arrived at D ixon 4/4/2001. R N sick call 11/28/2013 for com plaint of a s evere
toothache. N o SO A P form at bu t ad e tailed narrative note.D ate/tim e,vitalsigns and d u rationnote d .
Evalu ation ofm ou thand potentialtoothcau singthe pain note d . The physician was contacted by
telephone and pain m ed ication ord ers received . There was no d ocu m entation ofad entalreferral.
The toothache protocolwas not referenced in the record . R N sick call1/22/2014forcom plaint of
left shou ld erpainforeight m onths. A preprinted protocolform was u s e d . D ate/tim e and very brief
exam inationand as s e s s m ent note d . There no vitalsigns note d . The patient was provid ed over-the-
cou nterpain m ed ication three tim e s ad ay forthree d ays.

Significant Issues with Nursing Sick Call

1. V iolation of the Illinois N u rs e P ractice A ct for License d P ractical N u rs e s (LP N s) to
cond u ct sick calld u e to aphysicalexam ination and as s e s s m ent beingrequ ired whichis
beyond the scope ofpractice foranLP N .

2. ID O C policy requ ires sick call encou nters are d ocu m ente d in the Su bject-O bjective-
A s s e s s m ent-P lan(SO A P )form at, whichis not consis tently u s e d .

3. D ocu m entation is inconsis tent and incom plete , in that frequ ently d ate s , tim e s , vitalsigns,
d u ration ofcom plaint, exam inationand as s e s s m ent are not d ocu m ente d .

4. ID O C policy requ ire s the u s e ofapproved treatm ent protocols inord erforaR N to cond u ct
sick call. Sick callencou nters are frequ ently d ocu m ente d withno reference to aprotocol.

5. P atients are only perm itte d one com plaint persick callencou nter.
6. The R N inad vertently prescribed am ed icine by increasingthe over-the-cou nterd osage to

aprescription d osage, whichis prescribingand beyond the nu rsingscope ofpractice.
7. P roblem s, like earconges tion, were neverad d re s s e d forone patient.
8. Som e patients are s e enwithou t eitheranad equ ate history orphysicalas se s s m ent.
9. D ifficu lt to d eterm ine if access to sick callis im ped e d d u e to abroken s ys te m or the

significant nu m berofhealthcare u nit lead ershipand nu rsingposition vacancie s.

Clinician Sick Call

B ase d on severalappointm ent books given to u s by the nu rsingsu pervisors, we s elected 12
appointm ents d ocu m ente d as havingoccu rred . In10ofthe 12record s ,we cou ld neitherfind anote
on the d ay the appointm ent was written in the book norwithinaweek before orafterthat
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d ate . It s e e m e d clearto u s that the record keeping,vis avis the appointm ent books,was not accu rate
inthe s ens e that the patients who were d ocu m ente d as havingbeen se enby aclinicianhad no note s
in theirrecord s . There were afew exceptions.

Patient #1
This is a37-year-old who was se en on12/10/13forrheu m atoid arthritis follow u p. There were no
note s in the record forthat. H owever, on 12/11, the patient was s e en foracyst withpu s com ing
ou t ofit. The N P wrote anappropriate note and referred the patient to the physician, who saw the
patient on12/17.

Patient #2
This is a53-year-old withno chronicproblem s. H e was to be s e en foran asse s s m ent ofhis pain
m ed s on12/19/13, bu t there is no note forthat d ate.

Patient #3
This is a22-year-old s u ppose d ly s e en on 12/19/13forback pain, bu t there were no note s in his
record forthe m onthofD ecem ber.

Patient #4
This is a47-year-old m an withm u ltiple chronicd isease s . O n 6/21/13, the P A saw the patient for
asebaceou s cys t. H e d rained and packed the cys t and requ e s te d d aily d re s singchange s and follow
u pintwo weeks.There were no d re s singchange s d ocu m ente d inthe chart and there was no follow-
u pvisit d ocu m ente d at the two-week m ark. H e was next s e en on 7/31by aphysician, bu t there is
no m ention ofthe wou nd s .

A t nu rs e sick callon9/24, the patient requ e ste d to s e e aprovid erregard inghis C O P D m ed ications.
M D line was ord ered for9/25, bu t there is no note in the chart correspond ingto that d ate.

Patient #5
This is a45-year-old withm u ltiple is s u e s , inclu d ings evere refractory trem ors forwhichhe has
se en in the neu rology d epartm ent at U IC . Their recom m end ation was for increasingd ose s of
K lonopin.

O n12/12/13, he requ e s te d to have his K lonopinincreased as recom m end e d by neu rology and was
referred to the M e d icalD irector. She renewed the m ed ication that d ay, bu t neitherchanged the
d os e norsaw the patient. H e was sched u led forevalu ation on12/26, bu t there is no note from that
d ay.

O n1/7/14, the R N d ocu m ente d that she spoke to the ward enabou t gettingthe patient in to s e e D r.
B , and was prom is ed that the patient wou ld be able to s e e the d octorthat M ond ay, bu t he was not
s e en. H e finally d id s e e the physician am onthlateron 2/13, and his m ed ication was increased .
There was no follow-u pnote as ofthe d ate ofou rvisit.
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Opinion:This patient has not been se en tim ely (orat all)in response to his requ e s ts . This patient
is hou s e d in the H ealthC are U nit, m akinghim read ily acces sible to the provid ers. Even the nu rse’s
attem pt at intervention throu ghthe ward en d id not re s u lt in the patient beingseen.

Patient #6
This is an86-year-old m anwithhypertensionand history ofprostate cancerwho saw his rad iation
oncologist on 7/23/13in follow-u pofhis prostate cancer. The consu ltant note d that the patient
reporte d new onset rectalbleed ingand recom m end e d colonoscopy. W hen the patient saw the onsite
provid eron retu rn from this trip, the recom m end ationforcolonoscopy was bru shed asid e withthe
explanation that the patient has externalhem orrhoid s and anorm alhem oglobin.

O n10/22, the “M D visit”s tam pwas cros s e d ou t and “M D chart review”was written in. The plan
was to sched u le afollow-u pappointm ent to evalu ate his hem orrhoid s.

O n 11/6, the appointm ent was cancelled “perM D requ e st”and re sched u led for11/18. O n 11/18,
the patient was s e en forchroniccare clinic. The hem orrhoid s and bleed ingwere not ad d re s s e d .

O n12/4, the patient was s e en on M D line for“evalu ate throm bosis.”The patient reporte d ongoing
rectalbleed ing. The exam showed only sm allexternalhem orrhoid and s toolwas negative for
blood . A notherC B C was ord ered and was s table at 13.3.

Opinion:This patient was not s e en tim ely for his com plaint of rectal bleed ingnor has this
com plaint been thorou ghly evalu ated . C onclu d ingthe hem orrhoid is the cu lprit withou t exclu d ing
m ore s eriou s pathology is not appropriate.

Chronic Disease Management

There was no way to d eterm ine how m any inm ate s are enrolled in the chronicd iseas e clinicat this
facility, northe ind ivid u alclinicenrollm ents , as the s e are not tracked inacom prehensive, u pd ated
and reliable way at this facility.

There is no single d e signated chroniccare nu rse;we were told this is d u e to s taffingshortages.
Rather, each nu rse is as signed asingle chronicd is ease clinic. The re s u lt is afragm ente d and
d isjointed program withno cohesive oversight. The program is not beingu tiliz ed effectively;we
cam e acros s m any patients withchronicillne s s e s who were not enrolled in the program and others
who were enrolled bu t not s e enaccord ingto policy.

P atients withm u ltiple chronicillne s s e s are enrolled in the “M IC ”orm u ltiple illne s s clinic. The
clinicnu rse s coord inate the tim ingofthe chroniccare clinics withthe provid ers. O nce d ate s for
clinics are chosen by the provid ers, the nu rs e s provid e that inform ation to the phlebotom ist who
coord inate s the blood work withthe visits . Labs are to be d rawn within 30d ays priorto the visit
by policy.
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Cardiac/Hypertension

W e reviewed five rand om record s ofpatients withhypertensionand had concerns withtim eline s s
and clinicald ecision m akingin the three case s d e scribed below. Inafou rthchart, the problem list
had not been u pd ated in over10years.

Patient #1
This is a74-year-old withm u ltiple chronicillne s s e s , inclu d inghypertension, whose care has been
com plicated by his noncom pliance. The only recent labin the chart is an electrolyte panelfrom a
yearago. The last labte s t priorto that was in2009.

O n2/11/13, the patient was s e enat M D sick callforacou gh. H is blood pres s u re was 156/90. The
physician wrote, “State s he d oe sn’t need to s e e m e . P roblem re solved .”The blood pres s u re was
not ad d re s s e d .

D u ringanoffsite visit to U IC oncology on2/23, the patient’s blood pres s u re was 194/108. H e was
givenadose ofC lonid ine by the oncology resid ent. There was no follow-u pofthe blood pres s u re
afterhis re tu rn to the ins titu tion.

O n 7/8, he was s e en in chroniccare clinicforhypertension, d iabete s and asthm a. The physician
note d noncom pliance withtreatm ent and refu sals to have labs d rawn. Ed u cation was provid ed .
There were no fu rtherchronicclinicnote s as ofthe d ate ofou rvisit.

Opinion:This patient is overd u e forchroniccare clinic. H is elevated blood pres s u re has not been
ad equ ately ad d re s s e d . Fu rtherattem pts shou ld be m ad e to enhance this patient’s com pliance.

Patient #2
This is a69-year-old m an withoxygen d epend ent C O P D , coronary artery d isease withhistory of
M I, hypertension and hearingim pairm ent who arrived at D ixon on 6/11/13. H is m ed ications
inclu d e an A C E inhibitorand aspirin.

H is chronicd isease bas eline clinicwas on 7/19. Labs were d rawn tim ely priorto the visit and his
blood pres s u re was wellcontrolled .

The next chroniccare clinicwas on 10/11. There were no new labs. The patient’s blood pres s u re
was 160/80 and blood pres s u re checks were ord ered . Thes e were not in the chart, nor were
s u bsequ ent changes m ad e to his m ed ication.Follow-u pwiththe nu rse practitionerwas ord ered for
three weeks laterbu t d id not occu r.

A t the next chroniccare clinicon 2/6/14, the provid er note d that “nitroglycerin helps withhis
angina.”There were no otherd etails abou t the natu re ofhis che s t painand no fu rtherinve s tigation
was ord ered . H is blood pres s u re was 158/80and the A C E inhibitorwas increased .

Opinion:This high-risk patient’s report of angina need s to be inves tigated thorou ghly. H is
coronary artery d is ease has not been m anaged accord ingto cu rrent gu id eline s , which wou ld
inclu d e abeta-blocker and s tatin. H is blood pres s u re shou ld be m onitored and treate d m ore
d iligently.
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Patient #3
This is an 86-year-old m an withhypertension and history ofprostate cancer. H is m ed ications
inclu d e d aspirin, potas siu m , hyd rochlorothiazid e and m e toprolol. A t his 3/11/13 chroniccare
clinic, his card iacexam was d e scribed as “irregu larly irregu lar,”bu t no EC G was obtained . H is
blood pres s u re was elevated and m ed ication was prescribed . Labs were d one tim ely priorto this
visit.

H is next chroniccare clinicoccu rred six m onths lateron 9/23. N o new labs were obtained . H is
card iacexam was d e scribed as “R SR [regu larsinu s rhythm ]withfew irregbeats .”A gain, no EC G
was obtained . B lood pres s u re was wellcontrolled .

The next chroniccare visit was on 11/18. This tim e his card iacexam was, “rsrwithrare ectopic
beat.”There were no recent labs.

Opinion:This patient has not been se en tim ely inchroniccare clinicand his electrolyte s have not
beenchecked in overayear. Irregu larheart rhythm s shou ld be inve s tigated withanEC G.

HIV Infection/AIDS

R eview ofthe H IV clinicrevealed that the ID telem ed icine visits d o not always occu rtim ely and
the reports were not consis tently filed in the healthrecord . The onsite provid ers d o not participate
in m onitoringpatients’H IV d is ease at this facility. W hile we wou ld not expect them to be facile
in pre scribingH IV m ed ications, we wou ld expect that they wou ld participate in m onitoring
patients’m ed icationcom pliance, sid e effects and generald egree ofd isease control.

The case below exem plifie s the types ofis s u e s we observed at this facility:

Patient #4
This is a47-year-old m an withm u ltiple chronicillnes s e s , inclu d ingad vanced H IV d isease on
salvage therapy. W henhe was s e enby ID telem ed icine in Janu ary 2013, the electronicstethoscope
was broken. H is regim enwas changed d u e to concerns overpotentiald ru ginteractions and athree-
m onthfollow-u pwas requ e ste d withblood work prior. There were no on-site provid ernote s after
this to m onitorthe patient forsid e effects, com pliance ortolerability.

W hen he saw ID again in A pril, the electronicste thoscope was stillbroken. The patient reporte d
havingm is se d 2-3d ose s ofm ed ication. Labs were not d one priorto this visit;this oversight was
particu larly cru cialgiven the recent change in therapy. It d oe s not appearthat the labs were d rawn
afterthe visit either, as the next s et oflabs was d ated 7/8/13. A 3-m onthfollow u pwas requ e ste d
bu t he was not s e enagainu ntilSeptem beraccord ingto the nu rse’s note;there was no report in the
healthrecord .

A t his next ID telem ed icine visit on 11/15/13 he was d oing well and no change s were
recom m end e d . H e was next s e en on2/20/14bu t there was no report in the chart.

There are no chroniccare form s in the chart. The only provid ers m anagingthis patient’s chronic
illnes s e s are the offsite specialists .
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Opinion:This patient has had no on site m onitoringofhis H IV d isease , m e d icationcom pliance or
sid e effects. H is ID clinicvisits have not always be en tim ely and reports from the consu ltant have
not beenconsis tently obtained .

Pulmonary

W e reviewed s even record s of patients with pu lm onary d isease , bu t only two appeared to be
enrolled in the pu lm onary clinic. O fthose two case s , one was problem atic(P atient #1below). O f
the rem ainingcase s , only two m entioned (bu t d id not ad d re s s)the patients’C O P D .

Patient #5
This is a69-year-old m an withoxygen d epend ent C O P D , coronary artery d isease withhistory of
M I, hypertensionand hearingim pairm ent who arrived at D ixon on6/11/13.

A t his baseline clinicon7/19, his peak flow was low at 250and his inhalers were ad ju s te d . A t his
next chroniccare clinicon 10/11, he had rhonchiin bothlowerlobes and his peak flow was very
low at 150. A third inhalerwas ad d e d ,bu t no otherworku portreatm ent was ord ered forthe C O P D
exacerbation, norwas he d iagnosed withsu ch. Follow-u pwiththe nu rse practitionerwas ord ered
forthree weeks bu t d id not occu r.

O n1/6/14, he was s e enat nu rse sick callfora“cold .”The patient reporte d shortne s s ofbreathon
exertionand aprod u ctive cou gh. The nu rse note d d ecreased lu ngsou nd s on exam . There were no
vitals d ocu m ente d and no peak flow. The nu rse d ecid ed that he had acold and gave him an over-
the-cou nterrem ed y. There was no referralto aprovid er.

T en d ays later, the patient re tu rned withd ifficu lty breathing. H e was s e en by an R N , who note d
that his breathingse em ed u nlabored . There was no lu ngexam d ocu m ente d . The ass e s s m ent was
illegible, and the planwas to “m anage sym ptom s. U s e inhalers as prescribed .”

O n1/21,he was s e enon M D line forfollow u pofhypertensionand C O P D . H e reporte d whee zing
d aily in the m orningand com plaine d that his shortne s s ofbreathwas gettingworse . There was
no pu ls e oxim etry and no peak flow m easu rem ent. The lu ngs were d e scribed as clear. The d octor
ord ered nitroglycerin as need e d and nebu liz ertreatm ents d aily as ne e d e d forone year.

O n 2/6, he was s e en in chroniccare clinic. H is peak flow was low at 270. H is C O P D was not
evalu ated fu rtherand no m ed icationchanges were m ad e.

Opinion:A lthou ghthis patient has been se eninchroniccare clinicaccord ingto policy, his d isease
has not beenm onitored orm anaged ad equ ately. N u rsingas se s s m ents were inad equ ate and nu rsing
stafffailed to referthe patient to aprovid erwhenappropriate.

Patient #6
This is a47-year-old m an withm u ltiple chronicillnes s e s , inclu d ingC O P D , ye t there were no
chroniccare form s in this patient’s chart.
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The firs t provid ervisit since Janu ary 2013was d ated 6/2/13and focu se d m ainly on the patient’s
anxiety abou t beingm oved to afou rpatient room and his risk forcatchingan illne s s .

A t nu rs e sick callon9/24, the patient requ e ste d to s e e aprovid erregard inghis C O P D m ed ications.
M D line was ord ered for9/25, bu t there is no note in the chart correspond ingto that d ate.

O n 10/8, he saw the nu rse practitionerregard ingd ifficu lty transportingwiththe black box. N o
chroniccond itions were ad d re s s e d and there were no fu rtherprovid ernote s in the chart.

Opinion: This patient’s C O P D has not beenad d re s s e d in m ore thanayear, d e spite his requ e s t.

Patient #7
This is a55-year-old m an whose problem list inclu d e s only d epre s sion withsu icid alid eation. H e
evid ently also has anoxicbraininju ry and m od erate C O P D accord ingto apu lm onary fu nction te s t
d ate d Ju ly 2013.There are no chroniccare form s in the chart.There is only one m entionofC O P D ;
on 8/2/13, the patient was s e en on M D line forC O P D follow-u p, bu t this was neverad d re s s e d .
Ins tead , the visit focu se d on the patient’s back pain. A lthou ghhe was s e en m u ltiple tim e s overthe
next few m onths forback pain, his C O P D was neverad d re s s e d .

Seizure Disorder

W e reviewed five record s ofpatients with seizu re d isord ers . Two patients d id not appear to be
enrolled in the s eizu re clinic, and anothercase was significantly problem aticas d e scribed below.

Patient #8
This is a70-year-old m an withseizu re s , as thm a, hepatitis C , coronary artery d isease , latent T B
infectionand schizophrenia.

O n9/1/13, the R N re spond ed to the u nit afterthe patient had aseizu re. The patient refu s e d to com e
to the healthcare u nit, so the nu rse allowed him to re st in his cell, notingthat the “C O willcheck
on him in 1/2 hou r.”Thirty m inu te s later, there is an R N note stating“no encou nter. Spoke with
secu rity on H R3. IM O liversleepingsou nd ly onhis bed . Sid e lyingposition.”There is no m ention
ofcallingaprovid er. O fnote, the patient had had asu btherapeu ticTegretollevel(3.4)on8/7.The
labreport was signed by aprovid eron 8/8, bu t no changes were m ad e. The M A R shows that the
patient had be encom pliant withhis m ed ication.

O n9/5, anote s tam ped “nu rs e sick call”state s only, “alread y on M D line.”The M e d icalD irector
saw the patient this d ay foram e d icalwrit follow-u p,bu t there is no m entionofthe recent s eiz u re.

O n1/22, the patient was s e en in chroniccare clinic. H e reporte d havingone s eizu re since the last
clinic. H is T egretollevelhad last been m easu red on 12/3and was therapeu ticat that tim e. N o
m ed icationchange s were m ad e.

Two d ays later, the patient had awitne s s e d s eizu re and was referred to the d octorthat d ay. The
d octornote d that his m os t recent priorseizu re was in N ovem ber2013, bu t there is no
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d ocu m entation in the chart to that effect. The physician increased the T egretold os e and ord ered a
levelto be d rawn in two weeks. The levelwas d rawn on 2/7and was not significantly d ifferent
from the last valu e.

Opinion:It is not appropriate to expect secu rity s taffto perform m ed icalm onitoringofapost-ictal
patient.The nu rse shou ld have gone back to the u nit to m onitorthe patient and shou ld have referred
the patient to aprovid erforfollow-u p. Even when the patient laterd id s e e aprovid er, the d octor
d id not ad d re s s the recent breakthrou ghseizu re. It appears that this patient’s s eizu re d isord eris not
ad equ ately controlled by the m ed ication he is prescribed .

Patient #9
This is a65-year-old m an withseizu re s , hypertension and asthm a. A t the 1/23/13chroniccare
clinic, he reporte d that he had ru n ou t of his s eizu re m ed ication. H is last s eizu re was not
d ocu m ente d . There was no s u bjective inform ation;this was partly d u e to the s tru ctu re of the
chroniccare form , whichhas not been u pd ated in over10years (2002). Labs were d one tim ely
priorto the visit (1/17).

A t the 7/8/13chroniccare clinicvisit, there had beenno interim seiz u re activity since the last visit.
The m os t recent labs had be en d one in M ay.

O n10/1, it is note d that the patient “signed off”from chroniccare clinic. Labs d one 9/18showed
asu btherapeu ticD ilantin levelat 3.9.

Opinion:It is not clearwhat “signed off”from chroniccare clinicm eans, otherthan to im ply that
the patient has d is enrolle d him s elf. This d oe s not s e e m appropriate, given that he continu e s to
receive treatm ent forseizu re s . The reasons behind his ru nningou t ofm ed icationare not clear, and
his s u btherapeu ticm ed ication levelhas not beenpu rs u e d .

TB Infection Clinic

A t the tim e ofou rvisit, there were fou rpatients enrolled in this clinic. Two ofthe fou rpatients
were s tarte d on treatm ent at D ixon;the othertwo arrived alread y on therapy. In none ofthe fou r
charts d id the treatingprovid erd ocu m ent asym ptom as s e s s m ent priorto initiatingtherapy. O ne
patient had no recent labs in his chart d e spite beginningtherapy overtwo m onths prior. Two of
the fou rrecord s had no baseline ches t x-ray in the file.

N one ofthe patients had M A R s filed in theircharts. There is no m echanism in place to alert the
chroniccare nu rse (oranyone els e)when patients m is s d os e s . M is s e d d os e s are only recognize d
d u ringthe m onthly R N visit, thou ghthis is highly d ou btfu l, as the M A R s forallthe patients were
in giant pile s ofloose filingd atingback form onths in the m ed icalrecord s office. W e fou nd five
piles ofM A R s , eachat least one foot high. It was clearfrom ou rchart reviews that the chronic
d isease nu rs e is not wellinform ed abou t the statu s ofpatients’m ed icationcom pliance.

O ne patient had m is s e d three ofhis last eight d os e s;anotherinform ed the chronicd isease nu rs e
that he had s topped therapy entirely two weeks previou sly afterspeakingwithone ofthe provid ers.
N o s u chconversationwas d ocu m ente d in the healthrecord . Inanothercase, the T B
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clinicnu rse note d that the patient had afew m is s e d d os e s , ye t review ofthe M A R d id not s u pport
this claim .

Pharmacy/Medication Administration

B oswellP harm aceu ticals, located in P ennsylvania, provid e s allprescription and over-the-cou nter
m ed ications for the facility. The s ervice is a “fax and fill” sys te m , which m eans patient
prescriptions faxed to the pharm acy tod ay by agivencu t-offtim e willarrive at the facility the next
d ay. P atient specificprescriptions, s tock prescriptions and controlled m ed ications arrive packaged
in a31-d ay bu bble pack. O ver-the-cou nterm ed ications are provid ed in bu lk by the bottle, tu be,
e tc. A local“back-u p”pharm acy is u s e d to obtainm ed icationwhichis need e d im m ed iately and is
not available in stock.

The m ed ication preparation/storage areais s taffed withfou rpharm acy technicians, three contract
and one s tate em ployed , and B oswellprovid e s aconsu ltingpharm acist to com e on-site once a
m onthto review prescription activity, to as s e s s pharm acy technician perform ance and techniqu e
and to d e stroy ou td ate d orno longerneed e d controlled m ed ications pu rs u ant to the requ irem ents
ofthe Fed eralD ru gA d m inistration(FD A )and D ru gEnforcem ent A gency (D E A ).

Inspectionofthe m ed icationpreparation/storage arearevealed avery large,clean,well-lighted and
generally well-m aintained area. A n interview withthe chieftechnician revealed aknowled geable
ind ivid u alwithm any years workingas apharm acy technician. Inspection ofthe areaind icated
tight accou nting of controlled m ed ications, both s tock and re tu rn item s , nee d le s/s yringe s,
sharps/instru m ents and m ed icaltools. A rand om inspection ofperpetu alinventorie s and cou nts
ind icated allwere correct.

M e d icationad m inistrationconsis ts oftwo m e thod s . W ithm e thod 1, m ed icationis ad m inistered at
cell-sid e. W ithm e thod 2, inm ate s m ove in large lines to the H ealthC are U nit to receive their
m ed ication. The facility continu e s to u s e apaperm ed ication ad m inistration record (M A R ), and
eachd ose ofm ed icationad m inistered orrefu s e d is note d on the patient specificM A R .

O bservationofm e thod 1revealed m ed icationad m inistrationby aLicense d P racticalN u rse (LP N ),
who properly id entified the patients , ad m inistered the m ed ication throu ghafood slot port in the
solid cell d oor, observed the inge s tion, perform ed a m ou th check and d ocu m ente d the
ad m inistration on the M A R . A s ecu rity officer was observed e scorting the LP N d u ring
ad m inistration.

Laboratory

Laboratory services are provid ed throu ghthe U niversity ofIllinois-C hicago H ospital(U IC ). The
com prehensive services m ed icalcontractorprovid e s one FTE phlebotom ist to d raw and prepare
the sam ples for transport to U IC . R e s u lts are electronically transm itte d back to the facility,
generally, within 24hou rs viasecu re fax line located in the m ed icald epartm ent. There were no
reports ofany problem s withthis s ervice.
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Unscheduled Services/Emergency Services

In ord erto review u nsched u led s ervices, we typically attem pt to review bothu nsched u led onsite
s ervices and u nsched u led offsite s ervices. D ixonwas not able to provid e alogbook that had either
type ofservice tracked overtim e. Therefore, it was clearthey were u nable to perform any s elf-
m onitoring. They d id not even have available alogofoffsite orem ergency send ou ts . The only
thingthey cou ld provid e u s was incid ent reports from the last three m onths. H owever, it appeared
that the incid ent reports were incom plete . W e reviewed six onsite em ergencies and fou rem ergency
send ou ts. A llofthe em ergency s ervices contained problem s, the m os t com m on ofwhichwas that
the ins titu tion neverreceived eitherem ergency room reports forthose s ent ju s t to the em ergency
room orhospitald ischarge su m m aries forthose ad m itte d to the hospital. This com prom ise s the
ability of the clinicians to u nd ers tand what services were provid ed and what the basis for any
recom m end ations m ight be.

Patient #1
This is a 69-year-old with hypertension, hypothyroid ism and s tatu s post tracheos tom y. O n
11/26/13, acod e 3was called in the x-ray d epartm ent at the facility. A pparently, the inm ate was
havingd ifficu lty breathingd u e to his tracheos tom y beingplu gged . The tracheos tom y was cleaned
and the patient was s ent back to the hou singu nit. There is no ass e s s m ent ord iscu s sion withany
ad vanced levelclinician, only abriefnote by an LP N . The patient was not s e en by an ad vanced
levelclinician u ntilm ore thanaweek later.

Patient #2
This is a48-year-old withseizu re d isord er. O n1/1/14, anu rse was called to the hou singu nit fora
cod e 3. In the record there is no d e scription ofthe event, bu t the patient was brou ght to the clinic
and u ltim ately wanted to retu rn to the hou singu nit. The only note in the record is anote by an
LP N where the as s e s s m ent read s , “pos t s eizu re.”The patient was retu rned to the hou singu nit by
the LP N withno contact withan ad vanced levelclinician. There was an inad equ ate history and
physicalas se s s m ent since only an LP N saw the patient, and there were significant liabilitie s
engend ered by this re sponse .

Patient #3
This is a57-year-old who has apositive tu bercu losis skin te s t bu t has be en treated and also has a
seizu re d isord er,asthm aand bipolard isord er. O n10/31/13at abou t 12:15p.m .,acod e 3was called
withthe inm ate com plainingofche s t pain.There is aninad equ ate as s e s s m ent perform ed by anR N
who ind icate s that the inm ate s tate s ,“I’m worried abou t goingou t infou rm onths.”The vitalsigns
were norm aland the inm ate is d e scribed as hold inghis ches t. The history is inad equ ate. The
ass e s s m ent is “ches t vs. anxiety.”Since the patient ind icated he felt better, the ass e s s m ent was
“ru le ou t anxiety” and the patient was released to the hou singu nit. C he s t pain shou ld always
requ ire anas se s s m ent by anad vanced levelclinician.

Patient #4
This is a27-year-old withm entalhealthproblem s. O n 1/6/14, acod e 3was called and the patient
was brou ght to the healthcare u nit.The inm ate had beenfou nd u nre sponsive inhis cell, lyingonthe
floor and havingaseizu re. W hen they entered the cell, he was stilljerkingor twitchingon the
m attre s s. H e s tate d he intentionally hit his head on the wall. O n1/7/14, he is d e scribed as having
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had asyncopalepisod e bu t there is no ass e s s m ent.The patient was s e enlaterby anu rse practitioner
bu t there was no d iscu s sion ofthe episod e occu rringone d ay earlier.

Patient #5
This is a42-year-old withhyperlipid em ia. A cod e 3was calle d on 11/25/13becau se the inm ate
was fou nd lyingonthe sid ewalkou tsid e ofhis hou singu nit. H e had told anu rse that he had worked
ou t in the gym , becam e d izz y and sat d own. W henhe s tood u pqu ickly he got d iz z y againand then
lay d own on the sid ewalk. The nu rse perform ed vitalsigns on the sid ewalk and since they were
norm al, released him to the hou singu nit. There was no follow u pperform ed and he was not s e en
again u ntilm ore than am onthlaterin his regu larhypertension clinic;however, the incid ent with
the episod e s ofd iz zines s was neverd iscu s s e d .

Patient #6
This is a53-year-old withhypertension and type 2d iabete s alongwithhepatitis C . O n 12/7/13, a
cod e 3was called in d ietary. W hen they arrived the patient ind icated , “M y knee gave ou t.”H e was
placed inthe infirm ary forobservationand released shortly thereafter. There has beenno physician
asse s s m ent regard ingthis situ ation.

Patient #7
This is a68-year-old withm entalhealthproblem s and asthm a. O n 10/25/13, at abou t 12:40p.m .,
acod e 3was called and when the nu rse arrived the patient was walkingto avan accom panied by
correctionalofficers. H e cou ld be heard wheezingand he was observed to be u singhis inhaler.
The nu rse perform ed apu lse oxim eterread ing,whichwas 85%.The patient was takento the health
care u nit and was s e enby the physician, who ord ered bothoralsteroid s and inhaled s teroid s . This
patient has neverbe en followed u pon.

Patient #8
This is a35-year-old withm entalhealthproblem s. O n11/3/13, acod e 3was called and the patient
was fou nd withblood on the floorfrom alaceration on his head . W hile beingtransporte d to the
m ed icalu nit, he was note d to have projectile vom itingand therefore was s ent to the hospital. O n
11/5,two d ays later,he retu rned withthe hospitald iagnosis,“patient ind u ced hyponatrem iacau sing
seizu re s .”The patient was ad m itte d to the infirm ary d ry cell. There were no hospitalrecord s in the
m ed icalrecord and on11/12he was d ischarged to his hou singu nit.

Scheduled Offsite Services

W e were inform ed that the proces s foraccom plishingasched u led offsite s ervice inclu d e s , once
the physician orad vanced levelprovid erord ers the s ervice, s u chas aconsu ltation orproced u re,
the actingM ed icalD irectorreviews the requ e s t and then pres ents it at aweekly collegialreview
withW exford centraloffice physician staffwho work fortheiru tilization m anagem ent program .
Eachcase is d iscu s s e d and there is eitheran approvaloran alternate plan is recom m end e d . The
alternate planm ay re s u lt insom e ad d itionalte s ts to be d one before the ord ered s ervice is provid ed .
O nce the W exford centraloffice physician has approved the s ervice over the telephone, this
u tilization m anagem ent program is re sponsible forprovid inganau thorizationnu m berattached to
the approved s ervice and then notifyingthe U niversity ofIllinois at C hicago sched u ler, who then
willprovid e anappointm ent and notify the D ixon C orrectionalC enter
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sched u ler. W e fou nd that there were lengthy d elays in this proces s , som e tim e s d u e to asu bs tantial
d elay between the verbalapprovaloverthe phone and the notification to the U niversity ofIllinois
sched u lerand som e tim e s , ad d e d to that, is ad elay based on the U niversity ofIllinois not being
able to tim ely provid e an appointm ent. A bou t 10-15% ofsched u le d offsite s ervices are finally
obtained locally becau se this canbe accom plished m ore rapid ly. The cu rrent trackinglogdoe s not
inclu d e d ate oford ernord ate ofappointm ent, so that the lengthoftim e between the requ e s t, the
au thorizationand the appointm ent cannot be visu ally reviewed inan efficient m anner. A lso, there
are occasions when an approvalis provid ed bu t this sched u lingproces s gets d elayed to s u chan
extent that then anew requ e s t m u s t be created . A ny s ys te m that allows efficient as s e s s m ent ofa
sched u led offsite s ervice program shou ld have the d ate oford er, the d ate ofau thorization, the d ate
ofthe appointm ent and the d ate ofthe prim ary care clinicianfollow u pwiththe patient inatracking
log.

W e reviewed 11record s ofpatients forwhom aclinician had ord ered asched u led offsite s ervice.
Eight of11were problem atic, either d u e to d elays or d u e to lack ofcriticalfollow u pwiththe
patient.

Patient #1
This is a65-year-old m ale withhypertension, asthm a, GER D , and apositive TB skin te s t. O n
11/20/13,the clinicianord ered aC T scanofthe che s t to ru le ou t am ass . This patient was pres ente d
at the collegialreview alittle overtwo weeks later, on12/4, and anapprovalwas obtained . Thre e
weeks later the au thorization nu m ber was provid ed . The report d one on 2/12/14 ind icate s
s u spiciou s forcancer. A requ e s t forapu lm onary consu lt was m ad e and approved overtwo weeks
ago and ye t anau thorization nu m berforthis has s tillnot beenprovid ed .

Patient #2
This is a47-year-old m ale withno chronicproblem s. O n 11/13/13, abone scan was ord ered d u e
to apriorreport d em ons tratingbilaterald ensitie s inthe ileacareas. The au thorizationwas provid ed
on 12/20 and ye t the U niversity of Illinois sched u ler ind icate s that she has received no
com m u nication from the W exford centraloffice, so there is no appointm ent d ate provid ed .

Patient #3
This is a62-year-old m ale withhypertension, d iabete s type 2, conges tive heart failu re, gou t, a
pacem aker,obstru ctive sle epapneaand card iom yopathy. A nappointm ent forthe card iology clinic
was ord ered on10/2/13. The patient was finally se en on2/14/14, fou rm onths later.

Patient #4
This is a64-year-old withhypertension, d iabete s type 2and asoft tis s u e m as s . O n 10/8/13, a30-
d ay EK G m onitorwas ord ered based on apriorcard iology recom m end ation. This s ervice was
au thorized on10/24. The patient was s ent back to card iology on1/28/14, whichre-recom m end e d
the EK G m onitor, bu t this has not ye t occu rred , alm os t halfayearlater.

Patient #5
This is apatient withhypertension and hepatitis C alongwithahistory ofapositive TB skin te st.
O n 11/7/13, an ortho clinicappointm ent was ord ered . It was au thorized within ashort period of
tim e, bu t as ye t it has not been sched u le d .
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Patient #6
This is a46-year-old witham as s inhis jaw. H e also has ablind right eye and anortho appointm ent
was ord ered on 9/12/13. The collegialreview occu rred two weeks later on 9/25, bu t it was
recom m end e d that an u ltrasou nd be obtained priorto the ortho appointm ent. The u ltrasou nd was
ord ered and approved on 10/16and perform ed on 11/13. The d octord iscu s s e d the case withthe
patient and then reord ered the orthoped icevalu ation. This was au thorized on 11/27, bu t as ofye t
the appointm ent has not occu rred .

Patient #7
This is a58-year-old m ale with an enlarged pros tate and apositive TB skin te s t. A u rology
appointm ent was ord ered on 7/30/13 and it was au thorized on 8/7. The appointm ent has be en
sched u led now for3/12/14. This is an extrem ely longd elay.

Patient #8
This is a66-year-old m ale withhypertensionforwhom astre s s te s t was ord ered on11/12/13,based
on acard iology recom m end ation. The s tre s s te s t was au thorized on 12/27;however, the patient
has s tillnot been se en. There has as ofye t be en no com m u nication to the U niversity ofIllinois
from W exford .

Patient #9
This is a45-year-old withhypertension, s evere trem ors and aseizu re d isord er. H e has been se e n
by U IC neu rology who has recom m end e d increasingd ose s ofK lonopin (u pto 4m gtwice ad ay)
and other m ed ications, bu t nothingse em s to controlhis trem ors. N e u rology has not m ad e a
d efinitive d iagnosis;at one visit, his cond ition is d e scribed as “non P arkinsonian trem or,” at
another“trem orwithP arkinsonian featu re s .”The patient was s e en in Febru ary and M ay of2013;
requ e s t forfollow-u pvisit was d enied in A u gu s t. The alternate plan was to “continu e to follow
and treat onsite . R epres ent in three m onths.” M eanwhile, the patient continu e s to fallfrequ ently
and m u s t be perm anently hou s e d in the healthcare u nit.

Opinion: This patient s till d oe s not have aclear d iagnosis and treatm ent re sponse has bee n
s u boptim al. W e interviewed this patient d u ringou rvisit. C onsid eringthe severity ofhis trem or,
the d egree of his d isability and his you ngage, we wou ld recom m end either follow u p with
neu rology, a second neu rologist’s opinion, or a trial of treatm ent for e s s ential trem or be
u nd ertaken, s u chas propranololorprim id one ifnot alread y tried .

Infirmary Care

The d e signated infirm ary is located on the s econd floorofthe m ed icalbu ild ing. There are 28total
bed s withpatient censu s of22d u ringthe inspection. O fthe 22patients , fou rwere clas sified as
“acu te”withallothers classifie d as either“perm anent hou sing”or“chroniccare.”

The areais staffed withat least one R N pershift except forone 11-7shift. D u ringthis shift, there is
aR N inthe bu ild ingbu t not as signed to the infirm ary. A s are s u lt,aLicense d P racticalN u rse (LP N )
is d irectingthe care in the infirm ary which, accord ingto the Illinois N u rs e P ractice A ct, is beyond
the scope ofpractice foraLP N . A d d itionally, the facility is u singC ertified N u rsing
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A s sis tants (C N A s)on the 7-3and 3-11shifts and soonon the 11-7shift. U s e ofthe C N A s is going
welland qu ite beneficialin provid ingcare.

Inspection ofthe areaind icated alarge, well-lighted , reasonably wellm aintained and clean u nit.
The infirm ary is configu red inarectangle, two longhalls and two short halls at eachend , withthe
patient room s alongthe ou terperim eterofthe rectangle. A s are s u lt, there are nu m erou s wind ows
provid ingnatu rallight.

P atient bed s are inreasonably good shape. R ecently, u s e d trad itional-style hospitalbed s had be en
pu rchased from the localhospital, and m ore are goingto be pu rchased whichwillu pgrad e the
m ajority ofthe bed s . Eachofthe bed s has am attre s s withan im perviou s coatingcond u cive for
cleaning/sanitizingwhen need e d , bu t particu larly betweenpatients .

A longone longand one short hallway, eachofthe bed s has acallbu ttonlocated on the wallabove
the bed . The callbu tton provid e s avisu alind icatorou tsid e the patient room and on anu m bered
panelinsid e the nu rsingstation;however, there is no au d ible ind icator. Since the callbu ttons are
m ou nte d on the wall, d epend ingon the patient’s cond ition, it cou ld be d ifficu lt to im pos sible for
the patient to access the callbu tton.

A longthe otherlonghallway, there are no patient callbu ttons, and six ofthe room s have no line-
of-sight to the nu rsingstation. B ells have been provid ed forthe patient to m anu ally ring. W hen
m ed icalpersonnelare in the nu rsingstation area, d oors to eachhallway are close d . A s are s u lt, if
personnelwere in the nu rsingstationoroccu pied inapatient room , it is d ou btfu lthe bellcou ld be
heard . A d d itionally, ifthe patient becam e incapacitated , he cou ld not ringthe bell.

Eachbed had abed sid e table bu t there are no over-the-bed tables . A s are s u lt, patients eithereat
hold ingtheirfood tray on theirlaps orby placingthe tray on theirbed . Forpatients who cannot
get ou t ofbed , placem ent ofthe food tray cond u cive to eatingis d ifficu lt.

There is one negative-airpres s u re re spiratory isolation room located in the infirm ary. N egative
airflow is only checked every 30d ays regard le s s ifarespiratory isolationpatient is occu pyingthe
room .

R e sponsibilities ofR N s workingthe infirm ary are:
1. Su pervision ofalls taffand patients
2. IV therapy and m ed ications
3. A s s e s s m ents
4. P hlebotom y
5. D re s singchanges
6. C harting

R esponsibilities ofLP N s workingthe infirm ary are:
1. Su pervision ofC N A s
2. A d m inistration oforaland topicalm ed ications
3. D re s singchanges
4. C harting
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5. A s s e s s m e nts

R e sponsibilities ofC N A s workingthe infirm ary are:
1. C ollectingand record ingvitalsigns
2. B athingpatients
3. Feed ingpatients
4. C hangingbed linens
5. Foley cathetercare
6. M easu ringand record ingintake and ou tpu t

Inspection ofinfirm ary linens revealed the following:
1. Thread bare shee ts
2. Torn/frayed shee ts
3. Torn/frayed towels and washcloths
4. Ins u fficient nu m berofpillows
5. Ins u fficient nu m berofblankets
6. Stained shee ts , towels and washcloths

In inspectingthe infirm ary, there s e e m e d to be an absence ofneed e d patient care equ ipm ent as
follows:

1. IV pu m ps
2. T u be Feed ingpu m ps
3. H oyerlift
4. M axi-Lift B e d slid e
5. GeriC hairs (cu rrent chairs nee d to be recovered in ord erto ad equ ately clean/sanitize
6. B e d alarm s

From asafety perspective, there was no secu rity pres ence within the infirm ary even thou ghall
secu rity clas sifications, m axim u m -m ed iu m -m inim u m , are hou s e d within this one area. There is a
m anned s ecu rity s tation on the s econd floor, bu t the officeris enclose d inaroom whichis d owna
longhallway and separated by ad oorfrom the nu rsingstationand patient care areas. M e d icalstaff
is not is s u e d ind ivid u alpanicalarm s orrad ios. Two rad ios are is s u e d to the infirm ary, however,
on the 7-3and 3-11shifts ifm ore thantwo s taffis working. Ifam ed icalstaffpersonwas assau lte d
in one ofthe back patient care room s and had no rad io, it is d ou btfu lthe s ecu rity s taffperson
s tationed 50to 60fee t away beyond aclose d d oorand within an enclose d room cou ld hearany
cries forhelp. A t the leas t, ad d itionalrad ios shou ld be provid ed and , optim ally, ind ivid u alpanic
alarm s. A d d itionally, while a secu rity e scort is requ ired d u ringm ed ication ad m inistration in
d e signated hou singu nits , no s u chescort is provid ed in the infirm ary d e spite allsecu rity levels
beinghou s e d in this one area.

N u rsingstaffwere knowled geable concerningthe patient popu lation, concerningacu te orchronic
care s tatu s , cu rrent activities/capabilitie s , health care/physical/social ne ed s and personalities .
W hile beingable to easily articu late the above, nu rsingstaff chartingwas very genericand
u ninform ative. It is u nd ers tand able withgenerally long-term , longstay skilled nu rsinghom e type s
ofpatients to fallinto the habit that there is nothingnew to say abou t the patient. Ifs taffwou ld pu t
into word s what they verbalized abou t patients , chartingwou ld be
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enhanced and consid erably m ore d e scriptive and inform ative concerningthe patient’s cu rrent
cond ition.

W e fou nd the provid ers’d ocu m entation to be sim ilarly lacking. In m any case s , patients were not
s e en tim ely perpolicy, norwere evalu ations com prehensive. Rarely were physicalexam inations
orm ed icald ecision m akingd ocu m ente d , and m anagem ent was qu e s tionable in severalcase s .
Exam ples are d e scribed below.

Patient #1
This patient is a68-year-old m ale who was ad m itte d on 12/27/2013. H e is perm anently assigne d
to the infirm ary followingaterm inald iagnosis ofcancerofthe brain (glioblastom a)as wellas
chronic lym phocytic leu kem ia, hypertension, pu lm onary hypertension and chronic atrial
fibrillation. H e received a series of rad iation treatm ents in Ju ne 2013. H e signed aD o N ot
R e s u scitate (D N R)ord er 12/27. P er ID O C policy, the record ingofvitalsigns and chartingis
requ ired weekly forapatient ofthis s tatu s . A review ofchartingind icated ,generally, d aily nu rsing
note s , and at leas t weekly physician note s . A physician ad m is sion note cou ld not be located . The
ad m is sion R N note was d ate d 12/27.

Patient #2
This patient was ad m itte d 10/21/2012. In Janu ary 2012, this patient was d iagnosed with lu ng
cancerwhichhad m e tas tasized to the brain. H e received bothchem o and rad iation therapy. A t
pre s ent he is bed rid d enand atotalcare patient. P hysicianand nu rsingnote s were d ocu m ente d at a
m inim u m weekly.

Patient #3
This patient was ad m itte d 2/12/2009,and has along-term d iagnosis ofP arkinson’s d isease . P atient
has afeed ingtu be, Foley catheter and a2cm x 1 cm d ecu bitu s on the coccyx. The patient is
classified as “chroniccare” and , even thou gh only weekly physician and nu rsingnote s are
requ ired , chartingis m ore frequ ent.

Patient #4
This patient was ad m itte d 2/25/2014. C las sified as “acu te care”d u e to influ enzainfection. There
were appropriate physician and R N ad m is sion note s and collection and record ingofvitalsigns,
height and weight. C hartingand the record ingofvitalsigns was perform ed at am inim u m d aily.

Patient #5
This patient is a46-year-old m an withhistory ofasthm a, seizu re s and m entalillne s s who was
ad m itte d acu tely to the infirm ary on 2/19/14withhyponatrem ia(sod iu m 122m g/d L). There was
an appropriate R N ad m is sion note and collection and record ingofvitalsigns, height and weight.
A d d itionalcharting,inclu d ingvitalsigns,occu rred at am inim u m d aily.The physician’s ad m is sion
note was fairly thorou ghexcept there was no neu rologicexam ,argu ably the m os t im portant s ys te m
to exam ine inapatient withlow sod iu m .

There is anothernote by aphysicianon2/21, bu t it is only areview ofthe labs;the patient was not
s e en. A t this tim e, the sod iu m was u pto 128m g/d L and salt tablets were ad d e d . There was no
work-u pto d eterm ine the cau se ofthe patient’s low sod iu m .
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O n 2/25, there is aphysician note d e scribingthe patient as u nru ly and d isru ptive. H e was not
exam ined , pre s u m ably d u e to his behavior. It was note d that the patient has be enhou s e d inaroom
where he has free access to waterd e spite his ord erforflu id re s triction.

Opinion:This patient has not been se en by the physician accord ingto policy and his low sod iu m
has not beenproperly inve s tigated . Salt tablets are not appropriate treatm ent forthe m os t com m on
cau se oflow sod iu m in ou tpatients (SIA D H ).

Patient #6
This patient was ad m itte d 2/17/2012 and clas sified as “chroniccare” d u e to end -s tage
C O P D /A s thm a. D N R signed 5/13/2011. C u rrently ad m itte d to acom m u nity hospital. A review of
the record ind icated m ore thanweekly nu rsingnote s and vitalsign d ocu m entationwithphysician
note s being, at am inim u m , weekly.

Patient #7
This patient was ad m itte d 12/24/2013.C las sified as “acu te care”d u e to u ncontrolled d iabete s . The
patient cod ed 12/16/2013inhis hou singu nit. E M S was called and d u ringtransport to acom m u nity
hospital, the patient arres te d in the am bu lance. The patient was revived , s tabilized and transporte d
to U IC where he rem ained u ntil12/24, when he was re tu rned to the ins titu tion. There is aR N
ad m is sion note bu t no physician ad m is sion note. V italsigns and nu rsingnote s are record ed at a
m inim u m d aily.

Patient #8
This patent is a25-year-old m an ad m itte d to the infirm ary chronically on 1/28/14afterfractu ring
his jaw and havingit wired shu t. There is nu rsingad m is sion note, bu t it was not tim ed . There was
abriefnote by the M e d icalD irectoron1/31,bu t it was the nu rse practitionerwho d id the ad m ission
note the followingd ay. The nu rse practitionersaw him again aweek later. O n 2/11, the M e d ical
D irectornoted asix-pou nd weight los s since ad m is sion;this was the last provid ernote in the chart
as of the d ate of ou r visit 10 d ays hence. There were shift nu rsingnote s and d aily vitalsigns
d ocu m ente d . W ire cu tters are im m ed iately available in the nu rsingstation.

Opinion:This patient has not been se en tim ely d u ringhis infirm ary ad m is sion. H e shou ld be
evalu ated forweight los s .

Patient #9
This patient is a52-year-old m anwithno knownm e d icalhistory who was ad m itte d to the infirm ary
on2/13/14foracu te care followinganepisod e ofu nre sponsivene s s and s eizu re s in Janu ary ofthis
year. H e was fou nd to have sepsis from s treptococcalm eningitis and acavernou s sinu s throm bosis.
There are appropriately d ocu m ente d physician and nu rsingad m is sion note s . There are d aily vital
signs and shift nu rsingnote s;however, he has not been s e en by the physician perpolicy while in
the infirm ary. There were only two physician visits d ocu m ente d in the chart as ofthe tim e ofou r
visit on2/27.

Opinion:This patient has not been se en by aphysicianperpolicy. C onsid eringthe s everity ofhis
illnes s , this is particu larly problem atic.

Patient #10
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This patient was ad m itte d 8/30/2012d u e to repeated falling, hallu cinations and TIA s . The patient
was perm anently as signed to the infirm ary. O n 2/22/2014, while goingto the bathroom , he fell,
fractu ring his left d is tal fem u r. H e was transporte d to a com m u nity hospital where an
intram ed u llary fixation was perform ed . The patient was retu rned to the facility where he rem ains
in the infirm ary. There was athorou gh, well-written R N ad m is sion note;however, it was not
signed .

Patient #11
This is a77-year-old m an withcognitive im pairm ent who has been chronically hou s e d in the
infirm ary since at least Janu ary 2013, whichis when his progres s note s begin. H is problem list
was last u pd ated in M archof2012and lists only B P H and psoriasis.

In A pril2013, he was s e eninconsu ltationby U IC neu rology forhis m em ory los s . They requ e s te d
labs, C T ofthe head and an EEG, as partialcom plex seizu re s were in the d ifferentiald iagnosis.
The EEGwas not approved and the C T (d one two m onths later)showed only sm allve s s elischem ic
changes. In Ju ly 2013,neu rology follow-u pwas d enied . The d ecisionwas that the patient probably
has d em entiaand treatm ent withA ricept shou ld be consid ered . It was nevers tarte d .

H e is on the m entalhealthcaseload and prescribed s everalpsychotropicm ed ications, inclu d ing
R isperd al, whichis relatively contraind icated in eld erly d em entiapatients and has ablack box
warningforthis s e ttingd u e to increased risk ofs troke and d eath. H e is repeated ly d e scribed as
friend ly, calm and cooperative in the record , so it is not clearwhy an antipsychoticm ed ication is
neces sary;the risks appear to ou tweigh the benefits . H e is d e scribed as d elu sionalwith som e
au d itory hallu cinations, bu t the s e d o not appearto be d is tre s singto him and are not abou t harm ing
selforothers.

H e was s e enweekly throu ghM ay;the note s appeared ad equ ate. H e was not s e en by aprovid erat
allin Ju ne. In Ju ly there were two note s;the firs t appears to be achart review, as there were no
vitals, no exam and no s u bjective inform ation. It is not clear that the provid eractu ally saw the
patient. The s econd note was foraskinrash.

H e was s e en once in A u gu s t by the M e d icalD irector. A gain, there was no physicalexam or
su bjective inform ation. There is no convincingevid ence that there was interaction between the
d octorand the patient.

The M e d icalD irectorsaw him we ekly in Septem ber, bu t no note s contain aphysicalexam , only
“u pin d ay room ,”“u pabou t,”“N A D ,”s u gges tingthat he was m erely observed from afar.

In O ctober, the M e d icalD irector saw him for back pain withinspiration. There was no exam ,
ass e s s m ent orplan.She ord ered aches t x-ray,whichwas d one the next d ay and reporte d as norm al.
W hen she saw him again five d ays later, there was no m ention ofthe back pain.



O n 11/17/13, the R N note d aleft faciald roop. The M e d icalD irectorsaw the patient the next d ay
and note d , “R eporte d u nable to keepleft e ye close d at noc.”There was no exam , no ass e s s m ent or
d iagnosis. She ord ered the left e ye to be taped shu t. The followingd ay, she note d aleft faciald roop
and d iagnosed B ell’s palsy. She ord ered artificialtears and continu e tapingthe eye shu t. N o work-
u porothertreatm ent was initiated .

H e was s e enonce m ore inN ovem ber, twice inD ecem ber,weekly in Janu ary,and once inFebru ary
as ofthe d ate ofou rvisit (2/26).

R eview ofhis perm anent record (whichis also kept in the infirm ary)reveale d that in Ju ly 2012
the patient had acolonoscopy showingtwo ad enom atou s polyps,one ofwhichshowed high-grad e
d ysplasiaonpathology. There has been no follow-u pcolonoscopy as ofthe d ate ofou rvisit.

Opinion:This patient has not been se en accord ingto policy while in the infirm ary. The note s are
inad equ ate;m os t lack su bjective orobjective inform ation and rarely articu late m ed icald ecision-
m aking. This patient shou ld have been treated withs teroid s forhis B ell’s palsy, inaccord ance with
cu rrently pu blished gu id elines . A s eriou s ,precancerou s cond itionhas beenoverlooked in this case.
This case was brou ght to the attentionofthe M e d icalD irectorforfollow-u p.

Patient #12
This is a45-year-old withhypertension, s evere trem ors and aseizu re d isord erwho was in the
infirm ary from at least A u gu s t u ntilN ovem berof2013.There were two physiciannote s in A u gu s t,
rou ghly weekly inSeptem ber, two visits in O ctoberand one inN ovem ber. N one containaphysical
exam that reflects that the provid erlaid ahand on the patient. A llsim ply d e scribe observations;
“trem or,”“u pto eat in d ay room ,”“in bed ,”e tc.

Opinion:This patient was not s e en inaccord ance withpolicy, nord o the note s reflect that he was
exam ined in the last six m onths.

Infirmary Care Issues

1. LP N s are workingou tsid e the scope ofpractice.
2. P atients are not s e enaccord ingto policy by provid ers. Rarely is there evid ence that patients

are physically exam ined .
3. O ne 11-7shift has no R N as signed to the infirm ary and aLP N is d irectingthe care. A gain,

this places the LP N in the position ofworkingou tsid e the scope ofpractice becau se the
LP N m ay ne ed to evalu ate apatient com plaint, exam ine the patient and based on the
find ings ofthe exam ination and patient sym ptom s , form an asse s s m ent, and based on the
ass e s s m ent, d evelop and im plem ent a plan of treatm ent. A ll of this is beyond the
ed u cationalpreparationand scope ofpractice foraLP N .

4. Stale, non-d e scriptive and u ninform ative charting.
5. Incom plete chartingwith d ate s/tim e s , vital signs , signatu re s m is singand the requ ired

SO A P form at not always u s e d .
6. C allbu ttons positioned where it cou ld be d ifficu lt to im pos sible forthe patient to access .
7. N o callbu ttons in the patient room s alongone longhallway and no d irect line-of-sight to

the nu rsingstation in six ofthe room s.

8. N o s ecu rity pres ence in the infirm ary d e spite allsecu rity classifications beingpresent.
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9. N ot enou ghrad ios and no panicalarm s available forstaff.
10. Ins u fficient equ ipm ent.
11. Ins u fficient am ou nt ofnon-thread bare,non-torn/frayed ornon-s tained linens and blankets .
12. Ins u fficient nu m berofpillows.

Infection Control

A t pre s ent, there is no nam ed infectioncontrolnu rse . The two nu rsingsu pervisors are re sponsible
forcom pliance withID O C policy concerningcom m u nicable d is ease s , blood borne pathogens and
com pliance withIllinois D epartm ent ofP u blicH ealthreportingrequ irem ents .

The facility has acontract withalarge nationwid e m ed icalwaste d isposalcom pany whichcom e s
on site two tim e s perm onthto hau laway m ed icalwaste . There were no reporte d is s u e s withthis
s ervice.

Inspectionofthe infirm ary, sick callareas in the m ed icald epartm ent and X -hou s e and em ergency
response bags verified the pres ence ofpersonalprotective equ ipm ent. P u nctu re proofcontainers
forthe d isposalofsharps are inu s e inallm ed icalareas and are appropriately placed inthe m ed ical
waste containers when fu ll.

Inm ate s as signed as “porters”in the infirm ary and who perform janitoriald u tie s m ay orm ay not
have received any trainingas to appropriate cleaningand sanitation m e thod s . N u rsingsu pervisors
have not ad d re s s e d the is s u e withthe porters .

R eportable STIs are picked -u pand reporte d by U IC .

Dental Program

Executive Summary

O n Ju ly 15 and 16, 2014, acom prehensive review of the d entalprogram at D ixon C C was
com plete d . Five areas ofthe program were ad d re s s e d :1)inm ate s’access to tim ely d entalcare;2)
the qu ality ofcare;3)the qu ality and qu antity ofthe provid ers;4)the ad equ acy ofthe facility and
equ ipm ent d evote d to d entalcare;and 5)the overalld entalprogram m anagem ent. The following
observations and find ings are provid ed .

The clinicitselfis ratherlarge and spaciou s and wellequ ipped . It is athree-chairclinic, bu t one of
the chairs is not fu nctioning. N o plans forrepairare in place. A lthou ghthe s taffinglevelforthe
d entis ts is ad equ ate, there is no hygienist on the d entals taff. A s s u ch, hygiene care is nearly non-
existent. This is aseriou s om is sionand ahygienist shou ld be hired as soonas pos sible.

A m ajorareaofconcernrelate s to com prehensive care. C om prehensive care was provid ed withou t
a com prehensive intra and extra-oral exam ination and well d eveloped treatm ent plan. N o
exam ination ofsoft tis s u e s norperiod ontalass e s s m ent was part ofthe treatm ent proces s .

H ygiene care and prophylaxis were never provid ed and oralhygiene ins tru ctions were never
d ocu m ente d . B itewingorperiapicalrad iographs were nevertaken to d iagnose caries. R e s torations
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were provid ed from the inform ation on apanelipse rad iograph. N one of the record s reviewed
d ocu m ente d the tim e ofthe appointm ent.

A sim ilar areaof concern is d ental extractions. A ll d ental treatm ent shou ld proceed from a
d ocu m ente d d iagnosis. The reason forextractions shou ld be part ofthe record entry. In none of
the record s reviewed was ad iagnosis orreasonforthe extractioninclu d e d . A larm ingly, innone of
the record s reviewed was aconsent fortreatm ent form available. This is aseriou s om is sion and
need s to be corrected im m e d iately.

P artiald entu re s shou ld be constru cted as afinalstepin the s equ ence ofcare d elivery inclu d e d in
the com prehensive care proces s . A review of severalrecord s revealed that allpartiald entu re s
proceed e d withou t acom prehensive exam ination and treatm ent plan. P eriod ontalas s e s s m ent and
treatm ent was s eld om provid ed . O ralhygiene ins tru ctions were never inclu d e d . It was alm os t
im pos sible to d em ons trate that allfillings and extractions were com plete d priorto im pre s sions.
P eriod ontalhealthwas neverd ocu m ente d .

A t D ixon C C , d entalsick callis acces s e d throu ghad aily sick callsign u pthrou ghthe m ed ical
d epartm ent and viathe inm ate requ e s t form . There was no sys te m inplace to evalu ate u rgent care
need s (painand /orswelling)from the requ e s t form . Inm ate s withu rgent care com plaints from the
requ e s t form often took fou rorfive d ays to be s e en by the d entis t forevalu ation. The s e inm ate s
shou ld be s e enwithin24-48hou rs from the d ate ofthe requ e s t form .

In none ofthe record s reviewed was the SO A P form at beingu se d . Treatm ent was provid ed with
little inform ation or d etailpreced ingit. R ecord entries d id not inclu d e clinicalobservations or
d iagnosis to ju s tify treatm ent.

A well d eveloped P olicy and P roced u ral M anu alins u re s that ad entalprogram ad d re s s e s all
e s s entialareas and is ru n withcontinu ity. The P olicy and P roced u re s m anu alat D ixon C C only
paraphrase s the A d m inistrative D irectives. It inclu d e d nothingspecificfor D ixon C C and the
ru nningof the d entalprogram . The d entald irector knew little of its exis tence and had never
reviewed it.

The D ixonC C Inm ate O rientation M anu alonly m entions d entalinrelationto co-pays. N o m ention
is m ad e onacces s to care.

M e d icalcond itions that requ ire precau tions and consu ltation withm ed icalstaffprior to d ental
treatm ent shou ld be welld ocu m ente d in the healthhistory s ection ofthe d entalrecord and “red
flagged ”to bringthem to the im m ed iate attentionofthe provid er. The d entalrecord is m aintaine d
in the d entalclinicseparate from the m ed icalrecord . Id entificationonthe d entalrecord ofinm ate s
onanticoagu lant therapy was very inconsis tent and s eld om red flagged .

B lood pres s u re s shou ld , at the leas t, be taken on patients withahistory ofhypertension. W hen
asked , the clinicians ind icated that they d o not rou tinely take blood pres s u re s on thes e patients .



The s terilization flow from d irty to sterile was im proper. There was no biohazard labelpos te d in
the s terilizationarea. Safety glasse s were not always wornby patients . A rad iationhazard warning
signwas not pos te d in the x-ray area.

The continu ingqu ality im provem ent proces s was inad equ ately u tiliz ed . A s tu d y was in proces s
bu t s e e m e d ratherinsignificant. C Q I stu d ie s shou ld be d eveloped to ad d re s s program d eficiencie s
note d in the bod y ofthis report.

Staffing and Credentialing

D ixon C C has ad entals taffofone fu ll-tim e d entis t, one 14-hou rpart-tim e d entis t and two fu ll-
tim e assis tants . There is no hygienist at D ixon C C . This is aseriou s om is sion. To expect the
d entis ts to provid e hygiene and period ontalcare to apopu lationthe siz e ofD ixonC C is u nrealistic
and u nobtainable. It is also apooru s e ofad entis t’s tim e and re sou rces. A d entalhygienist shou ld
im m ed iately be m ad e part ofthe d entals taffat D ixon C C .

C P R trainingis cu rrent onalls taff, allneces sary licensingis on file, and D E A nu m bers are on file
forthe d entis ts .

Recommendations:
1. That ad entalhygienist im m ed iately be m ad e part ofthe d entals taffat D ixon C C .

Facility and Equipment

The clinicconsis ts ofthree chairs and u nits , one foreachd entis t and athird foreitherofthe two
d entis ts . Two ofthe d entalu nits are two years old and in very good repair. The third chairis very
old , worn and d oe s not work at all. N o plans to repairthis chairare in place. There is apanorex
u nit in the healthservices x-ray d epartm ent inad ed icated room . It is old bu t fu nctions ad equ ately.
The x-ray u nit in the clinicis in good repairand works well. The au toclave is old erbu t fu nctions
well. The com pre s sor is in the bas em ent and works well. The ins tru m entation is ad equ ate in
qu antity and qu ality. The d entis t expres s e d no com plaints . The hand pieces are old er bu t well
m aintained and repaired when nece s sary. The cabinetry is rather old and showingwear and
corrosion and s tainingon work su rfaces, bu t fu nctionally alright. This d oe s m ake d isinfection of
su rface s m ore d ifficu lt. The u ltrasonicworks well.

The clinicitselfconsis ts ofthree chairs in three s eparate and ad equ ate spaces. Free m ovem ent
arou nd eachu nit is acceptable. P rovid erand assis tant have ad equ ate room to work and none ofthe
chairs interfere witheachother.There was aseparate s terilizationareaofad equ ate size and s u rface
workspace. The s taffoffice is large withasingle d e sk. The d entalrecord s are m aintained in this
room . It also hou s e s the d entallaboratory withits equ ipm ent and workspace. There is ad equ ate
room forall.

The clinicis ad equ ate in siz e and fu nction to m ee t the nee d s ofthe inm ate popu lation at D ixon
C C .

Recommendations:
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1. R epairorreplace the chairand u nit that is not working.

Sanitation, Safety, and Sterilization

I observed the sanitation and s terilization techniqu e s and proced u re s . Su rface d isinfection was
perform ed between eachpatient and was thorou ghand ad equ ate. P roperd isinfectants were being
u se d . P rotective covers were u tilized on som e ofthe s u rfaces.

A n exam ination of instru m ents in the cabinets revealed that they were properly bagged and
s terilized . A llhand piece s were s terilized and in bags.

The s terilization proced u re its elf was flawed . Flow shou ld go from d irty to s terile in alinear
fashion. The u ltrasonicwas on the opposite sid e ofthe au toclave from the sink. It shou ld flow from
u ltrasonicto sink to work areato au toclave withou t cros singits path.

There was not abiohazard labelpos te d in the s terilization area. Safety glas se s were not always
wornby patients . Eye protectionis always nece s sary, forpatient and provid er. I also observed that
no warningsignwas pos te d where x-rays were beingtaken to warnofrad iationhazard s , e specially
to pregnant fem ales .

The clinicwas, allin all, clean, neat and ord erly.

Review Autoclave Log

I looked back three years and fou nd the s terilization logs to be in place. They showed that
au toclavingwas accom plished weekly and d ocu m ente d . They u tilize the M axite s t s ys te m throu gh
H enry Schein. A single negative re s u lt was d ocu m ente d , bu t corrected im m e d iately witharete st,
whichwas negative. I d id observe that no biohazard warningsign was pos te d in the s terilization
area.

Recommendations:
1. That the s terilization flow to the au toclave be corrected as s u gges te d .
2. That safety glasse s be provid ed to patients while they are beingtreated .
3. That abiohazard warningsign be pos te d in the s terilizationarea.
4. A warningsignbe poste d in the x-ray areato warnpregnant fem ale s ofrad iationhazard s .

Comprehensive Care

W e reviewed 10d entalrecord s ofinm ate s inactive treatm ent classified as C ategory 3patients . O ne
ofthe m os t basicand e s s entialstand ard s ofcare in d entis try is that allrou tine care proceed from a
thorou gh, welld ocu m ente d intraand extra-oralexam ination and awelld eveloped treatm ent plan,
to inclu d e allneces sary d iagnos ticx-rays. A review of10record s revealed that no com prehensive
exam inationwas everperform ed and no treatm ent plans d eveloped . N o exam inationofsoft tis s u e s
orperiod ontalass e s s m ent was part ofthe treatm ent proces s . H ygiene care and prophylaxis was
neverprovid ed and oralhygiene ins tru ctions were neverd ocu m ente d . B itewingorperiapicalx-rays
were nevertaken to d iagnose caries. R e storations were provid ed
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from the inform ation from the panorex rad iograph. This rad iographis not d iagnos ticforcarie s. A
period ontalass e s s m ent was not d one in any ofthe record s . N one ofthe record entrie s were tim e
d ocu m ente d .

Recommendations:
1. C om prehensive “rou tine”care be provid ed only from awelld eveloped and d ocu m ente d

treatm ent plan.
2. The treatm ent plan be d eveloped from athorou gh, welld ocu m ente d intraand extra-oral

exam ination, to inclu d e aperiod ontalas s e s s m ent and d etaile d exam ination of all soft
tis s u e s .

3. Inallcase s , that appropriate bitewingorperi-apicalx-rays be taken to d iagnose caries.
4. H ygiene care be provid ed as part ofthe treatm ent proces s .
5. That care be provid ed s equ entially, beginning with hygiene s ervices and d ental

prophylaxis.
6. That oralhygiene ins tru ctions be provid ed and d ocu m ente d .
7. That allrecord entries inclu d e d ate and tim e.

Dental Screening

W e reviewed 10inm ate d entalrecord s that were received from the reception centers within the
past 60d ays to d eterm ine if:1)screeningwas perform ed at the receptioncenterand 2)apanoram ic
x-ray was taken. A lthou ghD ixon C C is not areceptionand classificationcenter, I reviewed the s e
record s to insu re the reception and classification policies as s tate d in A d m inistrative D irective
04.03.102, sectionF. 2, are beingm et forthe ID O C .

Recommendations: N one. A llrecord s reviewed were incom pliance.

Extractions

O ne ofthe prim ary tenets in d entis try is that alld entaltreatm ent proceed s from awelld ocu m ente d
d iagnosis. In none ofthe 10record s exam ined was ad iagnosis orreason forextractioninclu d e d as
part ofthe d entalrecord entry. Innone ofthe record s reviewed was aconsent form available. W hen
asked , I was told that it was ju s t not apart ofthe treatm ent proces s fors u rgery at D ixon C C . This
is aseriou s om is sion and am ajorviolation ofawelle s tablished s tand ard ofcare. It leaves the
ins titu tion u nneces sarily expose d to potentiallitigation.

Recommendations:
1. A d iagnosis orareason forthe extraction be inclu d e d as part ofthe record entry. This is

be s t accom plished throu ghthe u s e ofthe SO A P note form at, e specially forsick callentrie s .
It wou ld provid e m u chd e tailthat is lackinginm os t d entalentries observed . Too often, the
d ental record inclu d e s only the treatm ent provid ed with no evid ence as to why that
treatm ent was provid ed . N eitherthe patient’s com plaint northe d entis t’s find ings.

2. That aconsent form be d eveloped and signed by the patient and the d entis t. That the
proced u re and any potentialcom plications be wellexplained to the patient.
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Removable Prosthetics

R em ovable partiald entu re pros the tics shou ld proceed only afterallothertreatm ent record ed on
the treatm ent plan is com plete d . The period ontal, operative and oralsu rgery ne ed s allshou ld be
ad d re s s e d firs t. W e reviewed d entalrecord s offive patients havingreceived com plete d partial
d entu re s . Inonly two ofthe five record s reviewed onpatients receivingrem ovable partiald entu re s
were oralhygiene ins tru ctions provid ed . P eriod ontalass e s s m ent was not provid ed in any ofthe
record s . In two of the five record s aprophylaxis and /or ascalingd ebrid em ent was provid ed .
B ecau s e there is no com prehensive exam inationorany treatm ent plans d eveloped and d ocu m ente d
in any ofthe record s , it is alm os t im pos sible to ascertain ifallneces sary care, inclu d ingoperative
and /ororalsu rgery treatm ent, is com plete d prior to fabrication ofrem ovable partiald entu re s . I
u s e d rad iographs and record entrie s to conclu d e that extractions were probably com plete d .

Recommendations:
1. A com prehensive exam ination and well d eveloped and d ocu m ente d treatm ent plan,

inclu d ingbitewingand /orperiapicalrad iographs and period ontalass e s s m ent, preced e all
com prehensive d entalcare, inclu d ingrem ovable prosthod ontics.

2. That period ontalas s e s s m ent and treatm ent be part ofthe treatm ent proces s and that the
period ontiu m be s table before proceed ingwithim pres sions.

3. That alloperative d entis try and oral su rgery as d ocu m ente d in the treatm ent plan be
com plete d before proceed ingwithim pres sions.

Dental Sick Call

W e reviewed 10d entalsick callcharts to d eterm ine ifthey are ad equ ate. Inm ate s access d ental
sick callthrou gheitherasick callsign u pproces s orviathe inm ate requ e s t form . The sick call
sign u ptakes place in the healthservices u nit every m orning. They sign u pone d ay and are s e e n
and evalu ated the next d ay by anR N . The R N then refers the com plaint to the d entalprogram and
the inm ate is sched u led ford entalwithin fou rto five d ays. I am u ns u re why d aily sick callis not
s e en d irectly by the d ental program . The nu m ber is relatively sm all and cou ld easily be
accom plished . It wou ld insu re that u rgent care com plaints are ad d re s s e d inatim ely m anner.

R equ e s t form s are received from the ins titu tion m ailand evalu ated by the d entis t and sched u led
foran exam ination and evalu ation within fou rto five d ays. N o s ys te m was in place to attem pt to
s e e inm ate s withu rgent care com plaints within 24to 48hou rs from the d ate ofthe requ e s t form .
A gain, the nu m beris sm alland they cou ld easily be sched u led forthe next workingd ay.

Em ergency call-ins from s taffare s e en the sam e d ay.

In none ofthe record s was the SO A P form at beingu se d . A s s u ch, little in the way ofad iagnosis
was available forany d elivered care.

R ou tine care was not beingprovid ed at sick callappointm ents .

The chiefcom plaint, as wellas cou ld be d e term ine d , was beingad d re s s e d at sick call.
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Recommendations:
1. Im plem ent the u s e ofthe SO A P form at forsick callentries . It willass u re that the inm ate’s

chief com plaint is record ed and ad d re s s e d and a thorou gh focu se d e xam ination and
d iagnosis preced e s alltreatm ent.

2. D aily d entalsick callshou ld be s e en and evalu ated by the d entis t, ratherthan throu ghthe
m ed icalprogram .

3. R equ e s ts from inm ate s withu rgent care com plaints shou ld be sched u led forthe next work
d ay from receipt ofthe requ e s t form .

Treatment Provision

A ratherweak triage sys te m is in place that prioritiz e s treatm ent ne e d s . A llinm ate requ e s t form s
are evalu ated from the d ay received by the d entalprogram and appointm ents provid ed from this
evalu ation, u s u ally within fou rto five d ays. D aily sick callsign-u ps are s e en by the R N ’s by the
followingd ay, evalu ated and provid e d pain m e d s ifnece s sary. They are then referre d to d ental
forevalu ation. Thes e referrals from the R N ’s from d aily sick callsign-u ps are evalu ated by the
d entalprogram by the followingd ay from receipt ofthe referral, and sched u lingis prioritiz ed .
The y are sched u led accord ingly orplaced on the treatm ent list. The R N s have pain m e d ication
protocols available. N on-u rgent care need s are beingse en in atim ely m annerand their is s u e s
ad d re s s e d .

Inm ate s can se ek u rgent care viathe inm ate requ e s t form , by signingu pforsick callwiththe R N ,
or, ifthey fe elthe y nee d to be s e en im m ed iately, by contactingD ixon C C s taff, who willthen
callthe d entalclinicwiththe inm ate’s com plaint. R equ e s t form s are s ent viathe ins titu tion m ail
and are evalu ated the d ay they are received in d ental, and sched u le d accord ingly, u s u ally thre e to
five d ays. Sick callsign-u ps are s e enby the followingd ay by aR N and evalu ated and referred to
d entalby the next d ay. They have pain m e d ication protocols available. A s s u ch, it takes three to
five d ays ford entalto ad d re s s u rgent care ne ed s . The d entalclinicreceive s abou t three requ e s t
form perd ay and only one in three orfou ris foru rgent care, i.e., pain, swellingand toothache s.
The s e inm ate s cou ld easily be sched u le d the next workd ay ford irect evalu ation by the d entis t.
A lso, d entalcou ld sched u le the sick callpatients d irectly, ratherthanthrou ghthe R N . This wou ld
ins u re that u rgent care need s are ad d re s s e d in atim ely m anner, within one workingd ay.

Inm ate s who su bm it requ e s t form s forrou tine care are evalu ated in the d entalclinicwithin one
week and placed s equ entially onawaitinglist forthis care. The waitinglist is approxim ately two
m onths longat this tim e. The s ys te m is fairand equ itable.

Recommendations:
1. That efforts be m ad e to s e e u rgent care com plaints viathe requ e s t form in am ore tim ely

m anner. They cou ld easily be sched u led forthe next d ay. Sick callsign-u ps are s e en the
followingd ay by R N s who have painm ed icationprotocols available. D entalsick callsign-
u ps shou ld be sched u le d d irectly by d entalforthe followingd ay, ratherthan by the R N
who then refers them to d ental.
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Orientation Handbook

The D ixonC C O rientationM anu alonly m entions d entalinrelationto co-pays. It d e scribe s m ed ical
sick callproced u re s , bu t no m ention is m ad e ofd entalsick call.

Recommendations:
1. A m end the orientationm anu alto inclu d e d entalsick callproced u re s and ins tru ctions onhow

to access rou tine, u rgent and em ergency care.

Policies and Procedures

The P olicy and P roced u re s M anu al and s tatem ents for D ixon C C only paraphrase the
A d m inistrative D irective s. It inclu d e s nothingspecificforD ixonC C and the ru nningofthe d ental
program . W hen asked , the d entald irectorknew little ofits e xis tence and had neverreviewed it.

Recommendations:
1. That the d entalprogram at D ixon C C d evelop acu rrent d etailed , thorou ghand accu rate

policy and proced u re s m anu althat d efine s how allaspects ofthe d entalprogram are to be
ru n and m anaged , to inclu d e acces s to care, care provision, clinicm anagem ent, infection
control, e tc. O nce d eveloped , it shou ld be reviewe d and u pd ated on aregu larbasis and as
nee d e d fornew policies and proced u re s .

Failed Appointments

A review ofm onthly reports and d aily work shee ts revealed afailed appointm ent rate ofabou t
10.4%. A llfailed appointm ent inm ate s are requ ired to signarefu salform . They are alllocated and
brou ght to the d entalclinicto d o so. Thes e percentages are slightly highand shou ld be watched .

Recommendations: N one

Medically Compromised Patients

B ecau s e the d entalrecord is m aintained in the d entalclinicseparate from the m ed icalrecord ,
id entification ofm ed ically com prom is ed patients relie s on ass e s s m ent by the clinician and on the
history s ection on the coverofthe d entalrecord . O fthe 10record s reviewed ofinm ate s on anti-
coagu lant therapy, only one was ad equ ately red flagged to catchthe im m ed iate attention ofthe
provid er. Fou rofthe record s d id not ind icate that the inm ate was on anticoagu lant therapy. Five
ofthe record s ind icated anticoagu lant therapy, bu t they were not s u fficiently red flagged . O n one
record , treatm ent was provid ed and was m anaged properly.

W hen asked , the clinicians ind icated that they d o not rou tinely take blood pres s u re s on patients
withahistory ofhypertension.

Recommendations:
1. That the m ed icalhistory s ection ofthe d entalrecord be kept u p to d ate and that m ed ical

cond itions that requ ire specialprecau tions be red flagged to catchthe im m ed iate attention
ofthe provid er. Thes e wou ld inclu d e m ed icationallergies, anticoagu lants , interferon
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therapy, pre-m ed icated card iaccond itions and any other health cond ition that wou ld
requ ire m ed icalinterventionpriorto d entaltreatm ent.

2. That blood pres s u re read ings be rou tinely taken of patients with a history of
hypertension,
e specially priorto any s u rgicalproced u re.

Specialists

The d entalprogram at D ixonC C u tilize s the Joliet O raland M axillo-facialSu rgery clinicinJoliet,
Illinois. This case was the only one s ent ou t in the past nine m onths. It was alarge cyst ofthe bod y
and ram u s ofthe m and ible,avery extensive s u rgery. A llothers u rgeries, inclu d ingim pactions that
requ ire rem oval, s u rgicalextractions and le sion rem ovals, are d one in-hou s e by the d entis ts at
D ixon C C .

Recommendation: N one. Specialists are available and u tilized .

Dental CQI

A review ofm onthly m inu te s from the M e d icalC Q I C om m itte e reveals that the d entalprogram
contribu te s m onthly d entals tatis tics to the C Q I com m itte e . W aitinglists are am ain concern. The
waitinglist forextractions and operative is eight weeks and ford entu re s is 12weeks. Thes e are
very reasonable lengths of tim e. N o concern was expres s e d . The d ental program recently
com plete d aC Q I stu d y that evalu ated percentage ofrequ ired d entu re ad ju s tm ents at the tim e of
ins ertion. Insertions were evalu ated for Janu ary, Febru ary and M arch2014. Thirty-seven and a
halfpercent nee d e d s u chad ju s tm ents . The s tu d y is s tillbeingevalu ated to s e e ifany change s can
be m ad e in the constru ction ord elivery proces s to im prove this percentage. N o otherstu d ie s are
ongoingat the tim e ofthis report.

Recommendations:
1. That the C Q I proces s be u s e d e xtensively to ad d re s s the program d eficiencies ou tlined in

the bod y ofthis report. P olicie s and proced u re s shou ld be d eveloped from this proces s to
insu re that m easu re s are inplace to m aintainprogram continu ity and im provem ent.

Continuous Quality Improvement

There have been no m ee tings since there was am ee tingin D ecem ber of2013, for whichwe
reviewed the m inu te s . The m ee tingd e tails s u chthings as the nu m ber ofpatients beingseen in
physician or N P or nu rse sick callas wellas nu m bers of s taffvacancies, nu m bers ofincid ent
reports , infection controld ataand otherreports ofservices provid ed . There is no d ocu m entation
ofany efforts to inve s tigate eitherproces s e s orprofe s sionalperform ance noris there any effort to
im prove eitherarea. The actingQ I coord inatoris am em berofthe nu rsingstaffwho has had no
trainingin C Q I m e thod ology and philosophy. The previou s m inu te s from before D ecem ber2013
were in A u gu s t 2013 and sim ilarly contained no efforts inves te d in im provingthe qu ality of
services. This can only be d e scribed as an inactive qu ality im provem ent program . Given the
absence oflogs to track u nsched u led onsite and offsite s ervices orad equ ate logs to review su ch
things as the tim elines s of sched u led offsite s ervices, since the d ate of ord er is not available,
attem ptingto m onitorproces s e s willbe qu ite inefficient. In ord erto ass e s s intrasys te m transfers
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we had to obtaincu s tod y record s ofpatients transferred inonagiven d ay. There is no intrasys te m
transfer logalso. The C Q I program need s to be com pletely rebu ilt afterkey s taffare provid ed
trainingand the lead ershippositions are filled .
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Recommendations

Leadership and Staffing:
1. M ake apriority offillingthe vacant M e d icalD irector, H ealthC are U nit A d m inistrator,

D irectorofN u rsing, N u rs e P ractitionerand s even, C orrectionalN u rs e I (R N )positions.
2. D u e to concerns regard ingnon-registered nu rs e s cond u ctingsick calland workingou tsid e

of their ed u cational preparation and license d scope of practice and when all the
C orrectional N u rs e I positions are filled , total registered nu rsingpositions shou ld be
evalu ated as to the nee d forad d itionalpositions orareconfigu ringofcu rrent positions in
ord erto provid e an“allR N ”cond u cted sick callproces s .

Clinic Space and Sanitation:
1. D evelopand im plem ent aplan to replace the s tyle ofbed s beingu se d forgeriatricpatients

on the third floorofthe m ed icalbu ild ing.
2. P roperly equ ipd e signated sick callroom s in the healthcare u nit and X -hou s e .

Intrasystem Transfer:
1. The intrasys te m transfer proced u re m u s t begin withallnewly transferred inm ate s being

presente d to the m ed icalu nit, where an appropriate review ofthe transfer s u m m ary and
m ed icalrecord are d iscu s s e d withthe patient,alongwithvitalsigns beingtaken,and where
ind icated , aplanbeingim plem ente d to insu re continu ity ofservice.

Medical Records:
1. M e d icalrecord s s taffshou ld track receipt ofallou tsid e reports and ens u re that they are

file d tim ely in the healthrecord .
2. C harts shou ld be thinned regu larly and M A R s file d tim ely.
3. P roblem lists shou ld be kept u pto d ate .

Nursing Sick Call:
1. D evelopand im plem ent aproced u re forone s tyle ofsick call.
2. D evelopand im plem ent aplan foran“allR N ”sick callproces s .
3. D evelop and im plem ent aplan to ass u re non-m e d icalpersonneld o not have acces s to

inm ate sick callrequ e s ts .
4. D evelopand im plem ent aplan to m aintain inm ate sick callrequ e s ts on file.
5. D evelopand im plem ent aplan to initiate and m aintainasick calllog.
6. In the X -hou s e , d evelopand im plem ent aplan to cond u ct alegitim ate sick callencou nter,

inclu d inglisteningto the patient com plaint, collectinga history and objective d ata,
perform ingaphysicalexam inationwhen requ ired , m akinganasse s s m ent and form u lating
aplanoftreatm ent ratherthan the cu rrent practice oftalkingto the patient throu ghasolid
s te eld oorand basingany treatm ent on the conversation only.

7. P erO ffice ofH ealthServices policy, as s u re allsick callencou nters are d ocu m ente d in the
m ed icalrecord in the Su bjective-O bjective-A s s e s s m ent-P lan(SO A P )s tyle.

8. D evelopand im plem ent aplanto ass u re the O ffice ofH ealthServices approved ,preprinted
treatm ent protocolform s are u s e d at eachsick callencou nter.
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9. D evelop and im plem ent aplan to ass u re eachof apatient’s com plaints are ad d re s s e d
d u ringasick callencou nteroraprioritizationofne ed s to ad d re s s d u ringfu tu re encou nters
is d eveloped ratherthan the cu rrent practice ofallowingonly one com plaint pervisit.

10. D evelopand im plem ent aplan ofed u cation forallnu rsingstaffwhichwillbe cond u cted
by the M e d icalD irectorand ad d re s s e s the followingiss u e s:

a. A s s u re the patient’s com plaint is ad d re s s e d at the tim e ofthe sick callencou nter.
b. A s s u re d ocu m entation is com plete and , at am inim u m , ad d re s s e s the com plaint,

d u ration, history, pain levelifapplicable, location ofpain, location ofinju ry, e tc.,
collection ofcom plete vitalsigns inclu d ingweight, an exam ination ifapplicable
and anass e s s m ent and plan.

c. U se ofthe O ffice ofH ealthServices approved treatm ent protocols at eachsick call
encou nter.

d . W hen u singthe protocol, s taffm u s t com ply withthe O TC d osages, as increasing
the s trength or frequ ency m ake take the O TC d osage to an u nau thoriz ed
pre scription d osage.

Clinician Sick Call:
1. The nu rsingd epartm ent m u s t im plem ent asick calllogbook with field s inclu d ingd ate,

patient nam e, patient nu m ber, reason for visit, d ate of clinician appointm ent and if
cancelled , reason forcancellationand d ate forthe re sched u led appointm ent.

Chronic Disease Program:
1. There shou ld be asingle nu rse as signed to the chroniccare program to id entify, enroll,

m onitorand track patients inanorganized and com prehensive way.
2. P atients withH IV shou ld be enrolled and m onitored in the chronicd isease program . There

shou ld be asys te m in place to id entify m ed ication noncom pliance (orotherm is s e d d os e s)
and referthose patients to aprovid ertim ely.

Urgent/Emergent Care:
1. U nsched u led s ervices requ ire alogbook that contains field s for d ate, tim e, patient nam e,

patient nu m ber, pres entingsym ptom , where the ass e s s m ent was perform ed , and the
d isposition, inclu d ingifthe patient was re tu rned to the cellhou s e or sent offsite . W hen
patients are s ent offsite , astaffperson m u s t be assigned the re sponsibility ofobtaining
either the em ergency room report or, if the patient was ad m itte d to the hospital, the
d ischarge su m m ary. A llpatients s ent offsite shou ld be brou ght to the clinicforanu rse to
review the relevant d ocu m ents and insu re the requ ired d ocu m ents , if not available, are
obtained and the patient is sched u led forafollow-u pvisit withaprim ary care clinician. A t
the prim ary care clinician visit, the clinician m u s t d ocu m ent ad iscu s sion ofthe find ings
and plan.

Scheduled Offsite Services:
1. The d elays in obtainingsched u led offsite s ervices m u s t be elim inated . W exford m u s t be

requ ired within seven d ays afterverbalapprovalto have provid ed au thorization to the U of
I coord inator. If the U ofI is as signingan appointm ent d ate greater than 30d ays in the
fu tu re, an effort m u s t be m ad e to obtain the s ervice locally. A fterthe s ervice has been
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provid ed the patient shou ld be re tu rned throu gh the m ed icalclinicand anu rse shou ld
review the paperwork ortake s teps to obtainit. A fterthe paperwork is obtained , the patient
m u s t be sched u led forafollow-u pvisit withthe prim ary care clinician,who m u s t d ocu m ent
the d iscu s sion ofthe find ings and plan.

Infirmary Care:
1. Staffthe infirm ary witharegistered nu rs e 24hou rs ad ay, s even d ays aweek.
2. Ed u cation ofnu rsingstaffon the nee d forcom plete charting, whichinclu d e s provid inga

thorou ghd e scription ofthe patient’s m ed icalcond ition.
3. D evelopand im plem ent aplan to provid e anacces sible nu rse callsys te m forpatients who

are physically u nable to access the cu rrent callsys tem and provid e foracred ible s ys te m
forthose patient room s withno nu rse callsys te m .

4. E s tablishm inim u m inventory levels forbed d ing,linens and pillows and provid e acceptable
item s whichare not torn, thread bare orfrayed .

5. P rovid e aperm anent m anned s ecu rity pos t within the infirm ary.
6. D evelopand im plem ent aplanto obtainneed e d ad d itionalequ ipm ent as d e term ined by the

M e d icalD irector, H ealthC are U nit A d m inistrator, D irectorofN u rsingand anu rsingstaff
repres entative who is rou tinely assigned to the infirm ary.

7. D evelop and im plem ent aplan to provid e ad d itional institu tional rad ios to infirm ary
nu rsingstaff.

Infection Control:
1. D evelopaposition d e scriptionand nam e an Infection C ontrolR egistered N u rs e (IC -R N ).
2. D evelopand im ple m ent aplan forthe IC -R N to cond u ct m onthly d ocu m ente d safety and

sanitation inspections focu singat am inim u m on the health care u nit, infirm ary and
d ietary d epartm ent with m onthly reportingto the Q u ality Im provem ent C om m itte e
(Q IC ).

3. D evelopand im plem ent aplan forthe IC -R N to m onitorfood hand lerexam inations and
clearance forstaffand inm ate s .

4. D evelopand im plem ent aplanforthe IC -R N to m onitorcom pliance withinitialand annu al
tu bercu losis screening, withm onthly reportingto the Q IC and facility ad m inistration as
nee d e d .

5. D evelopand im plem ent aplan to aggres sively m onitorskin infections and boils and work
jointly withsecu rity and m aintenance s taffregard ingcellhou s e cleaningpractices with
m onthly reportingto the Q IC and facility ad m inistrationas ne e d e d .

6. D evelop and im plem ent aplan to d aily m onitor and d ocu m ent negative air pres s u re
read ings when the room (s)are occu pied for re spiratory isolation and weekly when not
occu pied .

7. D evelop and im plem ent atrainingprogram for healthcare u nit porters which inclu d e s
trainingon blood -borne pathogens, infectiou s and com m u nicable d isease s , bod ily flu id
clean-u p, propercleaningand sanitizingofinfirm ary room s, bed s , fu rnitu re, toilets and
showers.

8. M onitorallsick callareas to ass u re appropriate infection controlm easu re s are beingu se d
betweenpatients i.e., u s e ofpaperonexam inationtable s whichis changed betweenpatients
oraspray d isinfectant is u s e d between patients , exam ination glove s are available to staff
and hand washing/sanitizingis occu rringbetween patients .
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9. D evelopand im plem ent aplan to m onthly m onitorallpatient care associated fu rnitu re,
inclu d inginfirm ary m attre s s e s , to as s u re the integrity ofthe protective ou ters u rface with
the ability to take ou t ofservice and have repaired orreplaced as nee d e d .

10. Interface with the C ou nty D epartm ent of H ealthand Illinois D epartm ent of H ealthand
provid e reportingas requ ired by each.

Continuous Quality Improvement:
1. This program m u s t be recreated and provid ed the lead ershipthat has had traininginqu ality

im provem ent philosophy and m e thod ology. The program shou ld focu s on bothproces s
im provem ent and profe s sionalperform ance im provem ent as wellas grievance response s .
The program m u s t be u s e d to im prove intrasys te m transfers, bothnu rse and provid ersick
call, the chroniccare program , infirm ary care, u nsched u led s ervices care, sched u led offsite
s ervices care, m ed icalad m inistration, grievances, infection control, d entalservices and
m entalhealthservices. This program requ ires the u s e oflogbooks fortrackingcapabilitie s
forbothintrasys tem transfers, sick call, infirm ary care, chroniccare, u nsched u led s ervices
care, sched u led offsite s ervices and grievance s.

2. The lead ershipofthe continu ou s qu ality im provem ent program m u s t be re trained regard ing
qu ality im provem ent philosophy and m e thod ology, alongwith stu d y d e sign and d ata
collection.

3. This trainingshou ld inclu d e how to s tu d y ou tliers inord erto d eveloptargete d im provem ent
s trategie s.
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Appendix A –Patient ID Numbers

Intrasystem Transfer:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

P atient #6 [redacted]

Nursing Sick Call:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

P atient #9 [redacted] [redacted]

P atient #10 [redacted] [redacted]

Clinician Sick Call:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

Chronic Disease:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

P atient #9 [redacted] [redacted]
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Unscheduled Offsite Service:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

P atient #6 [redacted]

P atient #7 [redacted]

P atient #8 [redacted]

Scheduled Offsite Service:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

P atient #6 [redacted]

P atient #7 [redacted]

P atient #8 [redacted]

P atient #9 [redact [redacted]

Infirmary:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

P atient #9 [redacted] [redacted]

P atient #10 [redacted] [redacted]

P atient #11 [redacted] [redacted]

P atient #12 [redacted] [redacted]
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Overview

O n A pril3-4and 14-16, 2014, we visited P ontiacC orrectionalC enter(P C C ). This was ou rfirs t
site visit to P C C and this report d e scribes ou rfind ings and recom m end ations. D u ringthis visit,
we:

 M e t withlead ershipofcu s tod y and m ed ical
 Tou red the m ed icalservices area
 Talked withhealthcare s taff
 R eviewed healthrecord s and otherd ocu m ents
 Interviewed inm ate s

W e thank W ard en P ierce and his s taff for their assis tance and cooperation in cond u ctingthe
review.

Executive Summary

P C C is a m axim u m -secu rity prison that hou s e s approxim ately 2000 offend ers . The cu rrent
popu lation was 2035inm ate s . The ins titu tion is not areception centerbu t has an infirm ary and
m entalhealthm is sion.

The H ealthC are U nit is an old two-story bu ild ingwhichwas rem od eled and opened in the late
1980s, and there appears to have been little to no renovation since its opening.

There are m inim alstaffingvacancies at P ontiac. The M e d icalD irector and H ealth C are U nit
A d m inistrator(H C U A )pres ent astrongad m inistrative lead ershipteam ;however, the D irectorof
N u rsing(D O N )d id not appearto fu nction as apart ofthat team . The D O N , who is em ployed by
the m ed icalvend or, has been on site 18m onths bu t also fu nctions as the m ed icalvend or’s site
m anager, whichsignificantly im pacts onherability to perform the D O N d u tie s .

There are nine C M T s em ployed at this facility, two-third s ofwhom are LP N s. A lthou ghwe were
told otherwise, C M T s are perform ingsick call. There is one physician, the M e d icalD irector, who
fu nctions alm os t exclu sively inaclinicalcapacity, followingthe infirm ary and m ed ically com plex
chroniccare patients . H e also d oe s u rgent care/trau m a. H e works six d ays perweek.

The m ajority ofcare is provid ed in the cellhou s e s . There are “exam room s”in eachcellhou s e ,
m os tly converte d bathroom s and s torage room s. The cellhou s e clinics have old and d ilapid ated
equ ipm ent;the “exam table s”are actu ally physicaltherapy tables that d o not incline. N one ofthe
table s had paper. The M e d icalD irectorse e s sick callpatients in the H C U and u s u ally se e s abou t
10sched u led patients per d ay;the nu m beris lim ited based on the re s trictions on m ovem ent, as
eachpatient has to be e scorte d ind ivid u ally. A typicalvolu m e for acellhou s e clinicis 10-12
accord ingto the H C U A . The large m ajority ofthe chroniccare clinics are d one by the m id level
provid ers.
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W e fou nd boththe M e d icalD irectorand nu rse practitionerto be com petent and thorou gh, with
solid clinicald ecision-m akingskills. W e fou nd the P A ’s note s to be lackingin d e tailand had
som e concerns regard inghis clinicalacu m en and therefore observe d him in action, with his
perm is sion and that ofthe patients , d u ringhis clinic. W hat we observed was som e ofthe m os t
confrontational, argu m entative and u nprofe s sionalbehaviorfrom ahealthcare provid erthat we
have se eninrecent m em ory. H is behaviorwas not only u nprofe s sionalbu t also u nsafe inaprison
environm ent. In ou ropinion, this provid ershou ld not be practicingin acorrectionalse tting.

M e d icalrecord s were ord erly, neat and wellm aintained . H owever, often the problem lists were
not u pto d ate .

The cu rrent intrasys te m transferproces s d oe s not effectively insu re appropriate and tim ely follow-
u pforid entified problem s.

Sick callconsis ts ofC orrectionalM e d icalTechnicians (C M T s), who cou ld be eitheraLicense d
P racticalN u rse (LP N )orcertified Em ergency M e d icalTechnician (EM T), who is as signed to
specificcellhou s e s , collectingwritten inm ate healthcare requ e sts orlisteningto verbalrequ e s ts
and reviewingthe requ e s ts as to whetherthere is an u rgent orrou tine nee d . Ifu rgent, the inm ate
is e scorte d to the H ealthC are U nit forevalu ation. Ifrou tine, the C M T provid e s treatm ent base d
onapproved ID O C O ffice ofH ealthServices treatm ent protocols. A llofthes e actions are beyond
the scope ofed u cationalpreparation and practice foreitheran LP N orE M T, and access to health
care is d elayed d u e to inappropriate as s e s s m ent.

C hroniccare clinics were occu rringtim ely withlabs d rawn tim ely priorto the visits in m os t case s .
There is no chroniccare nu rse;the H C U A fu nctions in this capacity. A lthou ghshe d oe s agood
job, we recom m end that there be anu rse d e d icated to this position, given the volu m e ofwork
entailed . There is no s ys te m in place to track im portant ind icators ofthe chroniccare clinics su ch
as d egree of d isease controlor variou s ou tcom e s m easu rem ents . This m akes it im pos sible to
objectively m easu re how wellthe popu lation is m anaged as awhole. In the cou rse ofou rchart
reviews,we cam e acros s m u ltiple case s whereinim portant laboratory find ings were not ad d re s s e d ,
and s everal avoid able interru ptions in treatm ent of patients with H IV infection and seizu re
d isord ers , am ongotherproblem s.

P harm aceu ticals are provid ed by the m ed icalvend orthrou ghB oswellP harm aceu ticals located in
P ittsbu rg, P A . It is a“fax and fill”sys te m , whichm eans prescriptions faxed to B oswellby 2:00
p.m . willbe received at the facility the next d ay. A com m u nity re tailpharm acy and the local
hospitalare u s e d as “back-u p”provid ers. The m ed ication s torage/preparationroom is m anaged by
apharm acy technician who has 13 years ofexperience in the field . There was tight controlof
m ed ication, sharps and m ed icaltools, withallperpetu alinventorie s beingaccu rate.

Laboratory services are provid ed by the U niversity of Illinois-C hicago (U IC ). D aily, M ond ay
throu ghFrid ay, specim ens are d riven to U IC and reports are faxed to the facility, generally the
next d ay.
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The u nsched u led offsite and onsite s ervices allowed forid entification ofthe followingtype s of
problem s:m issinge s s entiald ocu m entation, d elays in obtainingrequ ired s ervices and an absence
offollow throu ghon recom m end ations by aspecialist, withou t the pres ence ofan explanation of
analternative approach.

W ithregard to sched u led offsite s ervices, we id entified d elays in obtainingappointm ents and also
d elays in obtainingreports and ad elay in access to aproced u re.

The infirm ary, whichis located on the firs t floorofthe H C U , is a12-bed u nit s taffed withat least
one registered nu rs e 24hou rs ad ay, s even d ays aweek. Secu rity s taffis pres ent in the infirm ary,
withinm ate porters perform ingthe janitoriald u tie s and s u pervised by bothnu rsingand secu rity
s taff.

The infirm ary bed s are in very poorcond itionand need to be replaced . There is only one bed that
cou ld be consid ered a“hospital”bed whichallows forraisingand loweringthe head orfoot ofthe
bed . There is no fu nction to raise or lower the com plete bed . A d d itionally, there are m any
m attre s s e s with cracked or torn plasticcoverings and m any m attre s s e s with no plasticou ter
covering. This pres ents a significant infection control iss u e s , as the m attre s s e s cannot be
effectively d isinfected .

The sink inthe nu rsingstation,whichis u s e d forhand washing,cou ld not be u s e d becau se it wou ld
not d rain and it leaked . A d d itionally, there is no “nu rse call”sys te m in the infirm ary and there is
not d irect line-of-sight from the nu rsingstation into eachroom .

The H C U A fu nctions as the infectioncontrolnu rs e . She reporte d aggres sive m onitoring, cu ltu ring
and treatm ent ofskin infections and boils. She also reporte d alow occu rrence ofcu ltu re proven
M R SA .

Infirm ary bed d ingand linens are lau nd ered by inm ate porters in aresid ential style washing
m achine located in the infirm ary. W ater tem peratu re s are not s u fficient to properly sanitize the
bed d ingand linens.

Inm ate porters who perform s the healthcare u nit janitoriald u tie s have receive d no trainingon
the propersanitationofinfirm ary room s, bed s , fu rnitu re and linens, infectiou s and com m u nicable
d iseas e s , blood -borne pathogens, bod ily flu id clean-u pand m ed icalconfid entiality.

The C Q I program need s to effectively id entify problem s and analyze theircau se s and im plem ent
im provem ent strategies so that the problem s id entified above are u ltim ately m itigated .

A grou p interview with six insu lin d epend ent d iabetics ind icated ageneralconsens u s that the
physician and nu rsingstaffattem pte d , within the s ys te m , to provid e them withgood care. They
were allopenly criticaltoward the P hysician’s A s sis tant inregard to his attitu d e and com petence.
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Findings

Leadership and Staffing
The M e d icalD irector position was filled withan experienced physician withabackgrou nd in
internalm ed icine who has worked in the correctionalsys te m since the m id -1980s. H e perform s
bothclinicalworkas wellas M e d icalD irectorR e sponsibilities and ofcou rse there is som e overlap.
B e sid e s his s trictly clinicalresponsibilitie s provid ingprim ary care services, we d iscu s s e d his view
ofhis re sponsibilitie s as M e d icalD irector. H e ind icated the s e re sponsibilitie s inclu d e d following
u pon alloffsite referrals, bothsched u led and u nsched u led , as wellas beingreferred case s which
were perceived by the other prim ary care clinicians as too d ifficu lt or com plex. H e also was
re sponsible forevalu atingany alleged rape case s . H e m akes rou nd s inthe infirm ary onallpatients .
H e also attend s qu ality im provem ent m e e tings, reviews all nu rse practitioner and physician
assis tant referrals for sched u led offsite s ervices and then pres ents the s e case s at the collegial
review d iscu s sions with the u tilization m anagem ent physicians in P ittsbu rgh for W exford . H e
ind icate s that he d oe s not d o aregu larreview withfeed back to the nu rse practitionerand physician
assis tant;thu s , there is no organized effort to as sis t them in im provingtheirskills. H e works for
W exford .

A lso on site is aH ealthC are A d m inistratorwho has worked bothforthe vend orand forthe s tate
and appears to be qu ite knowled geable and heavily involved in the s ervices beingprovid ed .
Finally, there is also aD irectorofN u rsingpositionfille d by the vend orand the D irectorofN u rsing
also is re sponsible, as the W exford site m anager, for hand lingoffice responsibilities s u ch as
tim ekeepingand payroll. This was the firs t facility ofthe five we have been to inwhichallofthe
lead ershippositions were filled at the tim e ofou rvisit.

O thers taffingis liste d in the following

table:Table 1. Health Care Staffin

Position Current FTE Filled Vacant State/Cont.

M e d icalD irector 1.0 1.0 0 C ontract
StaffP hysician 0 0 0 C ontract
P hysician’s A s s t. 1.0 1.0 0 C ontract
N u rs e P ractitioner 1.0 1.0 0 C ontract
H ealthC are U nit A d m . 1.0 1.0 0 State
D irectorofN u rsing 1.0 1.0 0 C ontract
N u rsingSu pervisor 1.0 0 1 C ontract
O ffice A s sociate 1.0 1.0 0 State
C orrections N u rs e II 6.0 5.0 1-LO A

4yrs.
State

R egistered N u rs e 13.0 11.0 2 C ontract
License d P racticalN u rse s 2.0 2.0 0 C ontract
C orrectionalM e d icalTechnician 11.0 9.0 2 State
H ealthInform ation A d m . 1.0 1.0 0 C ontract
H ealthInfo. A s soc. 1.0 1.0 0 State
P hlebotom ist 0.5 0.5 0 C ontract
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Position Current FTE Filled Vacant State/Cont.
Rad iology Technician 0.3 0.3 0 C ontract
P harm acy Technician 2.0 2.0 0 C ontract
P harm acy Technician State
StaffA s sis tant I 1.0 0 1 C ontract
StaffA s sis tant II 3.0 3.0 0 C ontract
C hiefD entis t 1.0 1.0 0 C ontract
D entis t 0.6 0.6 0 C ontract
D entalA s sis tant 2.0 2.0 0
D entalH ygienist 1.0 1.0 0 C ontract
O ptom e try 0.2 0.2 0 C ontract
StaffA s sis tant 5.0 5.0 0 C ontract
O ffice C oord inator 1.0 1.0 0 C ontract
Total 58.6 51.6 7

There are m inim alvacancie s at P ontiac.The M e d icalD irectorand H ealthC are U nit A d m inistrator
pres ent astronglead ership team . The D irector of N u rsing, who is em ployed by the m ed ical
contractor, has been onsite 18m onths bu t d oe s not fu nction as an integralpart ofthe healthcare
team . O fparticu larconcern, the D irectorofN u rsingalso fu nctions as the m ed icalcontractorsite
m anager. That position alone is qu ite d e m and ingand , as ares u lt, leave s little tim e for her to
actively fu nction as aD irectorofN u rsing. D u ringthe inspection, she was conspicu ou sly absent
the m ajority ofthe tim e.

Clinic Space and Sanitation
The healthcare u nit is anold two story bu ild ingrem od eled and opened in the late 1980s. The firs t
floor contains asecu rity post, three inm ate hold ingareas, an u rgent care/em ergency room , an
optom e try clinic, telem ed icine clinic, a large m ed ication s torage room , H ealth C are U nit
A d m inistratoroffice, D irectorofN u rsingoffice, three-chaird entalclinic, rad iology room and a
12 bed infirm ary. The s econd floor hou s e s alarge conference room and m u ltiple office s for
m ed icaland m entalhealths taff.

D e spite the age, the bu ild ingis clean, welllighted and generally wellm aintained .

Inm ate porters , u nd er the s u pervision ofboth secu rity and nu rsingstaff, perform the janitorial
d u tie s;porters d o not perform orare involved inany m ed icalcare d elivery. P orters are provid ed no
orientation to the health care u nit or proper cleaningand sanitation proced u re s , blood -borne
pathogen trainingorcom m u nicable d isease training. W hen ind icated , they are provid ed personal
protective equ ipm ent and s u pervised by nu rsingstaffwhencleaningu pblood orbod y flu id s .
P orters are re sponsible for lau nd eringinfirm ary linens. The practice is of concern since it is
d ou btfu lthe washingm achine watertem peratu re is hot enou ghto appropriately sanitize infirm ary
linens. A llinfirm ary linens and bed d ingm u s t be consid ered to be contam inated . The requ ire d
lau nd eringproced u re to sanitize linens and bed d ingis to washwithlau nd ry d e tergent at awater
tem peratu re ofat least 160d egree s Fahrenheit foram inim u m of25m inu te s orwashwithlau nd ry
d e tergent and ableachbathofat least 100ppm at awater tem peratu re ofat least 140 d egree s
Fahrenheit foram inim u m of10m inu te s . The hot watertem peratu re s forthe
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infirm ary washingm achine need to be initially checke d and rou tinely m onitored to as s u re either
140-d egree watertem peratu re withableachbathor160-d egree watertem peratu re withno bleach
bath. It is d ou btfu lthe cu rrent watertem peratu re is over125-130d egre e s . Ifthe appropriate water
tem peratu re cannot be attained , infirm ary linens and bed d ing m u s t be lau nd ered in the
ins titu tionallau nd ry where, again, the appropriate watertem peratu re s m u s t be m aintained .

From asafety and m ed icalservices d elivery perspective, the s tretcher in the u rgent care room
need s to be replaced .There are no workingsid e rails,and the m attre s s easily slid e s offthe s tretcher.

Intrasystem Transfer

W e reviewed 12record s ofpatients who had transferred into P ontiacwithinthe priorthree m onths.
In this review we are prim arily d e term iningwhether the intrasys te m transferproces s facilitate s
continu ity forallrequ ired s ervices. In six ofthe 12record s we id entified problem s whichrelated
to arrangingforappropriate follow-u p.

Patient #1
This is a47-year-old who arrived at P ontiacon2/11/14withanewly positive TB skin te s t. H is x-
ray was negative, bu t he had neverbeen evalu ated by aprim ary care provid erwho wou ld d iscu s s
withhim the natu re and requ ired follow u pforthe positive TB skin te s t.

Patient #2
This is a46-year-old whose problem list contains the problem s ofred u ced platele ts and athroat
tu m or. H e arrived at P ontiacon2/19/14. In early N ovem ber2013, ale sionwas fou nd inhis m ou th
whichwas thou ght to be atu m or. H e went to Lawrence M em orialH ospitalon 11/13/13witha
problem ofbleed ing. H e was given two u nits ofblood transfu sions and transferred to the C arl
C linic, where he s tayed approxim ately a m onth. H e u ltim ately was given the d iagnosis of
throm boticthrom bocytopenicpu rpu raas wellas H . pyloriinfection, anem iaand hypertension. A t
the C arlC liniche had plasm aphere sis and was given pred nisone, Lasix, C oregand proton pu m p
inhibitors. A t the tim e ofd ischarge he was s tillanem ic, withahem oglobinof9.1and ahem atocrit
of30. O n d ischarge he was ad m itte d to the D anville infirm ary, where he had acentralline port
ins talled u ntilju s t before he was transferred to P ontiacon2/14/14. A t the tim e oftransfer, he was
on iron for anem iaand he also had d ecreased nu m bers ofplatele ts . A lthou ghthe problem list
contains atu m orin the m ou th, there has been no follow-u pto confirm orind icate the problem has
re solved .

Patient #3
This is a46-year-old with aseizu re d isord er and hyperthyroid ism . H e arrived on 2/26/14 at
P ontiac. H e has neverhad achroniccare visit d e spite enteringthe s ys te m in D ecem ber2013.

Patient #4
This is a54-year-old withhypertension who arrived at P ontiacon 2/26/14. D e spite havingthe
hypertensionand enteringthe s ys te m in early Febru ary, he has neverhad achroniccare visit.
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Patient #5
This is a43-year-old withhepatitis C and throm bocytopenia. H e arrived at P ontiacon 2/11/14.
The P ontiactransfers u m m ary d oe s not inclu d e his havinghepatitis C . H is last hepatitis C chronic
care visit was in Ju ly of2013. H is m os t recent laboratory te s ts were in Janu ary.

Nursing Sick Call
O nad aily basis, C orrectionalM e d icalTechnicians (C M T s),who cou ld be license d oru nlicens e d ,
tou rtheiras signed cellhou s e s forinm ate healthcare com plaints . Inm ate s voice theircom plaints
to the C M T throu gheitheran open cell-front barred d oororasolid d oor. B ase d on the natu re of
the com plaint orrequ e s t, the C M T cou ld m ake the d ecision to im m e d iately referthe inm ate to
the physicianorm id -levelprovid er, referthe inm ate fornu rs e sick calloru s e anapproved O ffice
ofH ealthServices treatm ent protocolto treat the inm ate. O bs ervationofthe proces s in N orthC ell
H ou s e showed anon-licens e d C M T listeningto inm ate health care com plaints at cell sid e.
D epend ingon the natu re ofthe com plaint, vitalsigns m ay orm ay not be taken. The inm ate is not
brou ght ou t ofthe celland , as ares u lt, aphysicalexam ination and as s e s s m ent is not perform e d ;
however, the C M T m ay u s e an approved treatm ent protocoland provid e treatm ent, inclu d ing
over-the-cou nter m ed ication, in the abs ence ofany objective find ings and solely base d on the
inm ate’s s u bjective com m ents . O f15record s reviewed , the followingis s u e s were id entifie d .

1. In all15 record s , the encou nter was perform ed by aC orrectionalM e d icalTechnician
(C M T)who cou ld be aLicense d P racticalN u rse (LP N )oru nlicense d s taffm e m bers who
are certified Em ergency M e d ical T echnicians. C M T s are listening to com plaints ,
collectings u bjective d ataand , bas ed on the inm ate’s com plaint and the s u bjective d ata,
m akinganas se s s m ent and bas ed on the as s e s s m ent m akingad ecision to treat the inm ate
from atreatm ent protocol. P u rs u ant to the Illinois N u rs e P ractice A ct, perform ingthe s e
fu nctions is be yond the e d u cationalpreparationand scope ofpractice forLP N s and E M T s .

2. In all 15 record s , the encou nter inclu d ingcollection of vital signs and any physical
asse s s m ent was perform ed at cellsid e either throu ghopen-bar d oors orin one ins tance
throu ghasolid d oorby way ofthe food hatch.

3. In three of 15 record s , treatm ent was provid ed based only on the inm ate’s s u bjective
com m ents .

4. In three ofthe 15record s , vitalsign d ocu m entation was incom plete .
5. In fou rofthe 15record s , the physicalasse s s m ent was incom plete .
6. In one of the 15record s , the contact was postponed d u e to lockd own. The patient was

evalu ated fou rd ays later.
7. In only three of the 15 record s was the inm ate referred to the physician or m id -level

provid er.

A s are s u lt ofthe above, it is ou ropinion that acces s to healthcare is d elaye d d u e to inappropriate
as s e s s m ent.

P erID O C policy, $5.00co-pay is charged fornon-em ergency, s elf-generated sick callrequ e s ts .
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Chronic Disease Management

It was not pos sible to d eterm ine how m any patients are enrolled in the program , as the O TS d oe s
not have the capacity to sort the d atathis way. It also d oe s not trackany d e tails regard ingthe chronic
care clinic, su chas the d egree ofcontrol, etc. There is no d e d icated chroniccare nu rse;the H C U A
fu nctions inthis capacity. She keeps logbooks foreachchroniccare clinicwhichtrackthe d ate each
patient was last s e en and som e d etails abou t theird egree ofcontrolorotherclinics the patient is
enrolled in. Ifpatients have m u ltiple chronicd isease s , they are allad d re s s e d at the tim e of the
chroniccare clinicvisit. The d is tribu tion ofpatients in the clinics is as follows:

 C ard iac/H ypertension(320)
 D iabete s (76)
 GeneralM e d icine (240)
 H IV Infection/A ID S (16)
 Liver(54)
 P u lm onary C linic(146)
 Seizu re C linic(49)
 TB Infection(76)

C hroniccare clinicare occu rringtim ely withlabs d rawn before eachclinic. A llm ed ications are
renewed at the tim e ofthe chroniccare visit. P roblem lists were generally not u pto d ate . The P A ’s
exam s were m inim al;m os t organ sys te m s were d e scribed as only “wnl”(within norm allim its).
The nu rs e practitioner’s were som ewhat better.

Cardiovascular/Hypertension

W e reviewed s even charts of patients enrolled in the hypertension clinic. N one had u pd ated
problem lists bu t allwere s e en every fou r m onths perpolicy. P hysicalexam s were m inim alin
m any case s . W e were particu larly trou bled by one case d e scribed below (patient #2).

Patient #1
This is a67-year-old m an withcoronary artery d is ease , hypertension, ankylosingspond ylitis and
C K D . H is problem list was last u pd ated in2009. H e is on Lasix pres u m ably forahistory ofheart
failu re, bu t there is no echo report in the chart. D e spite his d iagnosis ofcoronary artery d isease
withpriorstent, he was not prescribed abeta-blocker, statin orA C E inhibitor.

Opinion:This patient shou ld be on ad d itionalm e d ications to d ecrease his risk offu tu re card iac
events .

Patient #2
This is a72-year-old m an with coronary artery d isease , hypertension, C O P D and ahistory of
prostate cancer. H e had an M I in N ovem ber2012, astent in 2011and aC A B G in 2002. H e was
prescribed fu lld os e aspirin, P lavix and 600m gofibu profen twice ad ay, am ongnu m erou s other
m ed ications. H e has been se en every fou rm onths inchroniccare clinicforhis variou s d isease s .

A t the 10/3/13visit, he had labs prior(on 9/18)whichreflected adropin his H bto 9.2g/d l(d own
from 12.8g/d lin M ay). This was not m entioned d u ringthe visit, thou ghthe labreport had
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been signed on 9/20. O n 10/23, the d octorsaw him again forweaknes s afterprolonged s tand ing.
A gain, the anem iawas not m entioned .

O n12/2, the patient saw the P A forfollow u pofhis hypertensionand reporte d ongoingweakne s s .
The P A note d the low H bbu t d id not d o arectalexam to te st the stoolforblood . H e ord ered repeat
labs and afollow u pvisit in one m onth. The labs were not d one.

O n 12/9, the patient saw the nu rse practitionerforfollow u pofhis abnorm allabs. She also note d
the d rop in H b from M ay to Septem ber and note d that the patient was taking the
aspirin/P lavix/M otrincom bination. H erass e s s m ent was “anem ia, r/o GI bleed ,”bu t she d id not d o
arectalexam . She d ecreased the aspirin to 81m g, stopped the ibu profen and ord ered follow u p
forone week.

O n 12/10, arepeat C B C showed that the H bhad d ropped fu rtherto 8.1g/d land the W B C cou nt
was elevated at 16.2.Two d ays later, there is anote from the sam e nu rse practitionerwho reviewe d
the s e re s u lts and focu se d entirely on the W B C elevation and em barked on awork-u pto ru le ou t
infection. The anem iawas not m entioned . H owever, the patient was s e en that sam e d ay by the
M e d icalD irectorwho ad m itte d him to the infirm ary withfeverof102.7° and knee pain. H e also
note d the anem iabu t d id not d o arectalexam , focu singinstead on the pos sibility ofaseptickne e.
Labs were repeated the d ay ofthe infirm ary ad m ission and the H bwas d own to 7.9g/d lbu t not
ad d re s s e d .

O n 12/24, he pres ente d to the healthcare u nit withches t pain and was s ent to the localhospital,
where he was fou nd to be in acu te renalfailu re withacreatinine of4(u pfrom baseline of1-1.5),
and anem iawithan H bof7. H e was given IV Fand his renalfailu re im proved . H e was d ischarged
back to the prison with arecom m end ation that he u nd ergo an ou tpatient colonoscopy. The
d ischarge su m m ary was reviewed by the nu rs e practitioneru pon the patient’s re tu rn bu t there is
no m entionofthe anem iaand recom m end ationforcolonoscopy. O n12/31, the P A saw the patient
forawrit retu rnand also focu se d exclu sively on the renalfailu re withno m ention ofthe anem ia.

O n1/12/14, the patient was ad m itte d to the infirm ary forrecu rrent knee pain. Labs d rawn the next
d ay showed an H bof8.4and W B C of12.1. The M e d icalD irectornote d iron d eficiency anem ia
and ord ered ironsu pplem entation;no rectalexam orotherwork-u p. O n1/22,arepeat C B C showed
the H bd ownto 7.1g/d land the W B C cou nt 21.3.This re s u lt was printed on1/23,whenhe showed
the infirm ary nu rse that he was havingm elenaand was s ent to the localhospitalwhere u pper
end oscopy showed m u ltiple gastricu lcers and H P yloriinfection.

Opinion:This patient’s anem iawent e s s entially ignored forfou rm onths. Evenafteracolonoscopy
was ad vis ed by the ou tsid e hospitals taff, this recom m end ationwas not followed .

Patient #3
This is a38-year-old m anwithasthm a, seizu re s , hyperlipid em ia, hypertensionand sarcoid osis. A t
the Febru ary 2013chroniccare clinic, he was s tarte d oncholes terolm ed icationalthou ghhis lipid
profile d id not s e em to warrant it. H is blood pres s u re was 132/90and no m ed ication
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changes were m ad e. H is blood pres s u re m ed ications were not those typically recom m end e d as firs t
line therapy.

The next chroniccare clinicwas on 6/5/13 for hypertension and hyperlipid em ia. H is
hyperlipid em iawas d e em e d to be wellcontrolled , thou ghthere were no new labs since 3/13.

Diabetes

W e reviewed five record s ofpatients enrolled in the d iabete s clinic. Two patients were m is sing
relevant labwork at theirm os t recent chroniccare visit, bu t otherwise we fou nd the care to be
tim ely and appropriate. W e d id com e acros s an is s u e in one ofthe record s , patient [redacted],
who had an elevated P SA (8.8)in M ay 2013whichhad not beenad d re s s e d . W e brou ght this case
to the attention ofthe M e d icalD irector.

General Medicine

W e reviewed five record s of patients enrolled in the general m ed icine clinicand fou nd
opportu nitie s forim provem ent in three case s d e scribed below.

Patient #4
This is a67-year-old m an withhypertension, hyperlipid em iaand B P H who arrived at P C C on
11/16/11.The problem list was last u pd ated 2/5/13and d oe s not list chronickid ney d isease , thou gh
his GFR has been below 60forthe past two years.

In Janu ary 2013, the patient’s P SA was elevated at 5.7(u pfrom 3.4in Ju ly 2011). H e was s e en
forhis annu alphysicalexam on2/5/13by the M e d icalD irectorwho note d this, d id aprostate exam
and note d m ild tend erne s s . H e treate d the patient forpres u m ptive pros tatitis and ord ered arepeat
P SA in two m onths. The labwas neverd one.

O n3/27/13, the patient was s e enforgeneralm ed icine and hypertensionclinics. The note s are brief
with m inim alphysicalexam s. Labs were d rawn on 3/4 and re s u lte d on 3/5, bu t the provid er
evid ently d id not have them , as the labs were liste d as “pend ing.”The provid erd ecid ed that the
patient’s B P H was wellcontrolled , althou ghthere was no historicalinform ation to s u pport this
conclu sion.

Opinion:The risingP SA in this A frican A m erican m an ne ed s follow u pgiven the increased risk
forpros tate cancerin this popu lation.

Patient #5
This is a67-year-old m an withcoronary artery d is ease , hypertension, ankylosingspond ylitis and
C K D . H is problem list was last u pd ated in 2009. H e is prescribed Ind ocin 50 m gtwice ad ay
rou tinely d e spite s tage 4kid ney d is ease withcreatinine of2.6and GFR of24.

Opinion:This patient shou ld not be on rou tine N SA ID s givenhis ad vanced kid ney d is ease .
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Patient #6
This is a67-year-old m an withd iabete s whose problem list has not been u pd ated since 2009. H e
has be en se enapproxim ately every fou rm onths in chroniccare clinicoverthe past yearwithlabs
d rawn tim ely priorto eachvisit.

O n5/6/13, the patient had an elevated P SA at 8.8ng/m l. This was u pfrom 7.4ng/m lin2011. The
labres u lt was not signed , norhas it beenad d re s s e d .

HIV Infection/AIDS

W e reviewed record s of fou r patients enrolled in the H IV clinic(25%). Two patients had
interru ptions in theirH IV m ed ications and one was overd u e foraclinicvisit.

Patient #7
This is a43-year-old with H IV infection who transferred to P C C in A pril2013. There is no
problem list in the chart. H e had been se enin ID telem ed icine clinicpriorto his transfer(Febru ary
2013),at whichtim e he was note d to be losingweight. H e was 177pou nd s at this visit as com pared
with196 pou nd s at the visit in N ovem ber 2012. H is H IV d isease was u nd er good controlon
com plera, and the consu ltant opined that the weight los s was perhaps d u e to the patient’s m ental
illnes s . The specialist wanted to s e e him back in three m onths, bu t he was not s e en again u ntil
Septem ber.

O n5/5/13,he was s e enby the M e d icalD irectorford ecreased appetite . H is weight was 162pou nd s ,
ye t the M D note d “no obviou s weight los s”and ord ered m onthly weight checks x 3. Labs d rawn
on 5/7were notable forablood glu cose of48m g/d l, C D 4cou nt of592and u nd e tectable viral
load .

O n 5/16, he saw the P A forhis H IV m ed ication refilland requ e s te d an extraplate d u e to weight
los s . H is weight was 171pou nd s . The P A d enied his requ e s t forextrafood .

O n5/21, ID telem ed icine was cancelle d d u e to lockd own.

O n7/18, the patient saw the P A forrenewalofhis ibu profen. The P A note d hyponatrem iaof128
onrecent labs. H e ord ered 1literofIV flu id s followed by ad ose ofLasix thenarepeat blood te st
in two weeks . This was neverd one.

O n8/15, he saw the nu rs e practitionerforweight los s . H is weight was 166pou nd s . She reviewe d
the chart and realized he had los t 30# overthe past yearand ord ered ahighprotein highcalorie
d iet.

O verthe next s even m onths, the patient regained the 30pou nd s .

O n9/16, he was s e enby telem ed icine. Labs were not d one priorto the visit. H is weight at the tim e
was 157pou nd s . The patient told the d octorat this visit that he d id not get his H IV m ed ications
from M ay 8to Ju ne 6. R eview ofthe M A R shows that the patient was d ispense d 30tablets on4/20,
none in M ay, thenbegannu rse-ad m inistered m ed icationon6/6.There were fou r
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blanks on the M A R for the rem aind er of Ju ne. A three-m onth follow u p with labs prior was
requ e s te d . Three d ays later, the patient’s weight was d ocu m ente d as 182pou nd s at sick call, thu s
s u gges tingasu bs tantiald iscrepancy between the scale in the telem ed icine room and the scale in
the cellhou s e clinic.

Opinion: It appears that this patient d oe s requ ire extracalories to m aintain his weight. Scale s
shou ld be calibrated regu larly to insu re accu racy. There was an avoid able interru ption in this
patient’s H IV m ed ication.

Patient #8
This is a42-year-old m an withH IV infection and ahistory ofK aposisarcom a. H e has been se e n
by ID telem ed icine approxim ately every three m onths withone d elay between the N ovem ber2013
and M arch2014visits . Labs are d one approxim ately 3-4m onths priorto ID visits and he has been
s u ppres s e d withgood C D 4cou nts forat least the past year.

M A R s show that his m ed ication has be en d ispens e d tim ely withthe exception ofO ctober2013
when there is no d ocu m entation that one ofthe fou rd ru gs was d ispense d . O nanotheroccasion in
N ovem ber, he reporte d to the R N d u ringm ed ication pass that he m oved from one cellhou s e to
anotherand had beenou t ofm ed icationfortwo d ays, as his m ed ications were inhis property. The
R N reporte d this to the Lt. who s tate d , “H e wou ld hand le it.”There is no follow-u pnote to verify
when the patient got his m ed ications back.

Opinion: There appears to have been som e d isru ptions in this patient’s m ed icationcontinu ity.

Patient #9
This is a25-year-old transgend erm anwithasthm aand H IV whose care has beencom plicated by
his noncom pliance. H e was s e en rou ghly every three m onths throu ghou t 2013. There were no ID
note s in 2014as ofthe d ate ofou rreview (4/15). The patient has repeated ly expres s e d the belief
that God /Je s u s willtake care ofhim /herand therefore willnot take m ed ications. The ID consu ltant
has repeated ly requ e s te d that the patient be referre d to m entalhealthforhis u ns table psychiatric
state with d elu sionaland m agicalthinking. O ne s u ch requ e s t occu rred at ID telem ed icine on
5/7/13,and the nu rse d ocu m ente d the referral. The patient saw m entalhealththe next d ay bu t there
is no m ention of the is s u e . The m entalhealthprovid er note d that the patient had no m ood or
psychoticsym ptom s and that she wou ld s e e him again in six weeks.

The patient was previou sly wellcontrolled on m ed ications withu nd e tectable viralload and good
C D 4cou nt. A fters toppingtherapy, his viralload was m os t recently m easu red at over20K and his
C D 4cou nt has d ropped to 282(from 450whenhis viralload was u nd e tectable).

Followingthe 8/20ID visit, the psychiatrist d id ad d re s s his H IV m ed ication noncom pliance with
the patient, specifically exploringhis religiosity as it pertains to his noncom pliance, on several
occasions. Eventu ally he was referred to the TR C (treatm ent review com m itte e) to d ecid e on
forced m ed ications,bu t no verd ict has beenre tu rned innearly six m onths. This case was d iscu s s e d
withthe psychiatrist, who acknowled ged the d elay and s tate d that he wou ld atte m pt to exped ite
this case
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Opinion: This challengingpatient d oe s not appearto be capable ofm ed icald ecision-m aking.

Patient #10
This is a56-year-old m an withasthm a, hypertension and H IV infection whichwas d iagnosed in
the 1980s and has neverprogres s e d . H e is A R T naïve. H e was s e en in H IV telem ed icine clinic
rou ghly every 3-4m onths u ntilN ovem ber2013and labs have been d rawn tim ely priorto the s e
visits , withthe exception ofthe D ecem berclinic. There were no chroniccare note s in 2014as of
the d ate ofou rvisit (4/15/14).

Opinion: This patient is overd u e foran H IV clinic.

Pulmonary Clinic

W e reviewed six record s ofpatients withpu lm onary d isease s and had concerns abou t one case
d e scribed below.

Patient #11
This is a38-year-old m an withasthm a, seizu re s , hyperlipid em ia, hypertension and sarcoid osis.
A s thm aclinicwas sched u led for2/26/13, bu t the patient refu s e d .

A t the next chroniccare clinicon 6/5, the patient reported d aily re scu e inhaleru s e . H is peak flow
was low at 340.The nu rse practitionerd iscu s s e d the properu s e ofthe re scu e inhalerand d ecreased
his d aily pred nisone d os e (prescribed forsarcoid osis)from 40m g/d to 30m g/d . O therthan this
intervention, his sarcoid osis has not been d irectly ad d re s s e d inchroniccare clinic. The pred nisone
was ord ered forsix m onths bu t neverrenewed . N one ofthe note s speak to this.

O n 10/14, he was s e en in chroniccare clinicby the M e d icalD irector. The asthm aform is nearly
blank withno su bjective inform ationand no exam .

O n 3/13/14, the P A saw him forchroniccare clinic. A s thm awas rated as m ild and u nd ergood
control, thou ghthe peak flow was 300and it is not note d how frequ ently he was u singhis re scu e
inhaler.

Opinion:The natu re of this patient’s pu lm onary d is ease nee d s to be clarified (sarcoid osis vs.
as thm a), as d oe s his pred nisone u s e .

Seizure Clinic

W e reviewed fou rrecord s ofpatients enrolled in the s eiz u re clinic. In one case, the patient went
withou t his s eizu re m ed ication forfou rd ays u pon his arrivalat P C C . In anothercase, d e scribed
below,apatient’s reporte d s eizu re activity was s e e m ingly d iscou nte d becau s e it was not witne s s e d
by healthcare s taff.

Patient #12
This is a38-year-old m an withasthm a, seizu re s , hyperlipid em ia, hypertension and sarcoid osis.
Seizu re clinicwas sched u led for3/27/13, bu t was “resched u led d u e to sched u lingconflict;”it was
neverre sched u led .
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O n 3/5/14, the patient was brou ght to the u rgent care u nit for “alleged s eizu re as reporte d by
secu rity.”The patient reporte d he had aseizu re two d ays earlieras wellbu t “s taffC M T said it had
to be witne s s e d .”H e was placed on sick callforthe next d ay and was s e enby the P A .

O n3/13, the P A saw him forchroniccare clinic. The recent s eizu re was note d and the m ed ication
levels were d e scribed as “wnl”(within norm allim its)thou ghthe m os t recent re s u lts were from a
yearago.

Opinion:Inlight ofhis recent s eizu re activity, this patient shou ld have m ed icationlevels m easu re d
and ad ju s te d ifneed e d .

TB Infection Clinic

There were no patients on TB treatm ent at the tim e ofou rvisit.

Pharmacy/Medication Administration

B oswellP harm aceu ticals, located in P ennsylvania, provid e s allprescription and over-the-cou nter
m ed ications for the facility. B oswell is license d as a W holesale D ru gD istribu tor/P harm acy
D istribu tor. The s ervice is a“fax and fill” sys te m , whichm eans new prescriptions faxed to the
pharm acy by 2:00p.m . willarrive at the facility the next d ay, and refillprescriptions faxed by
10:00a.m . willbe received the next d ay. The localW algreens s tore is the back-u ppharm acy for
obtainingm ed ication which is need e d im m e d iately and is not available in stock. St. Jam e s
H ospital, located in P ontiac, is u s e d to obtaininjectable m ed icationwhenneed e d im m e d iately and
is not available in stock. P atient specificprescriptions, s tock prescriptions and controlle d
m ed ications arrive packaged ina30-d ay bu bble pack. O ver-the-cou nterm ed ications are provid e d
in bu lk by the bottle, tu be, e tc. The m ed ication preparation/storage areais s taffed withtwo fu ll-
tim e pharm acy technicians, and B oswellprovid e s aconsu ltingpharm acist to com e on-site once a
m onthto review prescription activity, to as s e s s pharm acy technician perform ance and techniqu e
and to d e stroy ou td ate d orno longerneed e d controlled m ed ications pu rs u ant to the requ irem ents
ofthe Fed eralD ru gA d m inistration (FD A )and D ru gEnforcem ent A gency (D E A ). Inspection of
the m ed ication preparation/storage arearevealed alarge, clean, well-lighted and generally well-
m aintained area. A n interview withthe lead technician revealed aknowled geable ind ivid u alwith
13years workingas apharm acy technician. Inspection ofthe areaind icated tight accou ntingof
controlled m ed ications, both s tock and re tu rn item s , nee d le s/s yringes, sharps/instru m ents and
m ed icaltools. A rand om inspectionofperpetu alinventories and cou nts ind icated allwere correct.

A llprescriptions, controlled m e d ications, s yringe s, nee d le s and other sharp tools are ord ered ,
receive d and inventoried by the pharm acy technicians. O nce received and cou nts verified , each
ofthe item s is ad d e d into the item specificperpetu alinventory. Ite m s placed in “back stock”are
s tored within alocked vau lt insid e the locked and re s tricted acces s s torage room . The perpetu al
inventories forallite m s located in the vau lt are verifie d d aily. The crashcart inventory is verifie d
m onthly orany tim e the plasticsecu rity s ealis broken. The controlle d m ed ication “back stock”
perpetu alinventory is verified d aily. The perpetu alinventorie s forcontrolled m e d icationin“front
orworkingstock”is verifie d eachshift by anon-com ingand off-goingnu rsingstaffm e m ber.

A cces s to the m ed ication s torage room is re s tricted to nu rsingad m inistration, nu rsingstaffand the
pharm acy technicians. P harm acy technicians are requ ired to d raw keys to their area at the
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beginningofeachshift and re tu rn the keys when leavingat the end oftheirshift. In the event the y
wou ld leave institu tional grou nd s with the keys , they are contacted by arm ory personnel to
im m ed iately re tu rn to the ins titu tion. N u rsingstaffm em bers hand offtheirkeys between shifts .
K e ys to the m ed ication s torage room are re s tricted to nu rsingad m inistration, nu rsingstaffand the
pharm acy technicians. K e ys to the “back stock” vau lt are re s tricted to the H ealth C are U nit
A d m inistrator, D irector of N u rsingand the two pharm acy technicians. In the absence of the
pharm acy technicians, em ergency proced u re s are in place fornu rsingstaff, withapprovalofthe
d u ty ward en, to sign ou t the keys , enter the vau lt and obtain the ne e d e d item s . N u rsingstaffis
requ ired to d ocu m ent anincid ent report and s u bm it to the H C U A the reasonforenteringthe vau lt.
A s eparate locked cabinet is u s e d forthe s torage ofinjectable m ed ications. A llm ed ications in this
cabinet are m aintained on aperpetu alinventory and inventoried d aily. R efrigeratortem peratu re s
are m onitored and d ocu m ente d d aily.

C orrectionalM e d icalTechnicians (C M T),who cou ld be eitheralicense d practicalnu rse (LP N )or
an em ergency m ed ical technician (EM T), take “K eep on P erson” (K O P ) blister-packs to the
assigned cellhou s e and d eliverthe m ed icationat cell-sid e to the appropriate inm ate. D os e-by-d os e
m e d ication is ad m inistered by license d m ed ical staff. The facility continu e s to u s e apaper
m ed icationad m inistrationrecord (M A R ), and eachd ose ofm ed icationad m inistered orrefu s e d is
note d on the patient specificM A R . O bs ervation ofblister-pack d elivery by an EM T ind icated
properid entification ofthe patients and d elivery ofthe blisterpack. W hen incellhou s e s , s ecu rity
s taffonly e scorts fem ale m ed icalstaff.

Laboratory

Laboratory services are provid ed throu ghthe U niversity ofIllinois-C hicago H ospital(U IC ). The
com prehensive services m ed icalcontractorprovid e s 0.75FTEs phlebotom y positions to d raw and
prepare the sam ples for transport to U IC . The ind ivid u alis onsite M ond ay throu ghFrid ay for
approxim ately six hou rs each d ay. R e s u lts are electronically transm itte d back to the facility,
generally, within 24hou rs viasecu re fax line located in the m ed icald epartm ent. U IC reports to
boththe facility and the Illinois D epartm ent ofP u blicH ealthallreportable case s . There is acu rrent
C linicalLaboratory Im provem ent A m end m ent (C LIA )waiver certificate that expire s Ju ne 13,
2015, on file. There were no reports ofany problem s withthis s ervice.

Urgent/Emergent Care

Unscheduled Offsite Services

The item s we look forare whetherthe u rgent nee d for services m ight have been m itigated and
whetherappropriate continu ity was provid ed afterretu rn, inclu d ingthe requ ired offsite s ervice
d ocu m ents . W e reviewed fou r record s and in each of them there were significant problem s,
inclu d ingm is singd ocu m entation, d elays in obtainingrequ ired proced u re s , and not perform ingor
provid ingreasons fornot perform ingarecom m end e d s ervice by aspecialist.



Patient #1
This is a47-year-old who was s tatu s pos t pros the tichipreplacem ent and was also id entified as
havingalu ngm ass. H e arrived at P ontiacon 1/8/14from D anville. H e was s e en within ad ay by
the physicianwho followed him u pwithregard to his lu nglesion.Finally,abiopsy was perform ed ,
whichshowed m e tas taticleiom yosarcom a. H e went to oncology on2/12, and they recom m end e d
aP ET scan. This was requ e s te d to be d one as soon as pos sible. It was d one alm os t am onthlater,
on 3/8. The patient began chem otherapy on 4/11and was s e en by the physician on retu rn. There
were no note s in the chart regard ingthe oncology visit.

Patient #2
This is a27-year-old withahistory ofim m u ne throm bocytopenicpu rpu ra(IT P ). This patient also
had ahistory ofright tend on s u rgery and was s tatu s post treatm ent forananalfis s u re. H e was s ent
to the hospitalon 2/1/14forarectalfistu laand alow white blood cellcou nt. O n retu rn, he was
placed in the infirm ary, havingbeen in an infirm ary foralm os t six m onths. O n 2/18, he was s e en
at the U niversity ofIllinois, and it was recom m end e d that he be followed by neu rology. A lthou gh
his white blood cou nt has im proved ,as has his platele t cou nt,he has s tillnot ye t s e enaneu rologist.

Patient #3
This is a32-year-old withapenicillin allergy whichyield s angioed em a. O n 2/12/14, he was s ent
ou t u rgently to the em ergency room for ad islocated shou ld er. H e was s e en on retu rn by the
physician;however, there is no em ergency room report in the chart.

Patient #4
This is a46-year-old with throm bocytopeniawho was sent ou t on 3/27/14, havingarrived at
P ontiacon 1/27/14. This patient d id not receive ad ocu m ente d evalu ation regard ingthe tu m orin
his m ou thand also there was no d ischarge su m m ary. A fterwe requ e s te d it, it becam e available.

Unscheduled Onsite Services
W e reviewed 11record s ofpatients who received u nsched u led onsite s ervices within the last three
m onths. In five of11record s we id entified problem s. Thes e problem s inclu d e d m is singrecord
entries , an absence ofvitalsigns beingperform ed at ahypertension encou nter, failu re to enroll
patients in chroniccare when they have chronicillnes s e s , and apatient with H IV d is ease not
havingthat d is ease liste d on the problem list.

Patient #1
This is a23-year-old withno chronicproblem s who was sent ou t on2/3/14forright lowerqu ad rant
pain. H e had beenat P ontiacapproxim ately nine m onths. A lthou ghhe is record ed as havinggone
ou t on 2/3, we cou ld find no note s eitherin the progres s note s orin the consu ltation section or
anywhere els e .

Patient #2
This is a43-year-old withhypertension and s e en forhypertension on 2/4/13. O n 1/30/14, he was
s e enforelevated blood pres s u re inthe clinic.It is reporte d that he had not beentakingm ed ications.
H is blood pres s u re was 168/102. H e was then referred to the physicianon2/6and
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placed on two anti-hypertensives. H e was s e en by anu rse on follow-u pon3/6withou t vitalsigns
beingperform ed and withou t the patient beingenrolled in the chroniccare program .

Patient #3
This is a43-year-old whose record contained no problem list. H e com plained of ear pain in
D ecem ber2012. H e was also beingtreated for H IV . H e had last been se en at the U niversity of
Illinois forhis H IV inN ovem berof2013.This patient shou ld have had his H IV liste d onaproble m
list form .

Patient #4
This is a22-year-old withasthm awho pres ente d on12/2/13withrespiratory com plaints . The nu rse
perform ed apeak flow, which was reporte d as 340, which was d own from what was earlier
d e scribed as apeak flow of400. The nu rsingnote conveys the im pres sion that the nu rse was
u nhappy withhis attitu d e , as she d e scribed the patient as beingangry. H erass e s s m ent ind icate s ,
“W heez e s d e tected left lowerlobe.”H erass e s s m ent was, “R u le ou t re spiratory d is tre s s ,”and her
plan nonethele s s was, “R e tu rn to cellhou s e and sign u p for sick call.” This note ind icate s an
inad equ ate history regard inghis asthm aand particu larly his u s e ofthe betaagonist canister. Ifone
hears wheez e s and is ru lingou t re spiratory d is tre s s, this shou ld requ ire an im m ed iate referralto a
physician ratherthan tellingthe patient to sign u pforsick call. Three d ays later, the patient was
s e en by the physician and ass e s s e d as havingbronchitis withbronchospasm s. The patient also had
an elevated blood pres s u re and this was also ad d re ss e d . The nu rsingencou nterforthis patient was
com pletely inad equ ate and potentially com prom ise d the patient’s statu s.

Patient #5
This is a41-year-old withtype 2d iabete s who pres ente d on12/12/13withanelevated blood s u gar.
H e was s e en by the physician on 12/12/13, and the patient had not been receivinghis m ed icine s
foralm os t am onth. The physicianres tarte d bothpills and insu linforthe patient. The problem with
this patient was that althou ghm ed s had beenord ered forsix m onths in M arch, this patient was off
m ed icine s forfou rm onths and he was not appropriately enrolled in the chroniccare program .

Scheduled Offsite Services (Consultations and Procedures)

W e d iscu s s e d with the sched u ler the proces s throu gh which consu ltations and proced u re s are
obtained . A fteraclinicianord ers aconsu ltation oraproced u re, they are allreviewed by the C hief
M e d icalO fficer, who eitheragree s withthe plan or su gges ts changes. O nce the C hiefM e d ical
O fficer approves allrequ e s ts , they then are forward ed to the sched u ler. She ind icated that she
places asix-m onthhold onallpatients forwhom one ofthe sched u led offsite s ervices is requ e s te d
so that they are not transferred d u ringthe proces s . This s e e m s like avery re sponsible proced u re.
Every W ed ne s d ay the C hief M e d ical O fficer then pres ents the s e requ e s ts to the W exford
u tilization m anagem ent program . A ccord ingto the sched u ler, abou t 90% are approved as is and
all of the s ervices are obtained at U niversity of Illinois, except for new orthoped ics case s ,
gastroenterology, ophthalm ology, u rology and M R Is . Ifthere is asu bs tantiald elay withone of
thes e appointm ents , e specially foru rgent case s , she m ay u s e localsou rces. The sched u leris also
able to retrieve reports throu ghthe U niversity ofIllinois electronicrecord sys te m . She d oe s track
tim elines s , bu t only from the d ate ofthe collegialreview.
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W e reviewed 10record s ofpatients sched u led foreitherconsu ltations orproced u re s . W e fou nd in
three ofthes e 10record s there was eitherad elay in obtainingan appointm ent, ad elay in having
the requ ired reports in the m ed icalrecord orad elay in acces s to aproced u re.

Patient #1
This is a50-year-old patient withhepatitis C , iron d eficiency anem ia, B arrett’s e sophagitis and
non-specificcolitis. H e was s ent foran u pperGI scopingon 12/24/13. It was d elayed and finally
perform ed on 1/3/14. The report is in the m ed icalrecord . A fter the proced u re, the patient was
m aintained in the Stateville infirm ary. O n1/7, the patient was transferred to P ontiacand placed in
the infirm ary. The infirm ary placem ent is based on an ord er by the nu rse practitioner bu t no
progres s note . The patient was finally s e en three d ays later, on 1/10, by the C M O . W e were
inform ed that the C M O was gone foram onthonaregu larly sched u led vacationand there was no
physicianto fillin d u ringhis absence. A colonoscopy was ord ered forthis patient inm id -Febru ary
and as ofye t this s ervice has not beenprovid ed .

Patient #2
This is a55-year-old with hypertension, hyperlipid em iaand cancer of the pros tate . H e was
sched u led forau rology follow-u p visit on 12/11/13. H e has s u rgery sched u le d for M ay 2014,
whichrequ ire s awork-u pbeforehand . H e was s e en on 3/19, and based on recom m end ations by
the u rologist, s everalte s ts were ord ered . A t the tim e ofou rvisit, approxim ately one m onthlater,
althou ghthe labte s ts were ord ered there were no re s u lts in the m ed icalrecord .

Patient #3
This is a52-year-old withahistory ofapitu itary tu m orstatu s post s u rgery, hypertension, s eizu re
d isord erand d iabete s insipid u s . This patient was sched u led foran end ocrinology visit on1/17/14.
H e was s e en by the C M O on1/28, who reord ered s everallabte s ts;however, the re s u lts were s till
not in the m ed icalrecord .

Infirmary Care

The infirm ary, whichis on the firs t floorofthe healthcare u nit, is a10-room , 12-bed u nit staffed
withat least one registered nu rs e (R N )24hou rs ad ay, s even d ays aweek. Inclu d e d in the bed
configu ration are two negative airrespiratory isolation room s and fou rm entalhealthcrisis room s.
The negative airisolationroom s have bothvisu aland au d ible alarm s to ind icate los s ofnegative air
pres s u re. W hen in u s e forre spiratory isolation, nu rsingstaffconfirm negative airpres s u re each
shift. O nly the two reverse flow room s are d ou ble cells, the re st are single.
A t the tim e ofou rvisit, the infirm ary censu s was 6-9patients , the m ajority ofwhom were m ental
health placem ents . O ne room had been seale d followingan expected d eath of apatient with
m etas taticpancreaticcancer. The R N in the infirm ary told u s that this is s tand ard proced u re
followingad eath, and that the room willonly be cleared by the localinternalaffairs after the
au topsy report has been received . The R N m ay not pronou nce d eath;this m u s t be d one by a
physician. Ifthe patient’s d eathwas u nexpected (i.e., no D N R ord er), then the am bu lance m u s t
com e to ru nastripand fax it to the localED forthe ED physician to pronou nce.
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Secu rity s taffis pres ent in the infirm ary, and inm ate porters perform the janitoriald u tie s and are
s u pervis ed by bothsecu rity and nu rsingstaff. P ersonalprotective equ ipm ent is available as nee d e d ,
and biohazard pu nctu re proofcontainers were in u s e .

The infirm ary bed s are inpoorcond itionand need to be replaced . There is only one bed that cou ld
be consid ered to be a“hospital”bed whichallows forelevatingthe head ofthe bed ,and the raising
and loweringofthe whole bed . The bed is not electricbu t hand -cranked and is d ifficu lt to operate.
The rem ainingbed s are asolid s te elfram e withasolid m e talsu rface on whichthe m attre s s lays .
The bed s tand s only approxim ately 18 inches off the floor. O fad d itionalconcern are the poor
cond ition of the m attre s s e s , where the ou tsid e plasticcover is cracked or torn and the u s e of
m attre s s e s with no plasticcoating, which prohibits athorou gh cleaningand sanitizingof the
m attre s s .

The sink in the nu rsingstation, which is u s e d for hand washing, will not d rain and leaks
u nd erneath.

Su pplies are ord ered every two weeks and are ord ered by anon-m ed icalperson. W e were told this
pres ents challenges to ord eringenou ghofthe right kind ofs u pplie s.

There were three m ed icalpatients ad m itte d to the infirm ary d u ringou rvisit. The two chronic
ad m is sions were a73-year-old A frican-A m erican withterm inalcancerofthe colon and severe
anem iasecond ary to the cancer, ad m itte d 2/27/14,and a50-year-old A frican-A m ericand iagnosed
with hypertension and d em entia second ary to m icro-cerebralinfarcts (m inistroke s) ad m itte d
1/27/14. The third was a23-hou rad m it foranosebleed . C hart reviews revealed no is s u e s with
tim elines s ofprovid errou nd s orqu ality ofcare.

The patient withcancerofthe colon has signed aD o N ot R e s u scitate (D N R)ord erand rou tinely
refu s e s pain m ed ication, IV hyd ration and blood infu sions to treat the anem ia. H e has receive d
psychiatricevalu ations to as s u re he is com petent to m ake d ecisions to refu s e recom m end e d
treatm ent. P hysician and nu rsingstaff are d ocu m entingin the patient m ed ical record m ore
frequ ently than requ ired by policy. The patient requ ires as sis tance withactivities ofd aily living
(A D Ls).

The 50-year-old patient withthe m inistroke s nee d s as sis tance withwalkingand som e A D Ls. It
appears he wou ld betters erved inanu rsinghom e s e tting. This patient, too, has been evalu ated by
m entalhealthprofe s sionals. A gain, physician and nu rsingstaffare d ocu m entingin the patient
m ed icalrecord wellbeyond policy requ irem ents .

There is no nu rse callsys te m .From the nu rsingstation,nu rsingstaffd o have line-of-sight into two
ofthe infirm ary room s. A llotherpatients wou ld have to shou t orbeat on theird oorinord erto gain
som eone’s attention. In the event apatient were to be incapacitated , no staffm em berwou ld know
u ntileitherthe nu rse orsecu rity s taffwho m ake rand om 30m inu te rou nd s were to find the patient.
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Infection Control

The H ealthC are U nit A d m inistrator(H C U A )fu nctions as the facility infection controlnu rse .
W hen requ ire d , she interface s with the C ou nty D epartm ent of P u blicH ealth and the Illinois
D epartm ent ofP u blicH ealth(ID P H ). The H C U A /d e signe e m onitors, com plete s and s u bm its to
ID P H allreportable case s . Skin infections and boils are aggres sively m onitored , cu ltu red and
treate d . P er the H C U A , there is a low occu rrence of cu ltu re-proven M e thicillin re sis tant
Staphylococcu s au reu s (M R SA )infections. H ealthcare u nit nu rsingstaffcond u ct m onthly safety
and sanitation inspections in the d ietary d epartm ent and perform pre-assignm ent “food hand ler”
exam inations fors taffand inm ate s to work in the d ietary d epartm ent. A tou rofthe healthcare
u nit, inclu d ingthe infirm ary, verifie d personalprotective equ ipm ent (P P E)available to s taffin
allareas as nee d e d . A d d itionally, P P E is inclu d e d in the em ergency re spons e bags and in the cell
hou s e sick callroom s. P u nctu re proofcontainers forthe d isposalofsyringes/nee d le s and other
sharpobjects are in u s e inallareas ofthe healthcare u nit as nee d e d and in the cellhou s e sick call
room s. The facility u s e s anationalcom m ercialwaste d isposalcom pany ford isposingofm ed ical
waste . Ins titu tionalstaffis traine d in com m u nicable d is ease s and blood -borne pathogens.

A s s tate d previou sly, inm ate porters are washingthe infirm ary linens and bed d inginare sid ential
type washingm achine whichis located in the healthcare u nit. The practice is ofconcern since it
is d ou btfu lthe washingm achine water tem peratu re s are hot enou gh to appropriately sanitiz e
infirm ary linens. A llinfirm ary linens and bed d ingm u s t be consid ered to be contam inated . The
requ ired lau nd eringproced u re to sanitiz e linens and bed d ingis to washwithlau nd ry d e tergent at
awatertem peratu re ofat least 160d egree s Fahrenheit foram inim u m of25m inu te s orwashwith
lau nd ry d e tergent and ableachbathofat least 100ppm at awater tem peratu re ofat least 140
d egree s Fahrenheit foram inim u m of10m inu te s . The hot watertem peratu re s forthe infirm ary
washingm achine ne ed to be initially checked and rou tinely m onitored to as s u re either140-d egre e
watertem peratu re withableachbathor160-d egree watertem peratu re withno bleachbath. It is
d ou btfu l the cu rrent water tem peratu re is over 125-130 d egre e s . If the appropriate water
tem peratu re cannot be attained , infirm ary linens and bed d ing m u s t be lau nd ered in the
ins titu tionallau nd ry where, again, the appropriate watertem peratu re s m u s t be m aintained .

Inmates’Interviews

Six insu lin d epend ent inm ate s were interviewed . A ll six had been d iagnosed s everal years
previou sly, and all six were knowled geable regard ing their chronicd isease . A ll six were
knowled geable regard ingthe significance oftheirhem oglobin A 1cblood level. Five ofthe six knew
the re su lts oftheirm ost recent hem oglobin A 1cblood level. A llsix reported beingevalu ated by the
physician every 3-4m onths and havingthe ability to perform blood glu cose m onitoringpriorto the
ad m inistrationofinsu lin. Inre sponse to qu e stioning,allsix s tated that,ingeneral, s ecu rity s taffwas
aware they were insu lin d epend ent d iabetics and were s ensitive to the m ed icaliss u e s that created .
A llsix were ofthe opinion that the nu rsingstaffand , particu larly, cell-hou s e C M T s try as best they
can within the environm ent to take good care ofthem and to “look ou t forthem .” A llwere ofthe
opinion the physicianresponsible fortheird iabeticcare d oe s
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a“good job;”however, they were allopenly criticalofthe physicianassis tant, in term s ofattitu d e
and com petence.

It was reporte d breakfast is s erved between6:00a.m .and 7:30a.m .;lu nchis served between10:30
a.m . and 11:30a.m . and d inneris s erved between 4:00p.m . and 5:30p.m . B reakfast is s erved in
the cell,and inm ate s go to the d ininghallforlu nchand d inner. It was reporte d that m orninginsu lin
is ad m inistered between5:00a.m . and 7:00a.m ., and afternooninsu lin between3:15p.m . to 3:45
p.m . A llinm ate s s tate d breakfast cou ld be aproblem forthem ifthey were the firs t to receive their
insu lin, arou nd 5:00a.m ., and not receive theirbreakfast u ntillast, whichis arou nd 7:30a.m .

A llfive patients voiced the followingis s u e s .

1. V ery little e d u cationalliteratu re provid ed /available
2. D ifficu lty obtainingm ed icationwhen first ord ered and som e tim e s withrefills
3. D ifficu lty receivingshoes ord ered by the physicianbecau se they are d enied by the m ed ical

vend or
4. N o pod iatry care
5. N o onsite d ie tician
6. W hen evalu ated by anoffsite specialist, there is d ifficu lty gettingback to se e the specialist

and the ins titu tionalm ed icalvend ord oe s not follow the s u gges tions/ord ers ofthe specialist
7. Secu rity s taffnot followingphysicianord ers ,i.e., not allowingplasticbasins forfoot soaks
8. B eingcu ffe d from behind too tightly and fortoo long
9. B reakfast startingbetween1:00and 2:00a.m .;lu nchstartingat 9:00a.m .
10. Som e tim e s receive insu linpriorto eatingand som e tim e s aftereating.

Dental Program

Executive Summary

O n A pril3-4and 14-16, 2014, acom prehensive review ofthe d entalprogram at D ixon C C was
com plete d .Five areas ofthe program were ad d re s s e d to inclu d e:1)inm ate s’access to tim ely d ental
care;2)the qu ality ofcare;3)the qu ality and qu antity ofthe provid ers;4)the ad equ acy ofthe
facility and equ ipm ent d evote d to d entalcare;and 5)the overalld entalprogram m anagem ent. The
followingobs ervations and find ings are provid ed .

The clinicitselfhad three chairs, eachin ad ed icated area. The cabinetry was old and showing
wearand corrosion. There was aseparate room forthe d entallaboratory and s terilization area. A
s m alloffice forthe s taffwas attached to the clinic. The space and equ ipm ent was ad equ ate.

A m ajorareaofconcernrelated to com prehensive care. C om prehensive care was provid ed withou t
a com prehensive intra and extra-oral exam ination and well d eveloped treatm ent plan. N o
exam ination ofsoft tis s u e s norperiod ontalass e s s m ent was part ofthe treatm ent proces s . H ygiene
care and prophylaxis were provid ed inconsis tently and oralhygiene ins tru ctions were
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not always d ocu m ente d . B itewingorperiapicalrad iographs were not always available to d iagnose
carie s. R e s torations were provid ed from the inform ation onapanelipse rad iograph.

A nother areaof concern was d ental extractions. A ll d ental treatm ent shou ld proceed from a
d ocu m ente d d iagnosis. A d iagnosis orthe reasonforextractions shou ld be part ofthe record entry.
In le s s thanhalfthe record s was the reason forextraction d ocu m ente d .

P artiald entu re s shou ld be constru cted as afinalstepin the s equ ence ofcare d elivery inclu d e d in
the com prehensive care proces s . A review of severalrecord s revealed that allpartiald entu re s
proceed e d withou t acom prehensive exam ination and treatm ent plan. P eriod ontalas s e s s m ent and
treatm ent was neverprovid ed . O ralhygiene ins tru ctions were s eld om d ocu m ente d . It was alm os t
im pos sible to d eterm ine that allfillings and extractions were com plete d prior to im pres sions.
P eriod ontalhealthwas neverd ocu m ente d .

A t P ontiacC C , d entalsick callis access e d throu ghthe inm ate requ e s t form . A com plex s ys te m
oflogs and exam inations at the u nit ins u re s that u rgent care nee d s are ad d re s s e d in atim ely
m anner.

The SO A P form at was not beingu tilized . Treatm ent was provid ed withlittle inform ationord etail
preced ingit. R ecord entries often d id not inclu d e clinicalobservations or d iagnosis to ju s tify
treatm ent.

M e d icalcond itions that requ ire precau tions and consu ltation withm ed icalstaffprior to d ental
treatm ent shou ld be welld ocu m ente d in the healthhistory s ection ofthe d entalrecord and “red
flagged ” to bringthem to the im m ed iate attention of the provid er. The d ental record was
m aintained in the d entalclinic, separate from the m ed icalrecord . A naccu rate and thorou ghhealth
history becom e s e specially im portant. D ocu m entation in the healthhistory s ection ofthe d ental
record ofinm ate s on anticoagu lant therapy was very inconsis tent and s eld om red flagged . B lood
pres s u re s shou ld , at the leas t, be takenonpatients withahistory ofhypertension. W henasked , the
clinicians ind icated that they d o not rou tinely take blood pres s u re s on thes e patients .

A tray ofbu lk, u nbagged ins tru m ents was beingu s e d one at atim e from one ofthe cabinets . Thes e
shou ld be bagged ind ivid u ally orin kits . There was no biohazard labelpos te d in the s terilization
area. Safety glas se s were not always worn by patients . A rad iation hazard warningsign was not
poste d in the x-ray area.

The d entalprogram was involved in the C Q I proces s and was gatheringd atato evalu ate “R efu sal
forTreatm ent”rate s and reasons why. P roced u re s were beingd eveloped to ad d re s s this problem .
The d entalprogram shou ld vigorou sly u tilize the C Q I proces s to ad d re s s the weakne s s e s reveale d
in this review.

Staffing and Credentialing

P ontiacC C has ad entals taffofone fu ll-tim e d entis t, one 20-hou rpart-tim e d entis t, two fu ll-tim e
assis tants and afu ll-tim e hygienist. This shou ld be ad equ ate to provid e m eaningfu ld entalservices
forP ontiac’s 2000inm ate s .
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C P R trainingis cu rrent onalls taff, allneces sary licensingis on file, and D E A nu m bers are on file
forthe d entis ts .

Recommendations: N one

Facility and Equipment

The clinicconsis ts ofthree chairs and u nits , one foreachd entis t and on forthe hygienist. Two of
the d entalu nits are five years old orle s s and ingood repair. The hygienists chairis very old , worn
and inpoorrepair. It is beingreplaced at this tim e. The x-ray u nit is ingood repairand works well.
The au toclave is rathernew and fu nctions well. The ins tru m entation is ad equ ate in qu antity and
qu ality. The hand piece s are old bu t wellm aintained and repaired when nece s sary. The cabinetry
is ratherold and showingwearand corrosion, bu t is fu nctionally O K . This d oe s m ake d isinfection
of cabinet s u rfaces m ore d ifficu lt. The oralsu rgeon u s e s apneu m atichand piece, so alarge
cylind erofnitrogen is in the clinic. It take s u pqu ite abit ofspace in the hygiene area, bu t the
hygienist works withou t anassis tant.

The clinicitselfconsis te d ofthree chairs in three s eparate and ad equ ate spaces. Free m ovem ent
arou nd eachu nit is acceptable. P rovid erand assis tant have ad equ ate room to work, and none of
the chairs interfere with eachother. There was aseparate s terilization and laboratory room of
ad equ ate size . It had asm allbu t ad equ ate work su rface and alarge sink to accom m od ate proper
infectioncontroland s terilization.Laboratory equ ipm ent was inaseparate cornerofthe room . The
s taffhad aseparate room foroffice space. It was sm alland cram ped and where the d entalrecord s
were m aintained .

Recommendations: N one. The clinicis ad equ ate in size and fu nction to m ee t the ne e d s ofthe
inm ate popu lationat P ontiacC C .

Sanitation, Safety and Sterilization

W e observed the sanitation and s terilization techniqu e s and proced u re s . Su rface d isinfection was
perform ed between eachpatient and was thorou ghand ad equ ate. P roperd isinfectants were being
u se d . P rotective covers were u tilized wheneverpos sible .

A n exam ination of instru m ents in the cabinets reveals that m os t were properly bagged and
s terilized . There was atray ofalarge s tack ofwhat I was told were s terilized ins tru m ents that were
u nbagged . They were beingrem oved from the tray one at atim e for u s e in patient care. A ll
instru m ents shou ld be bagged and s terilized . A llhand pieces were s terilized and in bags.

The s terilization proced u re s them s elves were ad equ ate and proper. Flow from d irty to clean m et
acceptable s tand ard s .

There was not abiohazard labelpos te d in the s terilization area. Safety glas se s were not always
wornby patients . Eye protectionis always nece s sary, forpatient and provid er. I also observed that
no warningsignwas pos te d where x-rays were beingtaken to warnofrad iationhazard s .
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Review Autoclave Log
I looked back two years and fou nd the s terilization logs to be in place. They showed that
au toclavingwas accom plished weekly and d ocu m ente d . They u tiliz e the A tte s t s ys te m withthe
incu bator in the s terilization area. N o negative re s u lts were obtained . I d id observe that no
biohazard warningsignwas pos te d in the s terilizationarea.

Recommendations:
1. That allinstru m ents be bagged before s terilization and not m aintained loose and in bu lk.
2. That safety glasse s be provid ed to patients while they are beingtreated .
3. That abiohazard warningsign be pos te d in the s terilizationarea.
4. A warningsignbe poste d in the x-ray areato warnpregnant fem ale s ofrad iationhazard s .

Comprehensive Care

W e reviewed 10d entalrecord s ofinm ate s inactive treatm ent classified as C ategory 3patients .

O ne ofthe m os t basicand e s s entialstand ard s ofcare in d entis try is that allrou tine care proceed
from athorou gh,welld ocu m ente d intraand extra-oralexam inationand awelld eveloped treatm ent
plan, to inclu d e all neces sary d iagnos ticx-rays . A review of 10 record s revealed that no
com prehensive exam inationwas perform ed and no treatm ent plans d eveloped . N o exam inationof
soft tis s u e s or period ontal as s e s s m ent was part of the treatm ent proces s . H ygiene care and
prophylaxis was inconsis tent, provid ed in only five ofthe ten patient record s . A review offive
ad d itionalrecord s revealed that d iagnos ticx-rays forcaries were available foronly three ofthe
five patients . R e s torations were, in two ofthe five patients , provid ed from the inform ation from
the panorex rad iograph.This rad iographis not d iagnos ticforcarie s. A period ontalass e s s m ent was
not d one in any ofthe record s . Fu rther, oralhygiene ins tru ctions were not always d ocu m ente d in
the d entalrecord as part ofthe treatm ent proces s .

Recommendations:
1. C om prehensive “rou tine”care be provid ed only from awelld eveloped and d ocu m ente d

treatm ent plan.
2. The treatm ent plan be d eveloped from athorou gh, welld ocu m ente d intraand extra-oral

exam ination, to inclu d e aperiod ontalas s e s s m ent and d etaile d exam ination of all soft
tis s u e s .

3. Inallcase s , that appropriate bitewingorperiapicalx-rays be taken to d iagnose carie s.
4. H ygiene care be provid ed as part ofthe treatm ent proces s .
5. That care be provid ed s equ entially, beginning with hygiene s ervices and d ental

prophylaxis.
6. That oralhygiene ins tru ctions be provid ed and d ocu m ente d .

A lthou ghP ontiacC C is not areceptionand classificationcenter, I reviewed the s e record s to insu re
the receptionand clas sificationpolicie s as s tate d in A d m inistrative D irective 04.03.102, sectionF.
2, are beingm et forthe ID O C .

Recommendations: N one. A llrecord s reviewed were incom pliance.
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Extractions

O ne ofthe prim ary tene ts in d entis try is that alld entaltreatm ent proceed s from awelld ocu m ente d
d iagnosis. In only fou r of the ten record s exam ined was ad iagnosis or reason for extraction
inclu d e d as part ofthe d entalrecord entry.

Recommendation:
1. A d iagnosis orareason forthe extraction be inclu d e d as part ofthe record entry.

This is
be s t accom plished throu ghthe u s e ofthe SO A P note form at, e specially forsick callentrie s .
It wou ld provid e m u chd e tailthat is lackinginm os t d entalentries observed . Too often, the
d ental record inclu d e s only the treatm ent provid ed with no evid ence as to why that
treatm ent was provid ed .

Removable Prosthetics

R em ovable partiald entu re pros the tics shou ld proceed only afterallothertreatm ent record ed on
the treatm ent plan is com plete d . The period ontal, operative and oralsu rgery ne ed s allshou ld be
ad d re s s e d firs t. In only two the five record s reviewed on patients receivingrem ovable partial
d entu re s were oralhygiene ins tru ctions provid ed . P eriod ontalass e s s m ent was not provid ed inany
of the record s , bu t in two of the five record s aprophylaxis and /or ascalingd ebrid em ent was
provid ed . B ecau s e there was no com prehensive exam inationorany treatm ent plans d eveloped and
d ocu m ente d in any of the record s , it is alm os t im pos sible to ascertain if all nece s sary care,
inclu d ingoperative and /ororalsu rgery treatm ent,was com plete d priorto fabricationofrem ovable
partiald entu re s .

Recommendations:
1. A com prehensive exam ination and well d eveloped and d ocu m ente d treatm ent plan,

inclu d ingbitewingand /orperiapicalrad iographs and period ontalass e s s m ent, proceed all
com prehensive d entalcare, inclu d ingrem ovable prosthod ontics.

2. That period ontalas s e s s m ent and treatm ent be part ofthe treatm ent proces s and that the
period ontiu m be s table before proceed ingwithim pres sions.

3. That alloperative d entis try and oral su rgery as d ocu m ente d in the treatm ent plan be
com plete d before proceed ingwithim pres sions.

Dental Sick Call

Inm ate s access sick callthrou ghan inm ate requ e s t form orviaad irect callfrom astaffm em berif
it is perceived as an em ergency. D r. M itchellreviews allrequ e s t form s at leas t by the following
d ay from collection ofthe form s. H e then se e s the inm ate in am ed icalexam ination room in each
u nit as soonas pos sible, le s s thanone week. H e exam ines the inm ate and d e term ines his nee d . The
patient is then sched u led to com e to the d entalclinicas soon as pos sible oras neces sary. U rgent
care need s are sched u le d the next appointm ent forthat u nit. M id levelpractitioners forthe u nits are
also available d aily to ad d re s s u rgent care com plaints . Em ergencies (severe toothache, infections)
are s e en the sam e d ay. B ecau se ofthe s egregation m is sion ofthe ins titu tion, s e einginm ate s in the
d entalclinicpresents u niqu e challenge s at P ontiacC C . There are s everalu nits and only certain
u nits canbe se enon specificd ays. Ins u ringthat inm ate s withu rgent care need s are s e eninatim ely
m annerpres ents arealchallenge. The s e
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inm ate s are s e enand evalu ated by aqu alified provid erwithin24to 48hou rs from the d ate oftheir
com plaint.

B y policy, allinm ate s who su bm it arequ e s t form are to be s e en by d entals taffwithin 14d ays .
P ontiacC C was in com plete com pliance withthis policy. Im m ed iate toothache s orinfections can
be called in from any u nit and the inm ate willbe se en that sam e d ay orthe next. In none ofthe
d entalrecord s reviewed was the SO A P form at beingu se d . A s are s u lt, treatm ent was u s u ally
provid ed withlittle inform ationord e tailpreced ingit. Sick callrecord entries often d o not inclu d e
clinicalobservations ord iagnosis to ju s tify provid e d treatm ent.The u s e ofthe SO A P form at wou ld
insu re that awelld eveloped d iagnosis wou ld preced e alltreatm ent. A lso, rou tine care was often
provid ed in thes e appointm ents , always withou t acom prehensive exam ination ortreatm ent plan.
The P ontiacC C d entald epartm ent keeps allrequ e s t form s in the d entalrecord .

Recommendation:
1. Im plem ent the u s e ofthe SO A P form at forsick callentries . It willas s u re that the inm ate’s

chief com plaint is record ed and ad d re s s e d , and a thorou gh focu se d e xam ination and
d iagnosis preced e s alltreatm ent.

Treatment Provision

D e term ine whetherthe d entalcare is provid ed fairly and equ itably forallinm ate s .

A triage sys te m is inplace that prioritize s treatm ent nee d s . A llinm ate requ e s t form s are evalu ated
by the d entalprogram by the followingd ay and theirtreatm ent nee d s are prioritize d . U rgent care
need s are ad d re s s e d that d ay orthe next. O thers are sched u le d accord ingly orplaced onthe rou tine
treatm ent list. Inm ate s are beingse en in atim ely m annerand theiris s u e s ad d re s s e d .

Inm ate s can s eek u rgent care viathe inm ate requ e s t form or, ifthe y feelthey nee d to be s e en
im m e d iately,by contactingP ontiacC C s taff,who willthencallthe d entalclinicwiththe inm ate’s
com plaint. The inm ate is s e en that d ay for evalu ation. R equ e s t form com plaints from inm ate s
withu rgent care ne ed s (com plaint ofpain orswelling)are s e enat leas t by the followingworking
d ay. M id -levelpractitioners are available at alltim e s to ad d re s s u rgent d entalcom plaints . The y
can provid e over the cou nter pain m e d ication or callm e d ical/d entals taffif they fe elm ore is
nee d e d .

Inm ate s who su bm it requ e s t form s forrou tine care are evalu ated the next workingd ay and placed
s equ entially on awaitinglist forthis care. A n intricate s ys te m ofseverallogs are m aintained to
keeptrack ofcare need s and who can be se en when, accord ingto the u nit in whichthe inm ate is
hou s e d . The waitinglist forrou tine care is approxim ately nine m onths.

The O ffend erO rientation M anu alis welld evelope d ford entaland ad d re s s e s clinichou rs, acces s
to care, types ofcare, sched u ling, em ergency care and d entalhygiene care.

Recommendations: N one. The s ys te m is fairand equ itable. A s intricate and com plex as it is, it
s e e m s to work well. A llinm ate s withu rgent care need s are s e en inatim ely m anner.
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Policies and Procedures

The P ontiacC C has awelld eveloped and com prehensive policy and proced u ralm anu ald eveloped
by D r. M itchellthat ad d re s s e s allthe areas concerned .

Recommendations: N one

Failed Appointments

A review ofm onthly reports and d aily work shee ts revealed afailed appointm ent rate ofabou t
5.4%. This is wellwithin an acceptable range. The d entals taffd o agood jobin insu ringthat
inm ate s m ake it to theirappointm ents .

Recommendations: N one

Medically Compromised Patients

B ecau s e the d entalrecord is m aintained in the d entalclinicseparate from the m ed icalrecord ,
id entification ofm ed ically com prom is ed patients relie s on ass e s s m ent by the clinician and on the
history s ection on the coverofthe d entalrecord . O fthe 10record s reviewed ofinm ate s on anti-
coagu lant therapy, only two were ad equ ately red flagged to catchthe im m ed iate attention ofthe
provid er. Fou rofthe record s d id not ind icate that the inm ate was on anticoagu lant therapy. Fou r
ofthe record s ind icated anticoagu lant therapy, bu t they were not s u fficiently red flagged .

W hen asked , the clinicians ind icated that they d o not rou tinely take blood pres s u re s on patients
withahistory ofhypertension.

Recommendations:
1. That the m ed icalhistory s ection ofthe d entalrecord be kept u pto d ate and that m ed ical

cond itions that requ ire specialprecau tions be red flagged to catchthe im m e d iate attention
ofthe provid er.

2. That blood pres s u re read ings be rou tinely taken ofpatients withahistory ofhypertension,
e specially priorto any s u rgicalproced u re.

Specialists

D r. Fred erick C raig, oralsu rgeon, is available on an as need e d basis, u s u ally once am onth. H e
s e e s five patients per visit. D r. C raigis also u s e d by severalother ID O C ins titu tions for oral
su rgery. P athology services are the sam e as form e d icalpathology.

In one ins tance, inm ate [redacted], s u rgery was perform ed from arad iograph from 2005.
Rad iographs shou ld be no old erthan two years.

Recommendations:
1. P erform alloralsu rgery proced u re s from rad iographs le s s than two years old . A nine-year-

old rad iographis oflittle u s e .
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Dental CQI

The d ental program contribu te s m onthly d ental s tatis tics to the C Q I com m itte e . The d ental
program is cu rrently involved with aC Q I s tu d y that is evalu ating“R efu sal for Treatm ent”
percentages and the reasons why. W iththe challenges ofsched u lingcare inad etentioninstitu tion,
havingsched u led inm ate s show fortheirappointm ent is critical. D r. M itchellu nd ers tand s the C Q I
proces s and its valu e.

Recommendations:
1. Expand the C Q I proces s to ad d re s s the weaknes s e s ou tlined in this report.

Mortality Review

There were two d eaths at P C C overthe past year. O ne patient who d ied ofpancreaticcancerhad
no problem aticiss u e s id entified on chart review. The othercase had aproblem aticd elay in care
as d e scribed below.

Patient #1
This patient was a42-year-old m anwho d ied ofaglioblastom am u ltiform e on4/16/13.The tu m or
was firs t d iagnosed in2009, priorto his incarceration. H e u nd erwent excisionin M arch2009, and
againinSeptem ber2010forrecu rrence. H e was ad m itte d to ID O C inJu ly 2012. H e had ares taging
M R I in O ctober 2012 which showed no recu rrence and his m aintenance chem otherapy was
d iscontinu ed .

H is m os t recent M R I on 2/1/13 showed recu rrence ofalow grad e enhancingm ass in his left
tem porallobe and he was sched u led forneu ros u rgicalreferralon4/10/13. H owever, on4/1/13, he
was fou nd with altered consciou sne s s and s troke-like s ym ptom s and was taken to St. Jam e s
hospital, where C T showed significant ed em aarou nd the m as s and a1cm m id line shift. H e was
transferred to U IC where it was d ecid ed that the risks ofs u rgery ou tweighed the benefits . The
fam ily d ecid ed to withd raw care on4/15/13and the patient d ied the next d ay.

Opinion:A two-m onth d elay in the neu ros u rgery consu lt is exce s sive given the natu re of the
patient’s d iagnosis. A lthou ghhis long-term s u rvivalwou ld not likely have been m u chbetter, it
s e e m s likely that the d elay allowed forenou ghtu m orgrowthand associated swellingto preclu d e
fu rthertreatm ent options forthis patient and therefore shortened his s u rvival.

Continuous Quality Improvement

A s withotherfacilities , we reviewed the m inu te s and fou nd that the m inu te s consis t ofreports of
collections ofd ataonthe volu m e ofhealthservice activities . Throu ghou t the m inu te s , there was no
d e scription ofany efforts to eitherass e s s the qu ality ofperform ance northerefore to im prove the
qu ality ofperform ance. W e spent tim e withthe H ealthC are A d m inistratorreviewingthe need for
the m inu te s to be ed u cational, e specially forline s taffwho d o not attend the m ee tings. They m u s t
inclu d e d atacollection, analysis ofthe d atain relationship to expected perform ance and , where
ind icated , based on s u bs tand ard perform ance, ananalysis ofthe cau se s forthe
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s u bs tand ard perform ance as well as the d evelopm ent of im provem ent strategie s d e signed to
m itigate the cau se s ofthe s u bs tand ard perform ance.
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Recommendations

Intrasystem Transfers:
1. The intrasys te m transferproces s m u s t be m od ified inaway that provid e s oversight and

insu re s that id entified problem s are in fact appropriately followed u p.

Chronic Disease Clinics:
1. H IV patients shou ld be followed by site provid ers in chroniccare clinic.
2. P atients shou ld be s e enaccord ingto d egree ofd is ease controlratherthanonanevery fou r-

m onthbasis.
3. M e d ically com plex patients shou ld be followed by the M e d icalD irector, at leas t on a

period icbasis.
4. P roblem lists shou ld be u pd ated regu larly.
5. There shou ld be anu rs e d e d icated to the chronicd isease program .

Unscheduled Onsite Services:
1. There m u s t be aprofe s sionalperform ance enhancem ent program that looks at nu rsing

response s to onsite u nsched u led s ervices and create s an opportu nity for profe s sional
perform ance im provem ent.

Unscheduled Offsite Services:
1.The program m u s t im plem ent aproces s u ponapatient’s re tu rnfrom an u nsched u le d offsite

s ervice so that neces sary d ocu m entation, i.e., em ergency room reports and d ischarge
su m m arie s, are tim ely re trieved and u tiliz ed in the prim ary care clinician follow-u pvisit.

Scheduled Offsite Services:
1. The sched u le d offsite s ervices m u s t be m anaged in away that s ervices are obtained tim ely

orthe M e d icalD irectoris notified so that he can facilitate the sched u ling.
2. U pon retu rn from sched u le d offsite s ervices, a s taff person m u s t be as signed the

re sponsibility oftim e ly re trievalofthe offsite s ervice reports . W hen the s e offsite s ervice
reports are available ,afollow-u pvisit withthe prim ary care clinician shou ld be sched u le d
and at that visit there shou ld be d ocu m entation ofad iscu s sion ofthe find ings and plan.

Infirmary Care:
1. In afacility where infirm ary space is at aprem iu m , s ealingaroom to inve s tigate the

expected d eathofapatient withaterm inald is ease is u nneces sary and lim its acces s to this
preciou s re sou rce.

2. C onsid eration shou ld be given to creatingalternative space form entalhealthcrisis bed s .
3. B y licensu re, R N s m ay pronou nce d eath. To engage the s ervices of the am bu lance

com pany to perform an EC G to confirm d eathis an avoid able expens e whichd iverts a
valu able com m u nity re sou rce u nnece s sarily.

4. There nee d s to be afu nctioningcallbellsys te m in the infirm ary.
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CQI:
1. The C Q I program m u s t be le d by people who have been trained in how to id entify

perform ance that is s u bthre shold , how to analyze the cau se s for the s u bthreshold
perform ance and how to im plem ent im provem ent s trategies targete d to m itigate the cau se s
and then to re s tu d y the perform ance.

2. The lead ershipofthe continu ou s qu ality im provem ent program m u s t be re trained regard ing
qu ality im provem ent philosophy and m e thod ology, alongwith stu d y d e sign and d ata
collection.

3. This trainingshou ld inclu d e how to s tu d y ou tliers inord erto d eveloptargete d im provem ent
s trategie s.
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Appendix A –Patient ID Numbers

Intrasystem Transfer:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

Chronic Disease:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

P atient #9 [redacted] [redacted]

P atient #10 [redacted] [redacted]

P atient #11 [redacted] [redacted]

P atient #12 [redacted] [redacted]

Unscheduled Offsite Services:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

Unscheduled Onsite Services:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

Scheduled Offsite Services:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]
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Overview

O n M arch31-A pril4, 2014, we visited the Logan C orrectionalC enter(LC C )inLogan, Illinois.
This was ou rfirs t site visit to LC C and this report d e scribes ou rfind ings and recom m end ations.
D u ringthis visit, we:

 M e t withlead ershipofcu s tod y and m ed ical
 Tou red the m ed icalservices area
 Talked withhealthcare s taff
 R eviewed healthrecord s and otherd ocu m ents

W e thank W ard en A ngelaLocke and hers tafffortheirassis tance and cooperation in
cond u ctingthe review.

Executive Summary

LoganC orrectionalC enteris the m ainwom en’s receptioncenterand the large s t perm anent fem ale
facility in ID O C . It has am entalhealthm issionand a20-bed infirm ary. The popu lationat the tim e
ofou rvisit was 1997, the average age was 36and average lengthofs tay was approxim ately 18
m onths.

The H ealthC are U nit is new constru ction and opened in 2005. The u nit is linearin d e sign. There
is alonghallway witha20-bed infirm ary at one end ,asecu rity s tationinthe m id d le and ou tpatient
s ervices at the other end . The u nit was clean and well-m aintained bu t very noisy, particu larly
d u ringm ed ication ad m inistration, as inm ate s are perm itte d to m ove freely to the healthcare u nit
to receive theirm ed ication. A s are s u lt, asignificantly large grou pofinm ate s are gathered in the
healthcare u nit at one tim e. The u nit is s taffed withlicense d nu rsingstaff, bothregistered and
license d practicalnu rse s , 24hou rs ad ay, s even d ays aweek.

The facility receive s 30-50inm ate s perweek,m os tly from C ook C ou nty Jail. A s is tru e at the other
reception facility we visited , obtainingm ed icalinform ation from C C J is d ifficu lt d e spite the
pres ence ofaW exford em ployee at C ook C ou nty. The facility was operatingthe receptionproces s
tim ely and there was no backlogforthe intake physicals.

O vercrowd ingis asignificant iss u e at this facility. Forexam ple, after the reception proces s has
been com plete d , inm ate s m ay s tay in the R & C areafor 30 d ays or m ore d u e to lack of bed
availability. The gym is also beingu se d as ahou singu nit;cu rrently there are 20inm ate s in the
gym bu t the nu m berhas beenas highas 70.

The H ealthC are U nit A d m inistrator(H C U A )is new to the position bu t not new to correctional
healthcare. She previou sly worked as the D irectorofN u rsing(D O N )at the Lincoln C orrectional
C enter, located ad jacent to the Logan C orrectionalC enter, when fem ales were hou s e d there. The
W ard en is very s u pportive of the health care program and , u niqu ely, the A s sis tant W ard en of
P rogram s is aregistered nu rs e and aform erID O C H ealthC are U nit A d m inistrator. A t the tim e
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ofthe inspection, the D irectorofN u rsing(D O N )position was vacant, whichsignificantly and
d irectly im pacts on the H C U A ’s ability to fu nction as the d epartm ent head overthe healthcare
u nit, as she has to pick-u pthe d ay-to d ay d u tie s ofthe D O N position. O fparticu larconcern was
the reporte d negative attitu d inalis s u e s ofhealthcare s taff toward inm ate s , particu larly fem ale
inm ate s .

The M e d icalD irectoris conscientiou s and d e d icated , his note s are thorou ghand legible, and his
m ed icald ecision m akingis solid . H e attem pts to follow his patients carefu lly and he d ocu m ents
his encou nters thorou ghly. There is arealsense from talkingwithstaffand reviewingrecord s that
he is fu lly inve s te d in the ou tcom e s of his patients . H e has not been perform ingthe clinical
oversight d u tie s , particu larly forthe nu rse practitioners orthe otherphysician.

P rovid ers taffingconsis ts ofone M e d icalD irector, one s taffphysician, two N P s and one P A ;all
are fu ll-tim e positions and allpositions are filled . There is also apart-tim e O B /GY N who provid e s
onsite care 24hou rs perweek. A ll18 LP N positions are filled , as are 18of21 R N positions.
P rovid ers have acces s to the interne t forthe pu rpose s ofm ed icalreferences bu t cannot access lab
d ataorhospitalrecord s online.

The reception proces s , althou ghu tilizingawell-trained nu rse and acom petent nu rs e practitioner,
has som e d eficiencies to overcom e. The firs t areais that the location ofthe initialnu rse intake
screen is in an areawhere the noise levelis so great that it interfere s withthe nu rse’s ability to
perform the screen.The s econd problem is patients arrive withno m ed icalinform ation,particu larly
from C ook C ou nty Jailand as ares u lt, inform ation that cou ld be s ent from theircu rrent site prior
to transferis not m ad e available at the tim e the proces s begins. Throu ghthe nu rse screen and the
nu rse practitioner history and physical, there were som e d eficiencies with regard to ad equ ate
patient histories . There was aproblem withfollow u pto id entify problem s in som e case s and ,
consis tent withthe cu rrent policy, u ntim ely follow u pwithregard to chronicd is ease s . There nee d s
to be aproces s inplace to track and insu re that tim ely and appropriate follow u pd oe s infact occu r.

N u rsingsick callis cond u cted s even d ays aweek by aregistered nu rs e on the 7:00a.m . to 3:00
p.m . shift. A ny sick callnot com plete d is picked -u pby the 3:00p.m . to 11:00p.m . nu rsingstaff,
whichcou ld be aregistered nu rs e orlicense d practicalnu rse . Sick callin the X -hou s e , which
hou s e s reception and clas sification, s egregation and m axim u m s ecu rity inm ate s , is only a“face-
to-face”triage ratherthanatru e sick callencou nter. In re sponse to aninm ate’s writtencom plaint,
anu rse goes to the inm ate’s celland d iscu s s e s the com plaint throu ghasolid s te eld oor. B ase d on
the inm ate’s verbal com plaint, the nu rse provid e s treatm ent absent any physical evalu ation.
A d d itionally, d aily “wellne s s checks” are cond u cted on the 11:00 p.m . to 7:00 a.m . shift and
weekly visits by the N u rs e P ractitionerforallinm ate s hou s e d in the s egregation u nit;however,
neitherthe d aily checks northe weekly visits are d ocu m ente d .

M e d ications are obtained and provid ed throu gh the com prehensive health care contract with
W exford H ealth Sou rces. The m ed ication s torage and preparation areais m anaged by three
pharm acy technicians with the lead technician having23 years of experience in correctional
pharm acy m anagem ent.
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Laboratory s ervices are provid ed by the U niversity ofIllinois-C hicago H ospital(U IC )and there
were no reporte d problem s withthis s ervice. D aily, specim ens are transporte d withreports faxed
to the facility, generally the next d ay. There were no reporte d is s u e s withthis s ervice.

The infirm ary is a20-bed u nit com prised of15d e signated m ed icalbed s , three m entalhealthcrise s
cells and two negative airpres s u re re spiratory isolation room s. The u nit is generally s taffed with
aregistered nu rs e , bu t there are shifts whenalicense d practicalnu rse is the only nu rse as signed to
the u nit. The nu rsingstation is centrally located and there is d irect line-of-sight into only fou rof
the room s. There is no nu rse callsys te m .

A llpatients are ad m itte d and d ischarged by the M e d icalD irector. It was d ifficu lt to review
infirm ary m ed icalrecord s as the file s were incom plete d isarray withanextensive am ou nt ofloose
filingand pages ou t ofchronologicalord er.

A t the tim e ofthe inspection,aspecificnu rs e had not beenassigned the d u tie s ofInfectionC ontrol
(IC -R N ), and the H C U A was also fu lfillingthis re sponsibility. Inspections ofthe healthcare u nit,
receptionand s egregationu nit,as wellas rand om hou singu nits and otherareas ind icated em ployee
personal protective equ ipm ent (P P E) was available, and health care s taff was appropriately
d isposingsharps and d isposable m ed icaltools. The facility is contracted withanationally license d
com pany ford isposalofm ed icalwaste .

H ealth care u nit (H C U ) as signed inm ate s are lau nd eringinfirm ary bed d ingand linens in a
resid entialstyle washingm achine located inthe infirm ary area.This is ofconcern,as allinfirm ary
linen and be d d ingm u s t be consid ered to be contam inated , and the available watertem peratu re s
in the H C U are not highenou ghto m ee t the requ irem ents to properly sanitiz e the be d d ing.

There is aconsid erable m orale is s u e at this facility whichappears to be negatively im pactingthe
qu ality of care provid ed . H owever, the H ealth C are A d m inistrator im pres s e d u s by having
d eveloped , priorto ou rvisit, alist ofcriticalchanges that nee d to be m ad e within the program ,
inclu d ingthe need forasu bs tantialchange in som e ofthe s taff’s attitu d e s toward theirpatients .

W e reviewed acollectionofcase s forward ed to u s from anou tsid e attorney and fou nd that virtu ally
allofthe concerns expres s e d by the inm ate s were valid . To the cred it ofthe cu rrent lead ership
team , m any ofthe is s u e s id entified in the patient’s com plaints had beenad d re s s e d by the tim e we
visited the facility. Thes e case s are inclu d e d as aseparate s ection ofthis report.

W ithregard to u rgent/em ergent s ervices, we fou nd aseriou s problem withan u rgent care re sponse
in one case. The problem id entifie d was that apatient who had an observed s eizu re was fou nd at
the tim e ofthe arrivalofthe nu rse not to be havingaseizu re. There was no contact withaphysician
and no effort to place the patient in the infirm ary forcloserobservation. O ne d ay later, the patient
had anotherseizu re and was s ent to the hospital. W e also fou nd inad equ ate as s e s s m ents by nu rs e s
whichm ay be related to attitu d inalis s u e s as oppose d to the ad equ acy oftheirtraining.
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W ithregard to sched u le d offsite s ervices,we fou nd s everalproblem s ,inclu d ingthe fact that when
patients re tu rn from theiroffsite s ervice, they are not brou ght nece s sarily to the m ed icalareaand
therefore the review ofthe paperwork and the triggeringofthe follow-u pvisit d oe s not always
occu r. Thes e proble m s, in term s ofins u ringthe offsite s ervice paperwork is available and that the
patient is s e en in follow u pby aprim ary care clinician in atim ely m anner, m u s t also occu r.

The chronicd is eas e program su ffers from alack oforganization and oversight. There was no
s ys te m inplace to track any ofthe im portant ind icators forthe program ,and there was asignificant
backloginclinicappointm ents . C om pou nd ingthe backlogwas the practice ofad d re s singonly one
chronicd isease at eachclinicvisit. Thou ghthis practice is s u pporte d by policy whichd ictate s that
certain d is ease s be ad d re s s e d d u ringcertaincalend arm onths, it is not cond u cive to efficiency and
com prehensive patient care. P atients shou ld be s e en accord ingto theird egree ofd isease control,
i.e., sicker, m ore poorly controlled patients shou ld be s e en m ore frequ ently.

M os t ofthe chronicclinics were as signed to one ofthe part-tim e d octors whose note s are legible
only to him . H is approachto chronicd is eas e m anagem ent canbe d e scribed as pas sive at bes t. This
d octorse e s chroniccare patients once aweek and said he s e e s apatient every 10-15m inu te s . This
rate of speed is not, in ou ropinion, com patible withqu ality when it com es to chronicd iseas e
m anagem ent.

In practice, the m ajority of chronicd isease m anagem ent is actu ally provid ed by the M e d ical
D irector d u ringsick call. This re s u lts in patients getting the care they ne e d , and m ay be
contribu tingto the access problem foru rgent care iss u e s .

Staffwere beginningto u tiliz e the O TS s ys te m fortrackingthe program , bu t no com prehensive
d atawere available forou rreview. (Ind e e d , O TS is not acom prehensive trackingsys te m and not
wellsu ite d forthe chronicd isease program , bu t this is astatewid e is s u e .)The m os t recent d ata
available was from N ovem ber2013and ind icated that only asm allfractionofpatients enrolled in
the clinics were s e en d u ringthe d e signated clinicm onths. W e m e t withone ofthe two chronic
d is ease nu rs e s , who cou ld prod u ce no d ataregard ingthe program in term s of tim eline s s or
ou tcom e s .

It shou ld be m entioned that ou rreview was significantly ham pered by the d isorganized s tate ofthe
healthrecord s , m os t ofwhichhad large piles ofloose filingwithin the insid e cover. W e were told
that this was in anticipation ofrollingou t the E M R , whichwas to have occu rred the M ond ay we
arrived bu t was pos tponed . Sick callrequ e s t form s are not filed in the charts , bu t kept in afiling
cabinet in the ad m inistrative area. They are not arranged by nam e ornu m ber, bu t by d ate;thu s
s earchingthrou ghthem forthe pu rpose s ofou rreview was next to im pos sible.

The problem s d e scribed herein notwiths tand ing, this was the firs t ofthe fou rins titu tions that we
had visited where we left the ins titu tion som ewhat optim istic, particu larly ifacapable D irectorof
N u rsingis ad d e d to the lead ershipteam .
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Findings

Leadership and Staffing

There is astronglead ershipteam now in place at Logan. The W ard en is very s u pportive ofthe
healthcare program and , u niqu ely, the A s sis tant W ard en ofP rogram s is aregistered nu rs e and a
form er ID O C H ealthC are U nit A d m inistrator. The M e d icalD irectoris very conscientiou s and
hard working. The H ealth C are U nit A d m inistrator (H C U A ) is com petent, energeticand
d e term ined to im prove the program . The H C U A is acu tely aware ofnu rsingstaffattitu d inalis s u e s
toward inm ate s .

O thers taffingis liste d in the following

table:Table 1. Health Care Staffin

Position Current FTE Filled Vacant State/Cont.
M e d icalD irector 1 1 0 C ontract
StaffP hysician 1 1 0 C ontract
N u rs e P ractitioner 2 2 0 C ontract
H ealthC are U nit A d m . 1 1 0 State
D irectorofN u rsing 1 0 1 State
N u rsingSu pervisor 0 0 0
P hysician’s A s s t. 1 1 0 C ontract
C orrections N u rs e I 16 14 2 State
C orrections N u rs e II 0 0 0 State
R egistered N u rs e 5 4 1 C ontract
License d P racticalN u rse s 18 18 0 C ontract
C ertifie d N u rsingA id e 0 0 0 C ontract
H ealthInform ation A d m . 1 1 0 C ontract
H ealthInfo. A s soc. 2 2 0 C ontract
P hlebotom ist 1 1.0 0 C ontract
Rad iology Technician 0.6 0.6 0 C ontract
P harm acy Technician 3 3 0 C ontract
P harm acy Technician 0 0 0 State
StaffA s sis tant I 4 4 0 C ontract
StaffA s sis tant II 0 0 0 C ontract
C hiefD entis t 0 0 0 C ontract
D entis t 2 2 0 C ontract
D entalA s sis tant 2 2 0 C ontract
D entalH ygienist 1 1 0 C ontract
O ptom e try 0.15 0.15 0 C ontract
P hysicalTherapist 0 0 0 C ontract
P hysicalTherapy A s s t. 0 0 0 C ontract
Total 62.21 58.21 4
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Clinic Space and Sanitation

The healthcare u nit is new constru ctionand opened in2005. The u nit is clean, welllighted , well
equ ipped and wellm aintaine d .The u nit is linearin d e sign;that is,alonghallway withaninpatient
infirm ary at one end , asecu rity s tationin the m id d le and ou tpatient treatm ent at the otherend . A t
one end is ahallway that inclu d e s a20-bed infirm ary, anu rsingstation, am ed ication s torage
room , m e d icalrecord s and ad m inistrative office s. In the m id d le ofthe hallway is asecu rity d e sk,
large m e d ication s torage room , two m ed ication ad m inistration room s and atwo-chair d ental
clinic. A t the other end ofthe hallway is anu rsingstation, three exam ination room s with the
potentialforfive, one u rgent care/treatm ent room , anoptom e try clinicroom , labroom , x-ray and
variou s office s. The exam inationroom s were appropriately equ ipped .

Inm ate porters , u nd er the s u pervision ofboth secu rity and nu rsingstaff, perform the janitorial
d u tie s;porters d o not perform or have involvem ent in any m ed icalcare d elivery. P orters are
provid ed an orientation to the health care u nit which inclu d e s proper cleaningand sanitation
proced u re s , blood -borne pathogen trainingand com m u nicable d isease training. W hen ind icated ,
they are provid ed personalprotective equ ipm ent. B od ily flu id clean u pwou ld be s u pervis ed by
nu rsingstaff. P orters are re sponsible forlau nd eringinfirm ary linens. This is ofconcern, in that all
infirm ary linens m u s t be consid ered to be contam inated and , as ares u lt, m u s t be lau nd ere d
appropriately. The requ ired lau nd eringproced u re to sanitize linens is to wash with lau nd ry
d e tergent at awatertem peratu re ofat least 160d egree s Fahrenheit foram inim u m of25m inu te s
orwashwithlau nd ry d e tergent and ableachbathofat least 100ppm at awatertem peratu re ofat
least 140 d egree s Fahrenheit for am inim u m of10 m inu te s . It is d ou btfu lthe healthcare u nit
lau nd ry room watertem peratu re is over125-130d egree s and , as ares u lt, shou ld not be u s e d to
lau nd erinfirm ary linens. The watertem peratu re shou ld be raised to am inim u m 140d egree s and
bleachprovid ed or, ifthe u s e ofbleachis not perm itte d , the watertem peratu re m u s t be raised to
160 d egree s or the ins titu tionallau nd ry m u s t be u s e d . W ater tem peratu re s in the ins titu tional
lau nd ry m u s t be m onitored and m aintained at the requ ired tem peratu re s .

Reception Processing

The m ed icalreception proces s occu rs in the relatively new X -d e sign bu ild ingin ahou singu nit,
whichinclu d e s receptionbed s and anareathat has beenconverte d to perform the m ed icalreception
proces s . U nfortu nately, the nu rse screen takes place in aroom within the m ed icalreception
hou singareathat also inclu d e s s everalm entally illinm ate s . The noise in that hou singareaclearly
cau se d d ifficu lties forboththe patient to hearthe nu rse sittingthree fe e t away from the patient as
wellas forthe nu rse to hearthe patient.This problem ne ed s to be ad d re s s e d by som e m e thod ology.
W e observed the nu rse screens ofpatients newly arrived from C ook C ou nty Jail. They arrived with
no m ed ical inform ation. There is a W exford s taff person who u s u ally send s m e d ication
inform ation a few d ays after arrival, bu t the m ed ication inform ation is only a list of any
m ed ications that the patient had been on at C ook C ou nty Jail rather than a list of cu rrent
m ed ications at the tim e oftransfer. This totalcom m u nicationbreakd ownis d ifficu lt to u nd ers tand ,
since the C ook C ou nty Jailu s e s anelectronicm ed icalrecord and is capable ofprovid ingaproble m
list, allergie s, cu rrent m ed ications as wellas any sched u led appointm ents . The fact that this is not
happeningis clearly an ind ictm ent ofefforts by the s tate to obtain this
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criticalinform ation. A t am inim u m , the s tate cou ld have acces s to the cou nty’s electronicrecord s
forthe W exford person, who cou ld insu re that this inform ation is available and ye t this s tillhas
not occu rred . The nu rse screens tend to occu rwithin the firs t 24hou rs and occasionally within the
firs t two d ays. The nu rse perform ingthe screen was qu ite conscientiou s and s e e m e d to d o an
excellent job(we have concerns abou t the form s u s e d and theircom pletene s s). Inad d ition,we also
observed a nu rs e practitioner perform ingthe intake history and physical. She also s e e m e d
conscientiou s;however, there was no oversight ofherpractice.

W e reviewed 11receptionrecord s ofpatients who arrived inthe m onthofFebru ary and am ajority
of thes e record s were problem atic. The d eficiencie s inclu d e d inad equ ate qu eryingregard ing
patient historie s , inad equ ate follow u pand d elays in acces s to chroniccare clinics. Exam ple s of
problem case s follow.

Patient #1
This is a24-year-old who arrived on2/1/14.She had ahistory ofhid rad enitis ofthe right axillafor
whichshe was givenantibiotictreatm ent. O n2/11, she was told to retu rnin three d ays bu t she was
not s e en u ntilalm os t am onthlater.

Patient #2
This is a53-year-old who arrived on 2/14/14withahistory ofhypertension and hyperlipid em ia.
H erblood pres s u re on intake was within norm allim its . H erproblem list inclu d e d hypertension,
hyperlipid em iaand ahistory ofm entalproblem s. She was s e en in the hypertensionclinicon3/24
and herblood pres s u re was elevated . The ass e s s m ent was blood pres s u re u ncontrolled and she was
placed on m ed ications. She had aP apsm earon intake bu t the specim en was u nsatisfactory and
this has neverbeen followed u p.

Patient #3
This patient arrived on2/5/14and herphysicalexam was perform ed on2/13. She was fou nd to be
H IV positive. O n 2/18, she was referred forahigh-risk appointm ent at the U niversity ofIllinois.
The H IV specialist recom m end e d H IV m ed ications and afollow-u p in two weeks. This was
becau se her C D 4cou nt was low and herviralload was elevated . There has been no follow-u p
since and we cou ld find no ord erforthe m ed ications.

Patient #4
This is a24-year-old who arrived on 2/14/14withahistory ofhepatitis C and no treatm ent. She
was to be followed u pin two weeks bu t no follow-u phas occu rred .

Patient #5
This patient arrived on3/4/14withaseizu re d isord erand costochond ritis. She was s u ppose d to be
followed u pinone m onthbu t that has not happene d .

Patient #6
This is a37-year-old who arrived on2/13/14withahistory ofhypertension, statu s post lam inectom y
and asthm a. There is astam pin the chart that states , “N o ind ication forasthm atreatm ent,”bu t the
history has no explanation ofwhy that is the case and in fact there had beena
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prescription forabetaagonist inhaler. This patient also had hyperlipid em iaand there has be en no
follow-u p.

Patient #7
This is apatient who arrived on 2/7/14withasthm a. There was no ad equ ate history. This patient
was referred to the asthm aclinicbu t the chronicclinichas neveroccu rred .

Nursing Sick Call

N u rsingsick callis cond u cted s even d ays aweek.

To access sick call, an inm ate com plete s asick callrequ e s t s lip and d eposits it d irectly into a
locked m ed icald ropbox located in eachhou singarea. N u rsingstafffrom the 3:00p.m . to 11:00
p.m . shift collects the slips from eachd ropbox and carries them to the healthcare u nit. In the
healthcare u nit, 11:00p.m . to 7:00a.m . shift nu rsingstaff, whichcou ld be aregistered nu rs e or
license d practicalnu rse , is re sponsible ford ate s tam pingand reviewingeachrequ e s t to d eterm ine
u rgent nee d vers u s rou tine nee d . Inm ate s d e term ine d to have u rgent m ed icalneed s are im m ed iately
evalu ated . Inm ate s d e term ined to have rou tine healthcare ne ed s are placed on the nu rse sick call
sched u le to be evalu ated within72hou rs. The reviewingnu rse is re sponsible to note on the requ e s t
the sched u led sick calld ate and to initialthe requ e s t. Sick callrequ e s t s lips are m aintained on file
chronologically by d ate inafile cabinet.

Sick callis cond u cted on the d ay shift by aregistered nu rs e . A t the end ofthe shift, any sick call
rem ainingwillbe perform ed by nu rsingstaffon the 3:00p.m . to 11:00p.m . shift whichcou ld be
aregistered nu rs e orlicense d practicalnu rse .

O u tsid e the m ed icald epartm ent, in the X -H ou s e where reception, s egregation and m axim u m
s ecu rity inm ate s are hou s e d , sick callis cond u cted . Thes e inm ate s u s e the sam e sick callrequ e s t
s lipproces s to access sick callas the generalpopu lation inm ate s . In re sponse to the requ e s t slip,
nu rsingstaff, eitheraregistered nu rs e orlicense d practicalnu rse , goes to the inm ate’s celld oorto
d iscu s s the healthcare com plaint. N u rsingstaffare requ ired to be e scorte d by asecu rity s taff
m em ber. A t cell-sid e, the nu rse converse s withthe inm ate throu ghasolid m e tald ooreven thou gh
secu rity s taff, who cou ld open the d oor, is pre s ent. A s are s u lt, any m ed icalinform ationprovid e d
by the inm ate is not confid entialas other ind ivid u als can hear the conversation. B ase d on the
conversation, the nu rse eithertreats the patient from e s tablished treatm ent protocols orrefers the
patient to aprim ary care provid er. H and s on exam inations are not beingcond u cted .

P erID O C policy, a$5.00co-pay is charged fornon-em ergency, s elf-generated sick callrequ e s ts.
D aily “wellnes s checks”are cond u cted by nu rsingstaffon the 11:00p.m . to 7:00a.m . shift forall
inm ate s in confinem ent or “lock-d own” statu s. W e ekly rou nd s are cond u cted by the nu rse
practitioner. N eitherthe “wellnes s checks”northe weekly rou nd s are d ocu m ente d in ahealthcare
u nit s egregationlogorthe inm ate’s m ed icalrecord . A nyone enteringthe s egregationu nit is requ ired
by secu rity s taffto sign into the u nit on asegregation log. A s ares u lt ofthe s egregation u nit log,
there is d ocu m entationofnu rsingstaffand the nu rse practitionerbeingpresent in the u nit,bu t there
is no d ocu m entation verifyingany inm ate contact occu rred or any healthcare com plaints were
ad d re s s e d . A gain, the ass e s s m ent is perform ed throu ghthe celld oord e spite
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there beingaroom in the bu ild ingwhere the inm ate cou ld be taken to have aprivate conversation
and , ifnece s sary, perform anappropriate exam ination. O therwise, the inm ate is transporte d to the
m ed icalu nit foram ore d e tailed as s e s s m ent and exam ination.

W iththe cu rrent sick callproces s , there are m u ltiple is s u e s as follows.

1. License d P racticalN u rsing(LP N )s taffis reviewingthe sick callrequ e s ts , m aybe orm aybe
not perform ingan exam ination, m akinganas se s s m ent and then form u latingaplan, which
cou ld be no treatm ent or treatingfrom approve d treatm ent protocols or to refer to a
provid er. A llofthe s e actions are beyond the ed u cationalpreparationand scope ofpractice
foranLP N .

2. A cell-sid e encou nteroccu rs,whichis really averbaltriage,ratherthanalegitim ate,hand s-
on sick callencou nter.

3. B eing requ ired to talk throu gh a solid m e tal d oor afford s the inm ate/patient no
privacy/confid entiality in expre s singhercom plaint to the nu rse .

4. N o appropriate as s e s s m ent and correspond ingappropriate exam ination is cond u cted .
5. Forind ivid u als in confinem ent, there is no d ocu m entation ofthe d aily nu rsing“wellnes s

checks”orthe weekly physician/nu rse practitionerrou nd s .
6. It is qu e s tionable as to the reason confinem ent “wellne s s checks”are perform ed on the

11:00p.m . to 7:00a.m . shift when the pos sibility form eaningfu ld ialogbetween the inm ate
and nu rse is m inim al.

A t rand om , 10sick callrequ e s ts d ate d Janu ary throu ghM arch2014and the correspond inginm ate
m ed icalrecord were reviewed . The review pres ente d the following.

1. N ine ofthe 10requ e s ts were d ate stam ped as beingreceived by m ed icalstaff.
2. Six ofthe 10requ e s ts were initialed by the reviewingm ed icalstaffm em ber.
3. Ten ofthe 10requ e s ts were note d withad ate to be s e en in nu rsingsick call.
4. Fou rofthe 10patients , even thou ghanu rsingsick calld ate was note d on the requ e st,were

evalu ated by aprim ary care provid er.
5. In three ofthe 10record s , the inm ate’s com plaint was not ad d re s s e d d u ringthe sick call

encou nter.
6. In two ofthe 10record s , an LP N cond u cted the sick call, whichis beyond the scope of

practice forthe LP N .
7. Two ofthe 10record s had no d ocu m entation ofany sick callencou nterorthat the inm ate

d id not report forsick call.
8. Two of the 10 record s contained a narrative nu rsing note rather than the requ ired

Su bjective-O bjective-A s s e s s m ent-P lan(SO A P )note .
9. In one ofthe 10record s , the LP N note d as the P lan (P ), “$5.00co-pay”withno treatm ent

record ed . The patient was later evalu ated and appropriately treate d by the nu rs e
practitioner.

10. Inone ofthe 10record s , the LP N d ocu m ente d no evalu ationand there was no SO A P note .
The patient was laterevalu ated and appropriately treate d by the physician’s as sis tant.

11. N one ofthe 10rand om ly selected record s ind icated any sick callcond u cted by aregistered
nu rs e .
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Physician and PA Sick Call

W e reviewed five record s eachfrom the nu rse practitioners. In eachinstance, ou rrecord review
d em ons trated appropriate d ecision-m akingand ad equ ate collection of history d ataas wellas
objective d ata. Thes e clinicians appearto be astrengthofthe program .

Chronic Disease Management

The chronicd is ease program su ffers from alack ofoversight and organization. It is not u tilized as
the foru m forprovision ofchronicd isease m anagem ent bu t ins tead s e e m s to be perform ed as a
d istracted afterthou ght.

There are two R N s d e d icated to the chroniccare clinic, thou ghthey d o get pu lled to othertasks.
They have begu n enteringd atainto O TS since the arrivalofthe cu rrent H C U A inD ecem ber;thu s ,
that sys te m was not u s efu lform iningd atarelated to the chroniccare clinic. The nu rse s were s till
m aintainingapaperlogprinted from anExcelspread shee t available only on the com pu ters intheir
offices. It is the d u ty ofthe chroniccare nu rse to com pile lists ofpatients’d egree ofcontroleach
m onthforthe pu rpose ofC Q I, bu t this was not beingd one.

A t the tim e ofou rvisit, there was avery large backloginthe chronicd isease program ;only asm all
fraction ofpatients enrolled in eachclinicwere s e en in agiven m onth. O nly one chronicd is eas e
is ad d re s s e d at eachclinicvisit. The m ajority ofthe few chroniccare form s that we fou nd d u ring
ou rreview were com plete d by one ofthe part-tim e d octors, whose note s are com pletely illegible
(except to him )and his approachto chronicd isease m anagem ent can be d e scribed as passive at
be s t. This d octorse e s chroniccare patients once aweek and says he s e e s apatient every 10-15
m inu te s d u ringhis 4-6hou rshifts .

The m ajority ofchronicd isease m anagem ent is actu ally provid ed by the M e d icalD irectord u ring
sick call. This re s u lts in patients gettingthe care they nee d , bu t is cloggingu psick calland m ay
be contribu tingto the access problem for u rgent care is s u e s . The m ajority ofchronicd isease
m anagem ent shou ld ins tead be happeningd u ringchroniccare clinic, and it wou ld m ake s ens e for
the M e d icalD irectorto be the prim ary provid erofthis program , given that he appears to be the
one bes t s u ite d by ou re s tim ation.

It was im pos sible to d eterm ine how m any patients were enrolled in the chronicd isease program .
The nu m berofclinicenrollm ents was as follows:

 C ard iac/H ypertension(412)
 D iabete s (112)
 GeneralM e d icine (129)
 H IV Infection/A ID S (28)
 Liver/H epatitis C (120)
 P u lm onary C linic(184)
 Seizu re C linic(150)
 TB Infection(0)

Cardiovascular/Hypertension
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O nly 77of412patients enrolled in the hypertension clinicwere s e en in the N ovem berclinic, the
m os t recent m onthwithd ataavailable. W e reviewed six charts and fou nd lapse s in tim elines s of
chroniccare clinics infive ofthe record s ,inclu d ingone who had not been se enat allby aprovid er
since herarrivalto Loganoverayearago.

Patient #1
This is a46-year-old withpoorly controlled d iabete s and hypertension who has only one chronic
care form inherchart,whichis from Septem ber2013.It contains nearly no inform ation. H erblood
pres s u re was 134/96at this visit, bu t this was not ad d re s s e d .

She was s e enat sick callon12/10/13. H erblood pres s u re was 146/88, bu t was not ad d re s s e d .

O n3/10/14,herblood pres s u re was 161/103. H erblood pres s u re m ed icationwas d iscontinu ed and
asim ilarm ed ication ord ered in its place. B lood pres s u re checks were ord ered . W e requ e s te d the
logforreview, bu t were told the blood pres s u re logis given to the patient afterit is com plete d .

Opinion:This patient’s blood pres s u re has not beenad equ ately m anaged . W hile the patient shou ld
certainly receive acopy ofthe log, the m ain pu rpose ofm onitoringthe blood pres s u re is forthe
provid erto review the read ings in ord erto bettertreat the patient.

Patient #2
This is a23-year-old type 1d iabeticwithhypertension, asthm aand C K D . A t herbaseline clinic
on 10/13/13, her blood pres s u re was 153/103. B lood pres s u re checks were ord ered , bu t
m e d ications were not ad ju s te d .

O n 3/5/14, she was s e en by the R N forches t pain and vom iting. H erblood pres s u re was 149/102
and pu lse was 102. A n EC G was obtained and showed sinu s rhythm withP V C s . She was kept
overnight forthe physicianto se e inthe m orning.The next d ay, the d octorsaw herforhypertension
clinic. H is note is com pletely illegible, so we aske d him to read it to u s . It m akes no m ention of
the events ofthe priord ay.

Opinion:This patient’s blood pres s u re has not been m anaged ad equ ately, norwas the episod e of
che s t pain.

Patient #3
This is a44-year-old withH IV and hypertension whose last hypertension clinicvisit was in Ju ly
2013.

Patient #4
This is a59-year-old wom an withhypertension and hyperlipid em ia. She was s e en in hypertension
clinicon 11/27/13, her firs t provid er visit since transferringto Logan eight m onths earlier. N o
physicalexam is d ocu m ente d ;in fact, there is alm os t nothingdocu m ente d in the note.

Patient #5
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This is a 39-year-old wom an who arrived at Logan in M arch 2013 with hypertension and
hypothyroid is m . She has neverbeen se en by aprovid erat Logan.

Patient #6
This is a50-year-old fem ale withahistory ofhypertension, hyperlipid em iaand seizu re s who has
been sent to the localED three tim e s over the past year for sym ptom s ofches t heavines s with
nu m bne s s d ownleft arm and nau sea. Eachtim e she ru led ou t foranacu te card iacsynd rom e (A C S)
and was re tu rned to the prison.

A fterone s u chou tingin M arch2013, the ED d octorsu gges te d an ou tpatient stre s s te s t. This was
requ e s te d and d enied .

Opinion:Exclu d ingan acu te card iacevent is im portant, bu t d oe s not exclu d e the pos sibility of
u nd erlyingcoronary artery d isease . W e agree withthe ED physician that this patient shou ld have
astre s s te s t.

Diabetes

D iabete s clinics occu rin Janu ary, M ay and Septem ber. Le s s than half(57)ofthe 112enrolled
patients were s e en in Janu ary, 25% ofwhom were inpoorcontrol.

Patient #7
This is a29-year-old type 1 d iabeticwho arrived at Logan in M arch2013. She is blind from
d iabeticeye d isease . She also has C K D , hyperlipid em iaand bipolar d isord er. She was s e en in
d iabete s clinicin Septem ber and Janu ary. O n 9/21/13, she was s e en at D SC for noctu rnal
hypoglycem iaand herinsu lin d ose was d ecreased . Fou rd ays later, anotherphysician saw herin
d iabete s clinicand increased herinsu lin becau se her A 1cwas 7.2%. H is note contains m inim al
inform ation, whichis nearly im pos sible to d ecipher. It was clearhe d id not review the chart with
regard to herrecent hypoglycem icepisod e .

O n1/17/14, she was s e enin d iabeticclinicby stillanotherd octorwho opined that she was inpoor
controlthou ghherA 1cwas 7.7% on12/20/13. N o m ed icationchange s were m ad e.

Opinion: P rovid ers are not reviewingthe health record to get awell-inform ed pictu re of the
patient’s d egree ofcontrol.

Patient #8
This is a39-year-old withd iabete s d iagnosed at herpreviou s incarceration in Febru ary 2012. She
arrived at Loganon2/11/14. Labs were d one onad m is sionbu t d id not inclu d e an A 1c. The intake
physicalexam d oe s not list d iabete s thou ghshe is enrolled in the clinic.

Patient #9
This is a40-year-old wom an withhepatitis C and poorly controlled type 1d iabete s . There was
only one chroniccare clinicnote in the chart whichwas d ated 10/5/13;it contained alm os t no
inform ation. Labs were d rawn before this visit, bu t d id not inclu d e an A 1c.
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She has been se en regu larly in D SC and m ed ications have been ad ju s te d . A s of12/27/13, her
d iabete s was poorly controlled withan A 1cof9.5%.

Opinion: This patient has received the m ajority ofherchroniccare at D SC ratherthan at chronic
care clinic.

Patient #10
This is a46-year-old withpoorly controlled d iabete s and hypertensionwho has been se en once in
chroniccare clinicin Septem ber 2013. There were labs on 9/5 with an A 1cof 10.5%, bu t
m ed ications were not ad ju s te d norwere they even renewed . She was then se en on9/19inD SC by
the M e d icalD irector, who renewed herm ed ications. The last tim e herinsu lin was ad ju s te d was
A u gu s t. H erm os t recent A 1cwas in D ecem berand was 10.4%. Labs were d rawn on 3/4/14bu t
d id not inclu d e an A 1c.

Opinion: This patient’s d iabete s has not been m anaged aggres sively enou gh. She is overd u e fora
chroniccare appointm ent.

Patient #11
This is a23-year-old type 1d iabeticwithhypertension, asthm aand C K D who was on an insu lin
pu m ppriorto incarceration. She has d iabeticgastroparesis withrefractory nau seaand vom iting
forwhichshe u nd erwent port placem ent forfrequ ent intravenou s flu id infu sions. She has not been
se en in d iabete s chroniccare clinicin the past year, bu t she is s e en often by the M e d icalD irector
who is m anagingherd iabete s at sick call. H erblood glu cose levels have be en erraticwithfrequ ent
low read ings. H erA 1cwas 7.5% on9/12/13,the m ost recent m easu rem ent inthe record as ofA pril
1.

Opinion: This fragile patient shou ld be tracked closely in the chroniccare clinic.

General Medicine

A s ofthe d ate ofou rvisit, only 17ofthe 129patients enrolled in this clinichad been s e en in the
priorfou rm onths. The case below was typical.

Patient #12
This is a39-year-old wom an who arrived at Logan in M arch 2013 with hypertension and
hypothyroid is m . She has neverbeen se enby aprovid erat Logan. H erTSH was norm alon1/3/14.

HIV Infection/AIDS

P atients u s u ally self-carry theirH IV m ed ications, whichpresents obviou s challenge s to tracking
com pliance. Ingeneral, we fou nd that patients were s e en tim ely in ID telem ed icine clinicand that
labs were d rawn tim ely priorto the s e appointm ents . Forthose patients who are com pliant with
m ed ications and whose d isease is u nd ergood control, this works well. H owever, as is the case in
otherID O C facilitie s , ins titu tionprovid ers are not involved in trackingpatients’H IV d isease and
so m ed ication noncom pliance goes u nd e tected and u nad d re s s e d u ntilthe next ID visit, whichis
u s u ally three orm ore m onths away. Inad d ition, patients m ay be at risk of
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m ed ication d iscontinu ity when they are m oved to the s egregation u nit. The case below illu s trate s
the s e problem s.

Patient #13
This is a29-year-old wom anwithH IV who arrived at LoganinM arch2013onA tripla. O n5/3/13,
she reporte d to the nu rse that she was not takingherm ed ication every d ay d u e to sid e effects. She
was referred to the M D . She pres ente d again to the nu rse on 5/5withthe sam e com plaints . She
was finally se en by the M D on5/13.

O n 6/4/13, she was s e en by ID telem ed icine. She reporte d that she had m iss e d fou r d ays of
m ed icationwhen she was in segregationbecau s e “they d id n’t bringit to m e.”R eview ofthe M A R
confirm s that there are six blank spaces that correspond to the tim e period she d e scribed .

She was next s e en by the ID d octoron 10/3/13, at whichtim e she reporte d that she had not been
takingherH IV m ed ication for4-6weeks, initially blam ingstafffornot bringingit forher, bu t on
qu e s tioningstate d that she d oe s not want to take it in the m orning. R eview ofthe M A R shows that
allspaces in A u gu s t and Septem berare blank. H erm os t recent labs reflected this;on9/13/13, her
viralload was d e tectable at 522copie s. The ID d octorhad a“longand d e tailed d iscu s sion”with
the patient abou t the im portance of com pliance. The m ed ication was re s tarte d and m oved to
evening.

A t the next visit on2/21/14, she reporte d 100% com pliance and labs from 1/3/14reflected that her
viral load was again u nd e tectable and C D 4 was 480 cells. M A R s confirm com pliance from
O ctoberforward .

Opinion: This patient was not referred tim ely to aprovid erwhen she reporte d sid e effects from
herH IV m ed ication. There was an avoid able interru ption in m ed ication continu ity when she was
hou s e d in segregation. Thereafter, herm ed icationnoncom pliance shou ld have beenid entifie d and
intervened u ponhad she been followed on site .

Pulmonary Clinic

O nly 30of138enrolled patients were s e eninthe d e signated m onthofFebru ary. W e reviewed five
rand om charts ofpatients withasthm a. O ne patient had been se en only once inchroniccare clinic
in the past year, and anotherpatient had not been se enat all, bu t m anaged episod ically at M D line.
A third patient was d iagnosed withm ild erd isease thanthe evid ence su gge s te d . The two rem aining
case s revealed avariety ofis s u e s and are d e scribed below.

Patient #14
This is a31-year-old wom an withasthm a. A t herintake physical, the nu rse practitioners tam pe d
the chart withastam pthat read “no ind ications forasthm atreatm ent at this tim e. Ifre spiratory
d ifficu lty report to H C U forevalu ation.”H erinhalerwas not ord ered .

O n 7/22/13, she was s e en at nu rse sick callfor head ache and requ e s te d her inhaler. She was
referred to the M D “ifshortne s s ofbreathgets worse ,”bu t not s e en.
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O n 10/2/13, she pres ente d to nu rse sick callto requ e s t an inhalerand was pu t on M D line for
10/24/13. There is no note forthat d ate.

O n12/18/13, she was s e en by R N for“ches t hu rting, asthm aand cou gh.”P eak flows were low at
300,325and 350. H erheart rate was elevated at 120beats perm inu te and herpu lse ox was norm al
at 98%. She was cou ghingwithscattered wheez e s . The case was d iscu s s e d with(bu t not s e enby)
the d octor, who ord ered nebu lizertreatm ents as ne e d e d and reord ered herinhaler.

She was not s e enagainforherasthm aas ofthe d ate ofou rvisit. She d oe s not appearto be enrolle d
in the chroniccare program .

Opinion:This patient has not been se en by aprovid erforherasthm asince she arrived at Logana
year ago. It was inappropriate for the nu rse practitioner to d iscou nt her history of asthm aat
reception.

Patient #15
This is a25-year-old wom anwithasthm awho reporte d takingan inhaled s teroid and betaagonist
when she entered ID O C in 2011, bu t it appears that the s e were not ord ered forher, as she was no
longeron therapy u pon transferto Lincoln in 2012norto Logan in M arch2013. The firs t recent
m entionofasthm awas A u gu s t 2013when she reporte d this to the physician.She had no whe ezing
and so was not prescribed an inhaler.

O n 1/30/14, she was s e en withwhe ezingand got anebu lizer treatm ent and was referred to the
nu rse practitioner.She was s e entwo weeks later,on2/13/14,by the nu rse practitionerforwheezing
x 1-2 weeks and reporte d gettingbreathingtreatm ents every other d ay. The nu rse practitioner
d e scribed the lu ngs as clear and wrote, “U nable to d ocu m ent as thm a. N o note s d ocu m enting
breathingtreatm ents fou nd .”She referred the patient to the asthm aclinic.

O n 2/17, she was s e en by the R N for shortne s s of breath and whe ezingand got anebu liz er
treatm ent.

O n2/18, she was s e enon M D line forasthm aevalu ation. H erpeak flow was 320and the physician
ord ered an inhaler.

O n2/19, she was s e en forherbaseline asthm aclinicby ad ifferent physician. H erpeak flows were
low at 290,bu t the physiciand eem ed herto be u nd ergood controlbased onno betaagonist u s e. H e
s e e m e d u naware that she had not beenprescribed an inhaleru ntilthe d ay before.

O n 2/28, she pres ente d to H C U for shortne s s of breath and ches t tightne s s . H er vitals were
abnorm alwithablood pres s u re of138/102 and heart rate of101. H er oxygen satu ration was
norm alat 94%, bu t peak flow was low at 325-350. H erlu ngs were d e scribed as clearand so the
nu rse s ent herback to heru nit.

O n 3/9, there is anote from an R N s tating, “I/M has been com ingto H C U on anightly basis for
“as need e d ”breathingtreatm ents . I/M is in no acu te d is tre s s , no wheezing, no signs ofany
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respiratory d ifficu lty,”so she calle d the M e d icalD irectorand got an ord erto stopthe nebu liz er
treatm ents .

Opinion:It d oe s not appear that this patient has been evalu ated ad equ ately for asthm a. If the
d iagnosis is inqu e s tion, apu lm onary fu nction te s t wou ld be helpfu l.

Seizure Clinic

O fthe 184patients enrolled in seiz u re clinic, only 15were s e en d u ringthe m os t recent clinicin
D ecem ber. There s e e m s to be asom ewhat cavalier attitu d e at this ins titu tion toward treating
seizu re d isord ers , as the case s below illu s trate.

Patient #16
This is a49-year-old fe m ale withaseiz u re d isord erwho arrived at Loganon1/22/14. She has not
ye t be en s e en in chroniccare clinicbu t has had no d ocu m ente d s eiz u re s . H erD ilantin levelwas
therapeu ticat 17.9on1/27, bu t the physician changed herd os e withou t avisit orexplanation.

Patient #17
This is a37-year-old fem ale withseizu re d isord erwho was sent to Logan in M arch2013on no
seizu re m ed ications becau se she was in hersecond trim e s terofpregnancy. H erchart had ahu ge
wad ofloose filinginsid e the front coverd atingback to M ay of2013. She has not been se en in
seizu re clinicsince herarrival.

She has had very frequ ent reporte d breakthrou ghs eizu re s withm u ltiple cod e 3s called to heru nit.
Rarely has acod e 3res u lte d in afollow-u pappointm ent withaprovid eroreven transportation to
the healthcare u nit. It is clearfrom chart d ocu m entation that there is s trongsu spicion that thes e
are not tru ly s eizu re s , d e spite the fact that she has s e en aneu rologist who recom m end e d she be
treate d withanti-seizu re m ed ication. She had atherapeu ticm ed ication levelin N ovem ber2013,
bu t it has not beenchecked since.

The last tim e she was s e en by aprovid erfors eiz u re s was in the beginningofN ovem berwhen
she was ad m itte d to the infirm ary withu ncontrolled s eiz u re s . M e d ications were ad ju s te d at that
tim e.

Opinion:The natu re ofthis patient’s cond itionhas not beenad equ ately clarified . Ifit is d e term ine d
that she has aseizu re d isord er, she shou ld be enrolled and followed inthe chronicd isease program .
Ifnot, then treatm ent withanticonvu lsant m ed ication shou ld be reconsid ered .

Patient #18
This is a49-year-old wom an withahistory ofbrain su rgery re s u ltingin seizu re s , who arrived at
Logan on 4/10/13. O n 4/11, the nu rse practitionersaw herforabaseline s eizu re clinicvisit. The
patient reporte d herlast s eizu re was abou t one m onthago. C ontrolwas rated as good .

O n 8/26, her D ilantin levelwas u nd e tectable. There were no new ord ers and no visit with the
patient. The m ed ication is s elf-carry and M A R s show that it was d ispense d to herm onthly except
forO ctober2013, whichis blank.
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The next visit was 12/26, when the physician noted no seizu re s since herlast visit. The D ilantin
levelon 12/13was 11.7;this was signed by the physician bu t m isqu ote d in his note as 4.1. There
have been no u nsched u led visits forseizu re activity.

TB Infection Clinic

There were no patients enrolled in the TB clinicat the tim e ofou rvisit. This is very s u rprising
giventhe size ofthis ins titu tionand the fact that it is areceptioncenter.Staffreviewed allreception
charts and fou nd no new positive te s ts and only afew s elf-reporte d positives. A lthou ghthis m ay
wellbe the case, it raised qu e s tions in ou rm ind s abou t the accu racy ofread ingthe P P D skin te s ts .

Women’s Health

P atients withactive wom en’s healthis s u e s orwho are at highrisk for su chare not tracked or
m onitored inanorganized way. Thu s ,it was not s u rprisingthat we fou nd problem s ineight record s
(62%)of13 charts we reviewed . The m ajority of the is s u e s pertained to failu re to follow u p
abnorm alpapsm ears orto perform tim ely screeningin high-risk patients . W e note d that patients
typically get aP apsm earon intake, bu t there were frequ ently d elays withsu bsequ ent follow-u p
care and rou tine P aps thereafter, e specially for H IV infected wom en who requ ire m ore frequ ent
screeningthan u ninfected wom en.

There were two ad d itionalcase s d e scribed in the s ection titled R e sponse s to the A ttorney Le tter;
one ofan inexplicable d elay in the work-u pofapalpable breast m ass , and the otherwho has not
beenad equ ately evalu ated forincontinence.

There is an obste trician-gynecologist who provid e s 24hou rs perweek ofonsite , whichd oe s not
appearto be s u fficient forthis popu lation. The facility had recently recru ited awom en’s health
nu rse practitioner, whichshou ld im prove access forthis popu lation.

Patient #1
This is an H IV patient withhistory ofan abnorm alP apsm earand apriorLEE P proced u re. She
had an abnorm alP apin Janu ary 2012. A repeat tes t in M arch2012was norm al. H erm os t recent
te st was on11/28/12and was negative. She has had no fu rtherP apsm ears.

Opinion:D u e to their increased risk of invasive cervicalcancer, cu rrently pu blished evid ence
based gu id eline s recom m end annu alscreeningforH IV infected wom en.

Patient #2
This is a45-year-old withH IV infection who had an abnorm alP apsm earin A u gu s t 2012. She
u nd erwent colposcopy withbiopsy in O ctober2012, whichshowed acu te and chroniccervicitis,
squ am ou s m e taplasiaand tu bu lar m etaplasia. She u nd erwent cryotherapy x 2 treatm ents on
12/6/12, witharecom m end ation to repeat the P apsm earin six m onths. She was then transferred
to Loganin M arch2013and no fu rtherexam s have been d one.

O n 10/8, the leve lwas s u btherape u ticat 4.7. The P A wrote on the labthat she was well
controlled onhercu rrent d os e withno seizu re s x 6m onths, bu t there is no encou nterin the chart.
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Opinion:This high-risk patient nee d s afollow-u pP apsm ear.

Patient #3
This is a25-year-old wom anwithH IV infectionwho had anabnorm alP apsm earon3/6/13which
te ste d H P V +. She u nd erwent colposcopy withbiopsy on5/31/13;this report was not inherchart.
There has be en no s u bs equ ent follow u pofthis is s u e .

Opinion:This high-risk patient nee d s afollow-u pP apsm ear.

Patient #4
This is a29-year-old wom anwithH IV whose last P apsm earand pelvicexam was on4/11/12.

Patient #5
This is a44-year-old withH IV whose last P apsm earwas on11/27/12.

Patient #6
This is a39-year-old wom an who arrived at Logan in M arch2013. H er last P apsm earwas on
1/3/11.

Pharmacy/Medication Administration

B oswellP harm aceu ticals, located in P ennsylvania, provid e s allprescription and over-the-cou nter
m ed ications for the facility. The s ervice is a“fax and fill” sys te m , whichm eans patients’new
prescriptions are faxed to the pharm acy by 2:30p.m . and willarrive at the facility the next d ay.
R efillpre scriptions are faxed by 10:00a.m .and willbe received the next d ay. The localW algreens
s tore is the back-u ppharm acy forobtainingm ed ication whichis need e d im m ed iately and is not
available in stock. P atient specificprescriptions, s tock prescriptions and controlled m ed ications
arrive packaged in a30-d ay bu bble pack. O ver-the-cou nterm ed ications are provid ed in bu lk by
the bottle, tu be, etc. The m ed ication preparation/storage area is s taffed with three fu ll-tim e
pharm acy technicians,and B oswellprovid e s acons u ltingpharm acist to com e on site once am onth
to review prescription activity, to as s e s s pharm acy technician perform ance and techniqu e and to
d e s troy ou td ate d orno longerneed e d controlled m ed ications pu rs u ant to the requ irem ents ofthe
Fed eralD ru gA d m inistration (FD A )and D ru gEnforcem ent A gency (D E A ). Inspection of the
m ed ication preparation/storage arearevealed a large, clean, well-lighted and generally well-
m aintained area. A n interview withthe lead technician revealed aknowled geable ind ivid u alwith
23years workingas apharm acy technician. Inspection ofthe areaind icated tight accou ntingof
controlled m ed ications, both s tock and re tu rn item s , nee d le s/s yringes, sharps/instru m ents and
m ed icaltools. A rand om inspectionofperpetu alinventories and cou nts ind icated allwere accu rate.

A llprescriptions, controlled m ed ications, s yringe s, nee d le s and other sharp tools are ord ered ,
received and inventoried by the pharm acy technicians. O nce received and cou nts verified , eachof
the item s is ad d e d into the item specificperpetu alinventory. Item s placed in “back stock”are
s tored within alocked vau lt insid e the locked and re s tricted access s torage room . The perpetu al
inventories forallitem s located in the vau lt are verified two tim e s ad ay. M e d ication carts are
inventoried d aily and re s tocked as nee d e d . The crashcart inventory is verified m onthly orany
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tim e the plasticsecu rity s ealis broken.The controlled m ed ication“back stock”perpetu alinventory
is verified two tim e s ad ay. The perpetu alinventories for controlled m ed ication in “front or
workingstock”is verifie d eachshift by anon-com ingand off-goingnu rsingstaffm em ber.

A cces s to the m ed ication s torage room is re s tricted to nu rsingad m inistration, nu rsingstaffand the
pharm acy technicians. P harm acy technicians are requ ired to d raw keys to their area at the
beginningofeachshift and re tu rn the keys when leavingat the end oftheirshift. In the event the y
wou ld leave institu tional grou nd s with the keys , they are contacted by arm ory personnel to
im m ed iately re tu rn to the ins titu tion. N u rsingstaffm em bers hand offtheirkeys between shifts .
K e ys to the m ed ication s torage room are re s tricted to nu rsingad m inistration, nu rsingstaffand the
pharm acy technicians. K e ys to the “back stock” vau lt are re s tricted to the H ealth C are U nit
A d m inistrator, D irector of N u rsingand the three pharm acy technicians. In the absence of the
pharm acy technicians, em ergency proced u re s are in place fornu rsingstaff, u nd ers u pervision, to
enter the vau lt and obtain need e d item s . If this occu rs, acom plete inventory of the vau lt is
cond u cted to verify perpetu alinventories . A s eparate locked cabinet is u s e d for the s torage of
injectable m ed ications. A llm e d ications inthis cabinet are m aintained onaperpetu alinventory and
inventoried d aily. R efrigeratortem peratu re s are m onitored and d ocu m ente d d aily.

M e d ication ad m inistration consis ts oftwo m e thod s . W ithm e thod 1, m ed ication is ad m inistere d
at cell-sid e in the X -hou s e , whichhou s e s reception, s egregationand m axim u m -s ecu rity inm ate s .
W ithm e thod 2, inm ate s m ove in large line s to the healthcare u nit to receive theirm e d ication.
The facility continu e s to u s e apaperm ed ication ad m inistration record (M A R ), and eachd ose of
m e d icationad m inistere d orrefu s e d is note d on the patient specificM A R . The ins titu tionis in the
proces s oftransitioningto anelectronicm ed icalrecord (E M R ). O bservationofm e thod 1reveale d
m e d ication ad m inistration by aLicense d P racticalN u rs e (LP N ), who properly id entifie d the
patients , ad m inistered the m ed ication throu ghafood slot port in the solid celld oor, obs erved the
inge s tion, perform e d am ou thcheck and d ocu m ente d the ad m inistration on the M A R . A s ecu rity
officere scorte d the LP N d u ringad m inistration bu t perform ed no otherfu nction. O bs ervation of
m e thod 2reveale d longline s ofpatients reportingto the healthcare u nit and , then, bas ed on the
firs t le tteroftheirlast nam e, reportingto one ofthree wind ows for theirm e d ications. A s with
m e thod 1, the patient was properly id entifie d , the m ed ication was ad m inistered , am ou thcheck
was cond u cted and d ocu m entationwas provid e d on the patient specificM A R .

Laboratory

Laboratory services are provid ed throu ghthe U niversity ofIllinois-C hicago H ospital(U IC ). The
com prehensive services m ed icalcontractorprovid e s two FTE phlebotom y positions to d raw and
prepare the sam ples fortransport to U IC . R e s u lts are electronically transm itte d back to the facility,
generally within 24hou rs viasecu re fax line located in the m ed icald epartm ent. U IC reports to
boththe facility and Illinois D epartm ent ofP u blicH ealth(ID P H )reportable case s . There were no
reports ofany problem s withthis s ervice.
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Urgent/Emergent Care

Offsite Services/Emergencies

There is no logthat tracks eitheru rgent calls from the hou singu nits oralogthat tracks patients
s ent ou t onan em ergency basis. W e were only able to id entify afew record s based onnam e s lis te d
in the qu ality im provem ent m inu te s . This is clearly not acceptable. The state s ys te m is not
provid ingad equ ate oversight ofthis s ervice.

O fthe six record s we reviewed , fou rwere problem atic.

Patient #1
This is a32-year-old withd iabete s , hypertension and coronary artery d isease . This patient was
s e en on2/8/14at 3:00p.m . by the C hiefM e d icalO fficerrespond ingto acom plaint ofches t pain.
The patient was s ent to the localhospitalviaparam ed ics. There are no offsite s ervice d ocu m ents
s u chas anER report. There is also no re tu rn note when the patient checked back into the facility.
The patient was s e en on 2/9, one d ay aftershe was s ent ou t. Therefore, it was in alllikelihood an
ER visit. The abs ence ofrecord s m ake follow-u pd ifficu lt.

Patient #2
This is apatient who was sent ou t forapos sible overd os e . H owever, there is no note d ocu m enting
the s end ou t and no offsite s ervice record s and no retu rnnote .The entire episod e is u nd ocu m ente d .

The next patient is particu larly problem atic.

Patient #3
This is a35-year-old withaseizu re d isord er. O n 12/30/13, at abou t 11:00p.m ., the cellhou s e
contacted the m ed icalu nit to re spond to this patient, who was havingseizu re s . W hen the nu rse
arrived , the s eizu re s had ceased and she d ocu m ente d that she observed no seizu re s bu t left the
patient in the hou singu nit. There was no ad equ ate as s e s s m ent. O ne d ay later, at 11:40p.m ., the
patient was fou nd in the hou singu nit havingaseizu re withblood arou nd her m ou thand blood
d rippingfrom alacerationin the back ofherhead . She was brou ght to the healthcare u nit and s ent
to the localhospital. There is no m ention ofcontactingthe physician. The patient was retu rned at
4:00a.m . on 1/1/14. There are no record s from the localhospital. The physician cam e in on 1/1
and saw the patient and ord ered blood levels ofheranti-seizu re m ed s . There has been no follow-
u psince by the physician. This patient shou ld have beenbrou ght to the infirm ary afterthe s eizu re
on the firs t night form ore carefu lobservationand to be s e enby aclinician. This was asignificant
nu rsingbreakd own.

Patient #4
This is a28-year-old withseizu re d isord erwho was sent ou t by the physician to ru le ou t u reteral
colic. The patient was s e en aftershe retu rned on1/27/14and was placed on antibiotics alongwith
astent in her u reter. She was followed u p closely by the physician u ntil2/1, when she was
d ischarged to the hou singu nit. This is anothercase inwhichthe hospitalrecord s are lacking.

Onsite Emergencies
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Given the absence ofalog, we were only able to id entify case s throu ghincid ent reports . In the
fou rrecord s we reviewed , three offou rwere problem atic.

Patient #1
This is a22-year-old who fellou t ofbed twice on 12/5/13. A nu rs e saw herand d ecid ed that the
patient shou ld be ad d e d to the C M O lis t. The nu rse d id an inad equ ate as s e s s m ent, inclu d ingno
vitalsigns. The physician saw the patient and ord ered afollow-u pvisit, whichneveroccu rred .

Patient #2
O n2/12/14, anofficercalled from the hou singu nit and ind icated that this inm ate’s cellm ate s tate s
that she was havingtrou ble breathingand not re spond ing. W hen anu rse arrived , the patient was
sittingin the cornercryingand not re spond ing. This nu rse perform ed no ass e s s m ent and there was
no follow-u pofthis case.

Patient #3
This is apatient who in Febru ary ofthis yearcom plained ofche s t pain bu t was neverse en witha
d ocu m ente d note and the patient was retu rned to the hou singu nit.

Nursing Telephone Urgent Care Log

N one exis te d at the tim e ofou rreview.

Scheduled Offsite Services-Consultations/Procedures

W e m e t withthe sched u lerwho m aintains asys te m oftrackingrequ e s ts , bu t only beginningwith
the collegialreview approval. Therefore, she is u naware ofthe d ate that the requ e s t was s u bm itte d
by the clinician. The sched u lerind icated that she generally receive s the au thorizationletterwithin
one week ofthe verbalapprovald u ringthe collegialreview and since she obtains the appointm ents
locally, she is u s u ally able to sched u le the appointm ents within two weeks. O ccasionally it m ay
take u pto two m onths. O ne ofthe problem s at this facility is that when patients re tu rn from their
offsite s ervice they are not brou ght to the m ed icalarea. This policy need s to be im plem ente d in
ord erto insu re that the paperwork is received by the sched u leras soon as pos sible. Ifthe patient
re tu rns withou t the paperwork,it is the re sponsibility ofthe sched u lerto contact the offsite s ervice
inord erto retrieve the reports .

W e reviewed five sched u led offsite proced u re s . O fthe five record s reviewed , there were two with
significant problem s.

Patient #1
This is a25-year-old withseizu re s who went ou t to receive aC T scanofthe head on2/15/14. She
re tu rned to the infirm ary bu t there were no note s and she was therefore not s e en. N eitherwas she
s e en on2/15and 2/16, d e spite havingbeen sent ou t.

Patient #2
This is a29-year-old withd iabete s type 1and d iabeticretinopathy. She was s ent ou t on 2/17/14
forretinalsu rgery and re tu rned on 2/18. W e cou ld not find asu rgicalreport and the note s were
d ropfiled and therefore not inchronologicord er.
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W e also reviewed five record s ofpatients s ent ou t forconsu ltation. A m ajority ofthe s e record s
were problem atic.

Patient #3
This is a34-year-old who was s ent to E N T on 1/24/14. There was no consu lt report in the chart
norwas there any note and no follow-u pvisit.

Patient #4
This is a26-year-old who has psoriasis and ahistory ofseizu re s . She was s ent ou t on 1/24/14to
EN T becau se she had apersis tent earinfection. She was s e enbu t there has beenno follow-u pwith
the physicianand no ord erconsis tent withthe recom m end ation ofthe EN T specialist.

Patient #5
This is a29-year-old withobesity who was sent ou t on 3/21/14to ahand s u rgeon foraboxer’s
fractu re withareferralfrom 3/9/14. There is no report from the 3/21visit and no follow-u p.

Infirmary Care

The infirm ary is located at one end ofthe healthcare u nit. There are atotalof20bed s with15
m ed icalbed s , three m entalhealthcrisis room s and two negative airrespiratory isolation room s.
There is acentrally located nu rsingstation with d irect line of sight into fou r of the room s.
Generally, the u nit is s taffed withone registered nu rs e , bu t, on occasion licens e d practicalnu rse s
work the u nit. W hen this occu rs, there is aregistered nu rs e in the healthcare u nit bu t not as signe d
to the infirm ary.

O fthe 20bed s , 10are trad itionalstyle hospitalbe d s where the head ofthe bed can be elevated .
Thes e bed s have athick plasticcovered m attre s s . Five bed s have aste elfram e withasolid bottom
and are approxim ately 18-24 inche s off the floor. Thes e bed s have athinner plasticcovered
m attre s s . The other five bed s are concrete , which inclu d e s the two bed s in the negative air
respiratory isolationroom s. Thes e bed s are solid concrete approxim ately 24to 30inche s highand
approxim ately 24inche s wid e. Inm ate s can be placed on thes e bed s witheitheram attre s s orno
m attre s s . N u rsingstaffreporte d s u fficient qu ality and qu antity ofbed linens. Linens are lau nd ered
in the healthcare u nit ratherthan throu ghthe ins titu tionallau nd ry (se e Infection C ontrolsection).
A d d itionally nu rsingstaffreporte d s u fficient equ ipm ent.

There is no nu rse callsys te m . A s are s u lt,patients have to shou t orbeat on theirroom d oorinord er
to gainsom eone’s attention. In the event the patient were to be incapacitated , no staffm em berm ay
know u ntileitherthe nu rse orsecu rity s taffwho m ake rand om 30m inu te rou nd s were to find the
patient. The infirm ary is an open hallway offthe m ain lobby ofthe H C U , thu s e xpose d to allthe
nois e and com m otion from the entryway whichcreate s ales s than therapeu ticenvironm ent.

A t the nu rsingstation, there are visu aland au d ible alarm s ind icatingwhen negative airpres s u re
has be en los t in the re spiratory isolationroom s.
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O nly the M e d icalD irector is ad m ittingand d ischargingfrom the infirm ary. W e reviewed five
record s ofpatients ad m itte d to orhou s e d in the infirm ary and fou nd no significant is s u e s with
tim elines s orqu ality ofthe care provid ed in this s e tting. The M e d icalD irectorrou nd s on the acu te
patients at leas t d aily, som e tim e s m ore, and som e tim e s on weekend s . H e also s e e s the chronic
patients nearly d aily. H is d ocu m entation is typically thorou gh.
It shou ld be m entioned that ou rreview was significantly ham pered by the poorcond ition ofthe
m ed ical record s . D rop filingis u s e d in the infirm ary, even for the chronicad m is sions, thu s
rend eringthe charts in nearly com plete d isarray.

P roblem s id entified in the infirm ary were as follows:

1. V ery d ifficu lt to find inform ation d u e to two charts foreachpatient beingu se d , withsom e
inform ation in one record and som e inform ation in the other record with no obviou s
rationale as to what inform ationwas in eachfile.

2. The m ajority ofthe shee ts ofpaperin one file were loose ratherthan beingperm anently
file d and allthe she e ts ofpaperin the s econd file were loose .

3. The greaterm ajority ofthe d ocu m entation is ou t ofchronologicalord er.
4. M e d ical staff is charting on any page with open space rather than ke eping the

d ocu m entation in s equ entialorchronologicald ate ord er.
5. C ou ld neverfind physicianad m is sionord ers to the infirm ary, whichare requ ired by ID O C

policy.
6. R egistered nu rs e infirm ary ad m is sion note s were inconsis tently com plete d . This is an

ID O C policy requ irem ent.
7. V italsigns d ocu m entationwas not consis tently perform ed .
8. C ons u ltationreports from specialists cou ld not be fou nd .
9. SO A P note charting, whichis ID O C policy, is generally not beingu se d . The m ajority of

note s are inanarrative s tyle.

W e qu e s tioned one aspect ofcare in the case d e scribed below.

Patient #1
This is a50-year-old fem ale ad m itte d to the infirm ary on 3/27/14 for acu te pancreatitis. She
pres ente d to the H C U afterm id night on3/27and the on-calld octoractu ally cam e inand evalu ated
the patient at 1:30a.m . on 3/27, inclu d ingapelvicexam . H e d ecid ed to s end herto the localED
where aC T scan showed pancreatitis withsecond ary colitis and d u od enitis. H erwhite cou nt was
elevated bu t pancreaticenzym e s were norm al. H owever,by the next d ay herlipas e was over1000.
She was s ent back to the prison afterd iscu s sion be tween the ER physician and facility physician.
The physician d id herad m is sion H & P lateron the m orningof3/27(8:00a.m .), whichwas qu ite
thorou gh. She was treate d with IV flu id s bu t IM pain m ed ication. The M e d ical D irector
d ocu m ente d that he d iscu s s e d the case withthe W exford M e d icalD irector, “who ad vis e s IM bu t
no IV opiate in the prison se tting.”The patient was s e en d aily by the M e d icalD irector, inclu d ing
onSatu rd ay, 3/29.

Opinion:U singthe e s tablished IV access forthe d elivery ofpainm ed icationwou ld likely be m ore
effective and le s s u ncom fortable forthis patient.
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Infection Control

A t pre s ent, there is no nam ed infection controlnu rse . The H ealth C are U nit A d m inistrator is
re sponsible forcom pliance withID O C policy concerningcom m u nicable d isease s , blood borne
pathogens and com pliance withIllinois D epartm ent ofP u blicH ealthreportingrequ irem ents .

A lls taffare trained initially and annu ally on the ID O C blood -borne pathogenpolicy.

The facility has acontract withanationalcom m ercialm ed icalwaste d isposalcom pany, which
com e s on-site two tim e s perm onthand as requ e s te d to hau laway m ed icalwaste . There were no
reporte d is s u e s withthis s ervice.

Inspectionofthe infirm ary, sick callareas in the m ed icald epartm ent and X -hou s e and em ergency
response bags verified the pres ence ofpersonalprotective equ ipm ent. P u nctu re proofcontainers
forthe d isposalofsharps are inu s e inallm ed icalareas and are appropriately placed inthe m ed ical
waste containers when fu ll.

R eportable STIs are id entified by U IC and reporte d to the ins titu tion. The chronicillnes s clinic
nu rse s and receptionand clas sificationnu rse are re sponsible to m ee t the reportingrequ irem ents to
the Illinois D epartm ent ofP u blicH ealth.

Inm ate porters , u nd er the s u pervision ofboth secu rity and nu rsingstaff, perform the janitorial
d u tie s;porters d o not perform or have involvem ent in any m ed icalcare d elivery. P orters are
provid ed an orientation to the healthcare u nit, which inclu d e s proper cleaningand sanitation
proced u re s , blood -borne pathogen trainingand com m u nicable d isease training. W hen ind icated ,
they are provid ed personalprotective equ ipm ent. B od ily flu id clean u pwou ld be s u pervis ed by
nu rsingstaff.

P orters are re sponsible forlau nd eringinfirm ary linens. This is ofconcern, in that allinfirm ary
linens m u s t be consid ered to be contam inated and , as ares u lt, m u s t be lau nd ered appropriately.
The requ ired lau nd eringproced u re to sanitize linens is to washwithlau nd ry d e tergent at awater
tem peratu re ofat least 160d egree s Fahrenheit foram inim u m of25m inu te s orwashwithlau nd ry
d e tergent and ableachbathofat least 100ppm at awater tem peratu re ofat least 140 d egree s
Fahrenheit foram inim u m of10m inu te s . It is d ou btfu lthe healthcare u nit lau nd ry room water
tem peratu re is over120-130d egree s and ,as ares u lt, shou ld not be u s e d to lau nd erinfirm ary linens.
The watertem peratu re shou ld be raised to am inim u m 140d egree s and bleachprovid ed or, ifthe
u s e of bleach is not perm itte d , the water tem peratu re m u s t be raised to 160 d egree s or the
ins titu tional lau nd ry m u s t be u s e d . W ater tem peratu re s in the ins titu tional lau nd ry m u s t be
m onitored and m aintained at the requ ired tem peratu re s .

Responses to the Attorney Letter

W e reviewed the record s of15patients whose com plaints are d e scribed inaletterd ate d Febru ary
9, 2014from attorney M argaret B yrne. In nearly allofthes e ins tance s, the allegation in the le tter
was s u bs tantiated by the record review. Thes e case s d em ons trated anabsence ofconscientiou sne s s
on the part ofhealthcare s taff.
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Patient #1
This is a36-year-old fem ale who has had apalpable breast m ass withnipple d ischarge forovera
year. She has afam ily history ofbreast cancerinherm other(age 56). C hart review revealed that it
took overayearto obtainabiopsy. A m is s e d d iagnosis ofbreast canceris one ofthe m ost com m on
cau se s of m alpractice claim s in the U nited State s. A ccord ingto the cu rrent m ed icalliteratu re,
palpable m ass e s shou ld be biopsied . It shou ld not have taken overayearto obtain this relatively
low risk proced u re whichis acru cialpart ofthe work-u p. W hile the pathology ofthis m ass was not
ye t m alignant, it strongly su gges te d ahighrisk ofprogres sion to cancer.

Patient #2
This is a55-year-old wom an who was reporte d ly told in Septem ber2013that she wou ld be s e e n
by the gynecologist for her incontinence. C hart review confirm ed that she was referred to the
gynecologist on9/28/13bu t had not been se enas ofthe d ate ofou rreview. She also has back and
shou ld erpain forwhichshe has not been se en by aprovid er. W e d iscu s s e d this cas e withs taff,
who willsched u le herwithaprovid er.

Patient #3
This is a62-year-old wom anwho arrived at Loganin M arch2013withahistory ofhypertension,
hypothyroid is m d u e to prior thyroid cancer, and apitu itary tu m or treated with su rgery and
rad iation. C hart review shows that the M e d icalD irectorreferred the patient forspecialty follow
u pin Ju ly 2013. A s ofthe d ate ofou rvisit m ore than eight m onths later, she had s tillnot been
se en.

Patient #4
This is a50-year-old withsevere d egenerative arthrosis ofherknee and claim s to nee d aknee
replacem ent. C hart review confirm s that totalknee arthroplasty had been recom m end e d by an
orthoped icsu rgeon prior to herarrivalat Logan;however, the requ e s t was d enied by collegial
review afterherarrivalat this ins titu tion. U ponreviewingherchart, it is abu nd antly clearthat this
patient d oe s in fact requ ire aknee replacem ent. P hysicaltherapy willnot helpher. This case was
d iscu s s e d withs taff, who report that they willpre s ent the case to collegialreview again and are
prepared to appealifit is d enied .

Patient #5
This is a43-year-old wom an witharthritis who com plains that heranti-inflam m atory m ed ication
has not been renewed . R ecord review confirm s that it has not been ord ered since herlast provid er
visit on7/21/13, at whichtim e she got athree-m onthsu pply.

Patient #6
This is a53-year-old wom anwho arrived at Loganin M ay 2013. She has chronicback paind u e to
s evere d egenerative arthritis whichshe ass erts is beingtreated inad equ ately. Since herarrival, she
has been se en once by aphysician for her back pain. The physician ord ered m ed ications and
requ e s te d follow u pat M D line in two m onths, bu t this d id not occu r. H erpain m ed ication was
laterd iscontinu ed withou t avisit withthe patient. It was not pos sible to d eterm ine the extent of
this patient’s back problem by the d ocu m entation in the health record , as she has not been
ad equ ately exam ined .

Patient #7
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This is a48-year-old wom an withsevere kne e arthritis who ass erts that she requ ires s u rgery and
that she cannot walk d u e to pain. She was referred to orthoped icsu rgery, bu t this requ e s t was
d enied by collegialreview on 10/1/13on the basis ofobesity. H erweight was 238pou nd s . The
d egree of obesity at which kne e replacem ent is d eferred is ad ecision typically m ad e by the
s u rgeon, not the referringd octor. The alternate plan was physicaltherapy;there are no physical
therapy note s in the chart. She has been m anaged withanti-inflam m atories and s teroid injections.
O n 3/24/14, the M e d icalD irector ind icated that he wou ld pres ent her case again to collegial
review. There were no fu rthernote s in the chart as ofthe d ate ofou rvisit.

Patient #8
This is an insu lin requ iringd iabeticwithankle pain who com plains that her insu lin has been
changed withou t herinpu t,and that herankle painis not beingtreated , norhas herskinlotionbeen
renewed . C hart review reveals that this patient’s insu linwas ind ee d changed s everaltim e s withou t
acorrespond ingvisit. H owever, her d iabete s has com e u nd er bettercontrold u ringher tim e at
Loganas reflected inherm os t recent blood work. N one ofthe provid ernote s specifically ad d re s s
ankle problem s, bu t she has been prescribed pain m ed ication on aregu lar basis. There is no
m ention ofskin lotion.

Patient #9
This patient was u nable to get m ed ications,whichwou ld not have happened had she be encorrectly
enrolled in the chronicd isease clinic.

Patient #10
This patient also shou ld have been enrolled in achronicclinicand therefore d id not receive
m ed ications on aregu larbasis. A few weeks before ou rvisit, she was s e en by aphysician who
ord ered anti-hypertensive m ed ication forayear, bu t she has s tillnot been enrolled in the chronic
d is ease program .

Patient #11
This patient has arheu m atologicd isord erforwhichshe was s e eninFebru ary 2013. She was to be
followed u pin two m onths, bu t this has not occu rred . H erfollow-u pappointm ent is m ore than a
yearoverd u e . She nee d s arheu m atology appointm ent.

Patient #12
This patient is anotherwhose m ed ications were d isru pte d . She was told to pu t inasick callrequ e s t
for m ed ication renewal. H ad the patient been enrolled in the chronicd is ease program and se e n
regu larly accord ingto policy, this likely wou ld not have happened .

Patient #13
This patient was s e en in the hypertension clinicbu t was charged for the visit and the record
s u bs tantiate s this allegation.There are som e problem s withnu rsinginterpretationofsom e policie s.
W e were told , and this was confirm e d by the lead ershipteam , that som e nu rse s have told patients
that they cannot be referred on to anad vanced levelclinician u ntilthey have be en se enby anu rse
three tim e s . This is absolu tely u ntru e . In1984, we im plem ente d apolicy

requ iringnu rse s who have u s e d aprotocolto ad d re s s aproblem to be m and ated to referon to an
ad vanced levelprovid erifthe patient perceives alack ofresponse aftertwo nu rse sick callvisits .
A pril2014 L ogan C orrec tionalC enter P age 29



This was d one to protect the patient’s access to ad vanced levelclinicians. N ow that policy has
been tu rned on its head by this nu rsingstaff, who have tu rned it into an obstacle to gettingto an
ad vanced levelclinician. This m u s t be changed im m ed iately.

In ad d ition, we were told and this was verifie d by other s taff, that there was an instru ction that
bothnu rse s and clinicians shou ld only ad d re s s one problem at an encou nter.This ofcou rse create s
the im pres sion am ongthe patients that this policy is introd u ced pu rely to generate m ore revenu e
throu ghad d itionalsick callslips. N eitherclinicians nornu rse s shou ld be lim ited by ase t nu m ber
ofproblem s that they canad d re s s . Ifapatient has alengthy list, it is com m on to tellthe patient to
choose the three m os t im portant problem s and you willd ealwiththose and then the others at a
su bsequ ent visit. B u t tellingthe patient you as aclinician willonly d ealwithone problem at an
encou nteris u nacceptable.

Dental Program

Executive Summary

O n M arch31and A pril1-2, 2014, acom prehensive review ofthe d entalprogram at Logan C C
was com plete d . Five areas ofthe program were ad d re s s e d to inclu d e:1)inm ate s’access to tim ely
d entalcare;2)the qu ality ofcare;3)the qu ality and qu antity ofthe provid ers;4)the ad equ acy of
the facility and equ ipm ent d evote d to d entalcare;and 5)the overalld entalprogram m anagem ent.
The followingobservations and find ings are provid ed .

The clinicitselfconsis te d oftwo chairs forced into asm all, single space. Free m ovem ent arou nd
eachu nit was lim ited and d ifficu lt. There was aseparate d entallaboratory and s terilizationareaof
ad equ ate size . A s eparate office room was available for s taff. Two ad d itionalchairs are being
ad d ed at this tim e. O ne willbe available forthe hygienist.

The equ ipm ent is very old and worn. The u nits are over20years old , fad ed and corrod ed , and not
u pto contem porary infection controls tand ard s . C hairs had torn fabric. C abinetry was ru s te d and
bad ly s tained . The intraoralrad iographu nit was very, very old and not in u s e . The panelipse u nit
was also very old .

A m ajorareaofconcernrelate s to com prehensive care. C om prehensive care was provid ed withou t
acom prehensive intraand extra-oral exam ination and awell d eveloped treatm ent plan. N o
exam inationofsoft tis s u e s norperiod ontalas s e s s m ent was part ofthe treatm ent proces s . B itewing
orperiapicalrad iographs were nevertaken to d iagnose caries. R e s torations were provid ed from
the inform ation on apanelipse rad iograph. O ralhygiene ins tru ctions were not d ocu m ente d in the
d entalrecord .

A sim ilar areaof concern is d ental extractions. A ll d ental treatm ent shou ld proceed from a
d ocu m ente d d iagnosis. The reason forextractions shou ld be part ofthe record entry. In none of
the record s reviewed was ad iagnosis orreason forthe extraction d ocu m ente d .



P artiald entu re s shou ld be constru cted as afinalstepin the s equ ence ofcare d elivery inclu d e d in
the com prehensive care proces s . A review of severalrecord s revealed that allpartiald entu re s
proceed e d withou t acom prehensive exam ination and treatm ent plan. P eriod ontalas s e s s m ent and
treatm ent was s eld om provid ed . O ralhygiene ins tru ctions were never inclu d e d . It was alm os t
im pos sible to d em ons trate that allfillings and extractions were com plete d priorto im pre s sions.
P eriod ontalhealthwas neverd ocu m ente d .

A t LoganC C , d entalsickcallis access e d throu ghthe inm ate requ e s t form .The d entals taffreviews
the requ e s t form when received and u rgent care requ e s ts are s e en the sam e ornext workingd ay.
N on-u rgent requ e s ts are sched u led forevalu ation within 14d ays. The requ e s t form s were thrown
away and not beingfiled .

The SO A P form at was not beingu tilized . Treatm ent was provid ed withlittle inform ationord etail
preced ingit.R ecord entrie s d id not inclu d e clinicalobservations orad iagnosis to ju s tify treatm ent.
R ou tine care was oftenprovid ed on sick callappointm ents .

A well d eveloped policy and proced u re s m anu al insu re s that ad entalprogram ad d re s s e s all
e s s entialareas and is ru n withcontinu ity. The policy and proced u re s m anu alat Logan C C is old
and ou td ate d . It d oe s not ad d re s s the m anagingand ru nningofthe d entalprogram . It has not been
reviewed orred eveloped since LoganC C changed its m is sion to afem ale ins titu tionand reception
centers everalm onths ago.

D entalcare is not ad d re s s e d in the Logan C C O ffend erH and book and O rientation M anu al.

W hen asked , the clinicians ind icated that they d o not rou tinely take blood pres s u re s on patients
withahistory ofhypertension.

A loose m e talju nctionbox was on the floorin the clinicareathat received s everalelectricalcord s .
The box was u pright and in the pathoftrafficflow. It pre s ente d arealsafety hazard . There was no
biohazard labelpos te d in the s terilization area. Safety glasse s were not always worn by patients .
A rad iationhazard warningsignwas not pos te d inthe x-ray areas. N o consent form s were available
forpregnant inm ate s to consent to x-rays.

The continu ingqu ality im provem ent proces s was nonexistent. D entalonly contribu te d m onthly
d entals tatis tics. N o C Q I s tu d ie s were in place. O ngoingC Q I s tu d ie s shou ld be d eveloped to
ad d re s s program d eficiencie s note d in the bod y ofthis report.

Staffing and Credentialing

Logan C C has ad entals taffoftwo fu ll-tim e d entis ts , two fu ll-tim e assis tants , and one fu ll-tim e
hygienist. This shou ld be ad equ ate to provid e m eaningfu l d ental services for Logan’s 2000
inm ate s . A llthe s taffare contracted by W exford H ealthServices.

C P R trainingis cu rrent onalls taff, allneces sary licensingis on file, and D E A nu m bers are on file
forthe d entis ts .
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Recommendations: N one

Facility and Equipment

O verall, the exis tingequ ipm ent is very old and bad ly worn. The clinicits elfconsis ts oftwo chairs
forced into avery sm allspace. I was told that the u nits were over20years old . The chairs are very
old withtorn and fad ed fabric. The u nits are old and fad ed and not u pto contem porary infection
controls tand ard s . Severalareas ofru s te d m e talwere evid ent. The cabinetry was very old , worn
and fad ed . M e tallicsu rface s were ru s ty and s tained and corners were worn and frayed . Good
s u rface d econtam ination and d isinfection was alm os t im pos sible. The rad iograph u nit was an
antiqu e. It was so old that it was no longer in u s e . The ability to take bitewingand periapical
rad iographs is e s s entialto the provisionofd entalcare. It took u palot offloorspace and interfered
withefficient clinicflow and care d elivery. The panelipse rad iographicu nit was old and fad ed .
The rad iographs were ofaratherpoorqu ality. In the clinicitself, loose wires were s trewn on the
floorand plu gged into aloose m e talju nctionbox, u pright on the floornext to the u nit. It interfered
with u nim ped e d and efficient m ovem ent in the clinicand pres ente d arealsafety hazard . The
ins tru m entationwas ad equ ate and ofgood qu ality. The hand pieces were ad equ ate and fu nctioning.

The clinicitselfconsis te d oftwo chairs forced into arathersm all, single space. Free m ovem ent
arou nd eachu nit was lim ited and d ifficu lt. P rovid erand assis tant had very little room to work,and
if both chairs are in u s e , the provid ers can interfere with each other. There was a separate
s terilization and laboratory room ofad equ ate size . It had alarge work su rface and alarge sink to
accom m od ate properinfection controland s terilization. Laboratory equ ipm ent was in aseparate
corner of the room . The s taffhad aseparate room for office space. It had two d e sks and was
ad equ ate. A t the tim e of m y visit, two ad d itionalu nits were beinginstalled in another room
ad jacent to the clinicarea. The space was rathersm allbu t s u fficient to provid e care. I was told the
room was to be u tilized forhygiene care and pros the tics, and has an extrachairto accom m od ate
patient overflow, e.g., em ergencie s and exam inations.

Recommendations:
1. The space that is u s e d for the clinicproperand hou s e s the two m ain d entalu nits is too

sm allto allow efficient care flow and any sens e ofprivacy. Enlargem ent of this space
shou ld be consid ered forefficient care d elivery and safety consid erations.

2. A llelectricou tle ts shou ld be wallm ou nte d orprotected by the coverforthe ju nction box
at the foot ofthe chair. Loose wire s shou ld be neatly arranged and ou t oftrafficflow as
m u chas pos sible.

3. A llofthe u nits , chairs and cabinetry shou ld be replaced witham ore contem porary d e sign
and ofbetterqu ality. Failu re ofthe exis tingequ ipm ent is im m inent and repairofold er
equ ipm ent is d ifficu lt and costly. Su rface areas shou ld be better able to accom m od ate
d isinfection.

4. The rad iographu nit in the clinicneed s to be replaced im m ed iately withawall-m ou nte d
u nit capable of d igitalrad iography. A n electronicm ed icalrecord is in the early te s ting
phase at Logan C C . The exis tingu nit is u nsafe and not beingu se d .
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5. The panelips e rad iographu nit shou ld be replaced . It is old and worn and the rad iographs of
ratherpoorqu ality. A reception facility s u chas Logan C C need s acom pletely fu nctioning
and reliable panelipse m achine.

Sanitation, Safety and Sterilization

I observed the sanitation and s terilization techniqu e s and proced u re s . Su rface d isinfection was
perform ed between eachpatient and was thorou ghand ad equ ate. P roperd isinfectants were being
u se d . P rotective covers were u tilized on som e ofthe s u rfaces.

A n exam ination of instru m ents in the cabinets reveals that they were allproperly bagged and
s terilized . A llhand piece s were s terilized and in bags.

The s terilization proced u re s them s elves were ad equ ate and proper. Flow from d irty to clean m et
acceptable s tand ard s .

There was aloose m e talju nctionbox inthe clinicthat received s everalelectricalcord s from au nit.
The box was u pright and in the pathof trafficflow. This created an u nsafe electricalhazard ,
e specially from awaterspill.

Safety glass e s were not always worn by patients . E ye protection is always neces sary, forpatient
and provid er.

Review Autoclave Log
Logan C C recently changed m is sions, becom ingafem ale ins titu tion. Staffinghas changed to
accom m od ate this and the closingofanotherinstitu tion. I looked back two years and fou nd the
s terilization logs to be in place. They showed that au toclavingwas accom plished weekly and
d ocu m ente d . They u tilize aservice from H enry Schein called C ros tex that d oe s the te s tingand
m aintains the re s u lts . Ifares u lt is negative, they notify the ins titu tion. A spread shee t ofthe re s u lts
is available and provid ed on ayearly basis. N o negative re s u lts were obtained . I d id observe that
no biohazard warningsignwas pos te d in the s terilizationarea.

Recommendations:
1. The loose m e talju nction box on the floorshou ld be wallm ou nte d and in alocation that

d oe s not interfere withtrafficflow. Electriccord s shou ld be neatly arranged .
2. That safety glasse s be provid ed to patients while they are beingtreated .
3. That abiohazard warningsign be pos te d in the s terilizationarea.

Comprehensive Care

W e reviewed 10d entalrecord s ofinm ate s in active treatm ent clas sified as C ategory 3patients .
O ne ofthe m os t basicand e s s entialstand ard s ofcare in d entis try is that allrou tine care proceed
from athorou gh,welld ocu m ente d intraand extra-oralexam inationand awelld eveloped treatm ent
plan, to inclu d e allnece s sary d iagnos ticx-rays. Innone ofthe 10record s reviewed was any ofthis
pres ent. N o com prehensive exam ination was perform ed , no treatm ent plans d eveloped , and no
hygiene care perform ed before rou tine care. A d d itionally, no d iagnos ticx-
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rays forcaries were available. R e s torations were provid ed from the inform ation from the panorex
rad iographand an inad equ ate screeningexam . This rad iograph is not d iagnos ticfor caries. A
period ontalass e s s m ent was neverd one. Fu rther, oralhygiene ins tru ctions were not d ocu m ente d
in the d entalrecord as part ofthe treatm ent proces s .

Recommendations:
1. C om prehensive “rou tine”care be provid ed only from awelld eveloped and d ocu m ente d

treatm ent plan.
2. The treatm ent plan be d eveloped from athorou gh, welld ocu m ente d intraand extra-oral

exam ination, to inclu d e aperiod ontalas s e s s m ent and d etaile d exam ination of all soft
tis s u e s .

3. A ppropriate bitewingorperiapicalx-rays be taken to d iagnose caries.
4. H ygiene care be provid ed as part ofthe treatm ent proces s .
5. That care be provid ed s equ entially, beginning with hygiene s ervices and d ental

prophylaxis.
6. That oral hygiene Ins tru ctions be provid ed and d ocu m ente d as part of the treatm ent

proces s .

Dental Screening

Logan C C is the only R eception C enterforfem ale offend ers . I visited the screeningexam room
and observed the exam ination proces s . The intraand extraoralexam inations were s u fficiently
ad equ ate. P anoram icx-rays were taken at the d entalclinic. In allofthe d entalrecord s reviewed ,
the screeningexam inationwas perform ed within10d ays,panoram icx-rays were takenand A P H A
priorities were d e signated .

In none ofthe record s were oralhygiene ins tru ctions inclu d e d . The exam inerexplained verbally
and had writtenins tru ctions available onhow to access d entalcare. O bservationofthe room where
the panoram icx-ray was taken showed that the aread id not provid e s u fficient warningto pregnant
fem ales that the areawas potentially hazard ou s . A d d itionally, no consent form was d eveloped that
explained the potentialhazard s and gave perm is sion forthe x-rays to be taken on fem ale inm ate s
who m ay be pregnant.

Recommendations:
1. O ral hygiene ins tru ctions be provid ed to the inm ate s at the tim e of the screening

exam ination.
2. The areawhere x-rays are beingtaken have warningsigns poste d that clearly warn of

potentialrad iation hazard s to pregnant fem ale s .
3. C onsent form be d eveloped and u s e d forpregnant fem ales that explains rad iation hazard s

and gives the exam inerperm is sion to take the x-ray.

Extractions

O ne ofthe prim ary tene ts in d entis try is that alld entaltreatm ent proceed s from awelld ocu m ente d
d iagnosis. Innone ofthe 10record s exam ined was ad iagnosis orreasonforextractioninclu d e d as
part ofthe entry.
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Recommendations:
1. A d iagnosis orareason forthe extraction be inclu d e d as part ofthe record entry.

This is
be s t accom plished throu ghthe u s e ofthe SO A P note form at, e specially forsick callentrie s .
It wou ld provid e m u chd e tailthat is s eriou sly lackingin m os t d entalentrie s observed . Too
often, the d entalrecord inclu d e s only the treatm ent provid ed withno evid ence as to why
that treatm ent was provid ed .

Removable Prosthetics

R em ovable partiald entu re pros the tics shou ld proceed only afterallothertreatm ent record ed on
the treatm ent plan is com plete d . The period ontal, operative and oralsu rgery ne ed s allne ed to be
ad d re s s e d firs t. In none of the five record s reviewed on patients receivingrem ovable partial
d entu re s were oralhygiene ins tru ctions provid ed . P eriod ontalass e s s m ent is neverinclu d e d , bu t in
three ofthe five record s aprophylaxis and /orascalingd ebrid em ent was provid ed . B ecau se there
is no com prehensive exam ination orany treatm ent plans d ocu m ente d in any ofthe record s , it is
alm os t im pos sible to ascertain that operative or oral su rgery treatm ent is com plete prior to
fabrication ofrem ovable partiald entu re s . I u s e d rad iographs and record entries to conclu d e that
extractionwere probably com plete d .

Recommendations:
1. A com prehensive exam ination and well d eveloped and d ocu m ente d treatm ent plans,

inclu d ingbitewingand /orperiapicalrad iographs, preced e allcom prehensive d entalcare,
inclu d ingrem ovable pros thod ontics.

2. That period ontalas s e s s m ent and treatm ent be part ofthe treatm ent proces s and that the
period ontiu m be s table before proceed ingwithim pres sions. That oralhygiene ins tru ctions
be provid ed .

3. That all operative d entis try and oral su rgery be com plete d before proceed ing with
im pres sions.

Dental Sick Call

Inm ate s acces s sick callthrou ghan inm ate requ e s t form orviaad irect callfrom astaffm em ber,
ifit is perceived as an em ergency. The d entalhygienist reviews allrequ e s t form s the following
d ay from the collection ofthe form s. She triage s the com plaints and sched u le s per the d entis ts
d irection oras soon as pos sible. B y policy, allinm ate s who su bm it arequ e s t form are to be s e en
by d entals taffwithin14d ays. LoganC C was incom plete com pliance withthis policy. Im m ed iate
toothache s orinfections can be called in from anywhere in the ins titu tion and the inm ate willbe
se en that sam e d ay.

In none ofthe d entalrecord s reviewed was the SO A P form at beingu se d . A s are s u lt, treatm ent
was u s u ally provid ed withlittle inform ation ord etailpreced ingit. The u s e ofthe SO A P form at
wou ld insu re that awelld eveloped d iagnosis wou ld preced e alltreatm ent. A lso, rou tine care was
often provid ed at the s e appointm ents , always withou t acom prehensive exam ination ortreatm ent
plan. The Logan C C d entald epartm ent d oe s not keep requ e s t form s on file. It was therefore
d ifficu lt to review sick callrecord s from m ore than am onthago.
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Recommendations:
1. Im plem ent the u s e ofthe SO A P form at forsick callentries . It willinsu re that the inm ate’s

chief com plaint is record ed and ad d re s s e d and a thorou gh focu se d e xam ination and
d iagnosis preced e s alltreatm ent.

2. Save and keepallinm ate requ e s t form s on file. In the d entalrecord wou ld be the easie s t.
3. P rovid e only im m ed iate or palliative care on sick callappointm ents . D o not u s e the s e

appointm ents forrou tine care. P rovid e ad ed icated sched u lingforthes e inm ate s .

Treatment Provision

A triage sys te m is inplace that prioritiz e s treatm ent nee d s . A llinm ate s who su bm it arequ e s t form
are s e en the followingd ay for evalu ation and their treatm ent nee d s are prioritiz ed . U rgent care
need s are ad d re s s e d that d ay. O thers are sched u led accord ingly orplaced on the rou tine treatm ent
list.

Inm ate s can s eek u rgent care viathe inm ate requ e s t form or, ifthe y feelthey nee d to be s e en
im m e d iately, by contactingLoganC C s taff, who willthencallthe d entalclinicwiththe inm ate’s
com plaint. The inm ate is s e en that d ay for evalu ation. R equ e s t form com plaints from inm ate s
withu rgent care ne ed s (com plaint ofpain orswelling)are s e enat leas t by the followingworking
d ay. M id -levelpractitioners are available at alltim e s to ad d re s s u rgent d entalcom plaints . The y
can provid e over the cou nter pain m e d ication or callm e d ical/d entals taffif they fe elm ore is
nee d e d .

Inm ate s who s u bm it requ e s t form s forrou tine care are evalu ated the next workingd ay and placed
s equ entially onawaitinglist forthis care. The waitinglist is approxim ately six m onths long.

Recommendations: N one. The s ys te m is fairand equ itable and s e e m s to work well. A llinm ate s
withu rgent care need s are s e en inatim ely m anner.

Handbook

D entalcare is not ad d re s s e d in the O ffend er H and book and O rientation M anu al. This om is sion
shou ld be ad d re s s e d im m ed iately. I was told that inm ate s were inform ed abou t the d entalprogram
and how to access care at the receptionintake scre eningexam ination. This is really not ad equ ate.

Recommendations:
1. Ins u re that inform ation abou t the d entalprogram and how to access d entalcare is inclu d e d

in the O ffend erH and book and O rientation M anu alat Logan C C .

Policies and Procedures

The exis tingpolicy and proced u re m anu alis old and ou td ate d and d oe s not ad d re s s the cu rrent
s tate ofhow the clinicis m anaged and ru n, nor d oe s it fu lly ad d re s s the areas concerned with
m anaging and ru nning a su cces sfu l clinic. The pres ent m anu al ad d re s s e s treatm ent plans,
sched u lingtreatm ent, m ed ications, d entalcare forinm ate s (d irectly ou t ofA d m inistrative
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D irective), copay foroffend ers , s ecu rity ofm ed ication and need le s , ins tru m ents , etc., infection
control(from 1993), jobd e scription ford entis t and d entalas sis tant. It d oe s apoorjobofd efining
and d irectingthe m anagem ent and ru nningofthe d entalprogram at Logan C C .

Recommendations:
1. That the d entalprogram at Logan C C d evelopad e tailed , thorou ghand accu rate policy and

proced u re m anu althat d efine s how allaspects of the d entalprogram are to be ru n and
m anaged . O nce d eveloped , it shou ld be u pd ated on aregu larbasis and as nee d e d fornew
policies and proced u re s

Failed Appointments

A review ofm onthly reports and d aily work shee ts revealed afailed appointm ent rate ofabou t
17.5%. This is som ewhat highand shou ld be ad d re s s e d . W hen asked , the s taffrelated that it is
often d ifficu lt forinm ate s to be released from the hou singu nits to com e to theirappointm ent. O r
there m ay be otherprogram activities to prevent them from com ingto the appointm ent. The staff
d id not feelit was apu rposefu lno-show onthe inm ate s’part. A refu salform is signed ifthe inm ate
d oe s not want to keeptheirappointm ent.

Recommendations:
1.The d entals taffinve s tigate to find the reasons forfailed appointm ents and thenpu t inplace

corrective action to lower the rate to am ore acceptable level. A continu ingqu ality
im provem ent stu d y wou ld be agood m e thod ologicaltechniqu e.

Specialists

D r. Fred erick C raig, oralsu rgeon, is available onanas need e d basis, u s u ally once am onth. Logan
C C recently changed m is sions to afem ale ins titu tion. D r. C raighad not ye t been to the ins titu tion.
H e was sched u led forthe nearfu tu re to s e e agrou pofpatients . A review ofthes e consu ltation
requ e s ts revealed that they were allreferred to the oralsu rgeon forappropriate reasons. A llwere
ford ifficu lt extractions and rem ovalofwisd om tee ththat were beyond the scope ofthe d entis ts’
practice. D r. C raigis also u s e d by s everalother ID O C ins titu tions fororalsu rgery. P athology
services willbe the sam e as form ed icalpathology. They willgive the specim en to the appropriate
m ed icalperson forproces sing.

Recommendations:
1. I Su ggest that they m aintainanoralsu rgery logto inclu d e patients to be s e en, the d ate s e en,

and what they were treate d forand any pos t-s u rgicalcom plications.

Dental CQI

The d entalprogram only contribu te s m onthly d entals tatis tics to the C Q I com m itte e . N o C Q I stu d y
was inplace at the tim e ofthis review. I shared s everalareas where am eaningfu lC Q I s tu d y cou ld
be initiated and how it shou ld proceed . A recent m is sion change at Logan C C allowed only two
m onths ofm inu te s to be reviewed .
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Recommendations:
1. That areas of program weaknes s or concerns be id entified and m eaningfu l qu ality

im provem ent s tu d ie s be initiated that lead to actions that willim prove the program in those
areas.

Continuous Quality Improvement

W e reviewed m inu te s that reflect C Q I activities , bu t nowhere in the m inu te s is there any effort to
im prove the qu ality ofservices. The m inu te s consis t ofd atacollected on anu m ber ofservices.
Thes e s ervices inclu d e offsite s ervices/hospitaland ER trips, treatm ent protocolreview, m ortality
reviews, new and d elayed d iagnosis reviews, infection controlincid ent reports , aM R SA report,
hepatitis C inform ation, H IV inform ation, em ergency d rills, the m os t recent ofwhichwas in Ju ne
2013, safety and sanitation inspection reports , labred raw rate s , the volu m e ofem ploye e u s e of
healths ervices, vend orinju rie s , qu ality controlactivities , patient satisfaction, chronicclinicd ata
and m entalhealthd ata. A llofthis is reporte d bu t there was no d ocu m ente d d iscu s sion, analysis or
any efforts to im prove qu ality. This is not an effective C Q I program .
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Recommendations

Leadership and Staffing:
1. Seek approvaland fillthe D irectorofN u rsingpositionas soonas pos sible.

Clinic Space and Sanitation:
1. Im plem ent anu rse callsys te m foreachinfirm ary patient.

Reception Processing:
1. There shou ld be aspace on the intake physicalform to d ocu m ent the breast exam .
2. There m u s t be am ore appropriate space where anu rse caninterview apatient forthe nu rse

screen oranu rse practitioner for the history and physicalin whichthere is no au d itory
d is tu rbance.

3. A s ys te m m u s t be s e t u pto insu re that appropriate and tim ely follow u pfrom the reception
proces s d oe s occu r.

Medical Records:
1. There shou ld be no loose filinginsid e the healthrecord s . M e d icalrecord s s taffshou ld ad opt

a“tou chit once”philosophy when it com es to filingloose d ocu m ents .
2. H ealthservice requ e s t form s shou ld be filed in the healthrecord s .

Nursing Sick Call:
1. D evelopand im plem ent aplan foran“allR N ”sick callproces s .
2. In the X -hou s e , d evelopand im plem ent aplan to cond u ct alegitim ate sick callencou nter,

inclu d inglisteningto the patient com plaint, collectinga history and objective d ata,
perform ingaphysicalexam inationwhen requ ired , m akinganasse s s m ent and form u lating
aplanoftreatm ent, ratherthan the cu rrent practice oftalkingto the patient throu ghasolid
s te eld oorand basingany treatm ent on the conversation only.

3. P erO ffice ofH ealthServices policy, as s u re allsick callencou nters are d ocu m ente d in the
m ed icalrecord in the Su bjective-O bjective-A s s e s s m ent-P lan(SO A P )s tyle.

4. D evelopand im plem ent aplanto ass u re the O ffice ofH ealthServices approved ,preprinted
treatm ent protocolform s are u s e d at eachsick callencou nter.

5. D evelop and im plem ent aplan of ed u cation for all nu rsingstaff to ad d re s s negative
attitu d inalis s u e s toward inm ate s , particu larly fem ale inm ate s .

6. D evelop, im plem ent and m aintain logs forsick call, infirm ary and s egregation.
7. D evelop and im plem ent aplan to insu re s egregation d aily “wellne s s checks” and the

weekly nu rse practitionerrou nd s are d ocu m ente d in the s egregation logand in the inm ate
specificm ed icalrecord ifany treatm ent is provid e d .

8. D evelopand im plem ent aplanto cond u ct the d aily segregation“wellne s s checks”between
the hou rs of7:00a.m . and 11:00p.m .

Chronic Disease Clinics:
1. C onsid erassigningthe M e d icalD irectorto the poorly controlled chronicd iseas e patients ,

as this is clearly one ofhis s trengths.
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2. There shou ld be acom prehensive trackingtoolto m onitorim portant ind icators forthis at-
risk popu lation. This toolshou ld be u s e d to id entify areas ofpoor perform ance in the
program to target interventions to im prove qu ality.

3. The chronicd is ease nu rs e shou ld rarely ifeverbe pu lle d to other d u tie s . This position
shou ld be fille d withacarefu lly chosenind ivid u alto actively track this at-risk popu lation.

4. P atients shou ld be s e enaccord ingto theird egree ofd isease controlratherthanthe calend ar
m onthand allchronicd isease s shou ld be ad d re s s e d at eachchroniccare clinicvisit. Thes e
are s tatewid e policy is s u e s .

5. P atients withactive wom en’s health is s u e s shou ld be tracked in an organized m anner,
perhaps in the chronicd iseas e program .

6. P atients withH IV infection shou ld have yearly cervicalcancerscreening.

Unscheduled Offsite Services:
1. A s ys te m ofnu rsingsu pervisionwithfeed back m u s t occu rso that errors withregard to the

ad equ acy of the ass e s s m ent or the appropriatene s s of the clinicald ecision m akingare
red u ced s u bs tantially.

2. The ad m inistrator shou ld d evelop alogthat can be u s e d to track u nsched u led offsite
s ervices. The log shou ld have the tim e and d ate , patient id entifiers, the pres enting
com plaint, what the d isposition was in term s ofbeingsent offsite and whetherthe reports
from the offsite s ervice are re trieved .

3. There shou ld be am ethod to track the follow-u pvisits withthe prim ary care clinicianand
whetherthey d ocu m ente d the d iscu s sionwiththe patient ofthe find ings and planbased on
the offsite s ervice reports .

Scheduled Offsite Services:
1.The policy shou ld requ ire that patients re tu rningfrom sched u led offsite s ervices are brou ght

throu ghthe clinicareawhere anu rse receive s the paperwork, interviews the patient and
u ltim ately ins u re s that atim ely follow-u pvisit withthe prim ary care cliniciand oe s occu r.

Infirmary Care:
1. M ore bed space is nee d e d forthe infirm ary.
2. R ethinkingthe physicalplant to create am ore therapeu tic, les s chaoticenvironm ent wou ld

be beneficial.
3. D evelopand im ple m ent aplan to insu re 24/7R N s taffing.
4. Im plem ent anu rse callsys te m forallinfirm ary patients .
5. D evelop, im plem ent and m aintain aplan for organization of infirm ary m ed icalrecord s

inclu d ingbu t not lim ited to:
a. the u s e ofone infirm ary record
b. perm anent filingofalld ocu m ents in the record
c. chronologicalfilingofalld ocu m entation.

6. D evelopand im plem ent aplanofed u cation fors taffinclu d ingbu t not lim ited to:
a. perID O C O ffice ofH ealthServices policy, d ocu m entation to be provid ed in the

Su bjective-O bjective-A s s e s s m ent-P lan(SO A P )form at
b. alld ocu m entation to be provid ed chronologically as to d ate and tim e
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c. d ocu m entation ofvitalsigns as ord ered by the physician
d . physician and nu rsingad m ission and d ischarge d ocu m entation requ ired for all

infirm ary patients .

Infection Control:
1. D evelopand im plem ent apost-d e scription foran infectioncontrolnu rs e .
2. A s signaspecificR N to the re sponsibilitie s ofinfectioncontrol.
3. D evelop, im plem ent and m aintain aplan to ass u re the proper lau nd eringof infirm ary

bed d ingand linens.

CQI:
1. The s taffshou ld be trained inC Q I m e thod ology, specifically withregard to how to perform

s tu d ie s , how to id entify s u bthreshold perform ance, how to analyze the d atain ord er to
d e term ine the cau se s ofs u bthreshold perform ance, and then how to d evelopim provem ent
s trategie s based on the id entified cau se s and finally how to re s tu d y to d eterm ine whether
the im provem ent s trategy had the requ ired effect.

2. The lead ershipofthe continu ou s qu ality im provem ent program m u s t be re trained regard ing
qu ality im provem ent philosophy and m e thod ology, alongwith stu d y d e sign and d ata
collection.

3. This trainingshou ld inclu d e how to s tu d y ou tliers inord erto d eveloptargete d im provem ent
s trategie s.
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Appendix A –Patient ID Numbers

Reception Processing:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

P atient #6 [redacted]

P atient #7 [redacted]

Offsite Services/Emergencies:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

Onsite Service/Emergency:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

Scheduled Offsite Service:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

Chronic Disease Management:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

P atient #9 [redacted] [redacted]
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P atient #10 [redacted] [redacted]

P atient #11 [redacted] [redacted]

P atient #12 [redacted] [redacted]

P atient #13 [redacted] [redacted]

P atient #14 [redacted] [redacted]

P atient #15 [redacted] [redacted]

P atient #16 [redacted] [redacted]

P atient #17 [redacted] [redacted]

P atient #18 [redacted] [redacted]

Women’s Health:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

Infirmary:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

Responses to Attorney Letter:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

P atient #9 [redacted]

P atient #10 [redacted]

P atient #11 [redacted]

P atient #12 [redacted]

P atient #13 [redacted]
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Overview

O n A pril16-18, and M ay 5-6, 2014, we visited the Illinois R iverC orrectionalIns titu tion (IR C C )
in C anton, Illinois. This was ou rfirs t site visit to IR C C and this report d e scribes ou rfind ings and
recom m end ations. D u ringthis visit, we:

 M e t withlead ershipofcu s tod y and m ed ical
 Tou red the m ed icalservices area
 Talked withhealthcare s taff
 R eviewed healthrecord s and otherd ocu m ents
 Interviewed inm ate s

W e thank W ard enGregGoss e tt and his s tafffortheirassis tance and cooperation incond u cting
the review.

Executive Summary

The Illinois R iverC orrectionalC enteropened as new constru ction in O ctober1989, and has been
wellm aintained since that tim e.

IR C C is a m ed iu m -secu rity prison that hou s e s m ale offend ers . The cu rrent popu lation is
approxim ately 2081inm ate s . The ins titu tion is not areception centerbu t has an infirm ary and an
ou tpatient m entalhealthm is sion.

The facility gets abou t 25intakes perweek, withW ed ne s d ay beingthe bigges t intake d ay. Sick
callis m ilitary s tyle withasign-u pshee t in eachu nit. P atients have u ntil6a.m . to sign u pforsick
calland willbe se en by the nu rse (R N orLP N )that d ay. The officercollects the sick callsign-u p
shee t at 6a.m .

The facility was s u fferingfrom alead ershipcrisis. The H C U A was on am u ltiyearm ilitary leave
ofabsence and was not expected back u ntilO ctoberofthis year. B oththe M e d icalD irectorand
the s taffphysicianpositionwere vacant at the tim e ofou rvisit. Those hou rs were partially covered
by “prn”(as need e d )provid ers;at the tim e ofou rvisit, IR C C was getting2.5d ays ofphysician
coverage perweek. There was anu rse practitionercom ingone d ay perweek u ntilthe week prior
to ou rvisit, when she got afu ll-tim e jobelsewhere . They have hired afu ll-tim e nu rse practitioner
who was ye t to receive training. It was not knownwhen they cou ld expect herto beginwork. The
actingM ed icalD irector was com ingfrom another facility to provid e one d ay ofcoverage per
week.

Since the provid er vacancie s earlier this year, there has been asignificant backlogin chronic
d is ease clinics. The backlogis exacerbated by the practice ofad d re s singonly one problem at a
tim e d u ringachroniccare clinicvisit. W e note d m u ltiple case s wherein patients were s e en fora
particu lard is ease clinicwithevid ence ofpoorcontrolofanotherd isease bu t the otherd isease
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was not ad d re s s e d . In ou ropinion, allchronicd is ease s shou ld be ad d re s s e d at eachchroniccare
clinicvisit.

The m ed icalrecord s d irectoris highly organized and efficient. H owever, M A R s were often not
file d into the record s tim ely, and som e cou ld not be located whenwe requ e s te d them . This m ake s
it d ifficu lt to im pos sible forprovid ers to objectively evalu ate m ed icationcom pliance. Inad d ition,
there is evid ently no s ys te m in place to notify provid ers ofm ed ication noncom pliance. Rather, it
is u pto the d iscretionofthe ind ivid u alnu rse who id entifie s alapse incontinu ity whetherto notify
the prescriberornot.

W e cam e acros s s everalhighly problem aticcases d u ringthe cou rse ofou rreview that re s u lte d in
actu alharm to patients (se e C ard iovascu larC linic, Infirm ary C are and M ortality R eviews), som e
ofwhichwere u nd erthe care ofthe form erM e d icalD irectorwho we u nd ers tand no longerworks
forW exford . H owever, there were s everalcase s ofm ism anagem ent by provid ers s tillworkingin
the s ys te m . This highlights the broad eriss u e oflack ofclinicaloversight bothlocally at the facility
given the vacant M e d icalD irectorposition, and centrally by W exford .

Sick callis cond u cted by non-registered nu rsing(R N )s taffand is lackingin qu ality. Segregation
sick call, also cond u cted by non-R N s taff, is not “sick call”bu t a“cellsid e triage,”becau se the
encou nter is cond u cted throu ghasolid s te eld oorand treatm ent is bas ed only on the patient’s
s u bjective com plaints withou t the benefit ofany physicalasse s s m ent.

Inm ate porters workingthe H ealthC are U nit have not beenappropriately trained ininfectiou s and
com m u nicable d isease s , blood -borne pathogens, bod ily flu id clean-u p, infirm ary room , bed s and
fu rnitu re cleaningand the appropriate sanitizingofinfirm ary bed d ingand linens.

The Intrasys te m proces s re s u lts in id entified problem s not beingad d re s s e d tim ely or in som e
ins tances, exis tingproblem s are not beingid entifie d .

There are significant problem s withad equ ate and tim ely follow-u p forpatients s ent offsite for
sched u led s ervices.

The lead ershipofthe C Q I program d o not have ad equ ate traininginC Q I m e thod ology.Therefore,
there is no evid ence that the program is u tiliz ed to im prove the qu ality ofcare at IR C C .

Findings

Leadership and Staffing

A t the tim e ofou rvisit, the H ealthC are U nit A d m inistratorhad been on m ilitary leave forayear
and ahalf. This m ilitary leave was d u e to end in approxim ately six m onths. D u ringthe leave, the
D irectorofN u rsingalso fu nctioned as the H ealthC are U nit A d m inistrator.The D irectorofN u rsing
had been in herposition forthree years. The M e d icalD irectorposition has been vacant since the
end of Janu ary. There is also avacant nu rse practitioner position. The program d oe s receive
approxim ately two d ays perweek fill-in from the M e d icalD irectorat the East M oline
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C orrectional Facility and an ad d itional two d ays per week from a fill-in nu rse practitioner.
A lthou ghthe D irectorofN u rsingappears to be very hard working, it is extrem ely d ifficu lt to fill
two fu ll-tim e lead ershippositions. W iththe ad d itionalabsence ofboththe M e d icalD irectorand
clinicalhou rs, there appear to be significant d elays withregard to chroniccare visits and other
clinicalas se s s m ents . It d oe s not appearthat there is ad equ ate clinicaloversight.

O thers taffingis liste d in the following

table:Table 1. Health Care Staffin

Position Current FTE Filled Vacant State/Cont.
M e d icalD irector 1.0 0 1.0 C ontract
StaffP hysician
N u rse P ractitioner 1.0 0 1.0 C ontract
H ealthC are U nit A d m . 1.0 1.0 M ilitary

LO A -2
yrs.

State

D irectorofN u rsing 1.0 1.0 0 C ontract
N u rsingSu pervisor
N u rsingSu pervisor
C orrections N u rs e I
C orrections N u rs e II
R egistered N u rs e 8.0 7.0 1.0 C ontract
License d P racticalN u rse s 12.0 12.0 0 C ontract
C ertifie d N u rsingA id e
H ealthInform ation A d m . 1.0 1.0 0 C ontract
H ealthInform ation A s sociate C ontract
P hlebotom ist
Rad iology Technician 0.30 0.30 0 C ontract
P harm acy Technician 2.0 2.0 0 C ontract
P harm acy Technician
O ffice A s sociate 1.0 1.0 0 State
StaffA s sis tant
C hiefD entis t 1.0 1.0 0 C ontract
StaffD entis t
D entalA s sis tant 2.0 2.0 0 C ontract
D entalH ygienist 0.5 0.5 0 C ontract
O ptom e try 0.20 0.20 0 C ontract
P hysicalTherapist
P hysicalTherapy A s s t.
Total 32 29 3

There are lead ershipiss u e s , in that the M e d icalD irectorposition is vacant, and the H ealthC are
U nit A d m inistrator(H C U A )has been onam ilitary leave ofabsence forapproxim ately two years.
The m ed icalcontractorD irectorofN u rsing(D O N )em ployee is m anagingthe healthcare program .
O thervacancie s are m inim al.
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A review ofm ed icalstaffcred entialingand licens u re ind icate s taffwho have be en appropriately
trained , are cu rrently licens e d and workingwithin theirrespective scopes ofpractice. W hile there
have been significant nu rsingvacancie s at otherfacilities , s even ofeight R N positions and 12of
12LP N positions are fille d .

O fconcern, withthe M e d icalD irectorvacancy and the long-term H C U A leave ofabsence, the
D O N repres ents the only healthcare lead ershipforthis large facility withabu s y healthcare u nit,
ye t she has been as signed by the m ed ical contractor as the site m anager. The site m anager
responsibilitie s are significant and s u bs tantially take away from herability to focu s onand m anage
the nee d s ofthe healthcare u nit.

Clinic Space and Sanitation

Illinois R iverC orrectionalC enteropened as new constru ction in O ctober1989. Since that tim e,
the facility has beenwellm aintained . The healthcare u nit (H C U )is alarge, well-lighted and well
m aintained bu ild ing. There is am od erate size d inm ate waitingareanearthe entrance, as wellas a
m ed ication ad m inistration wind ow and officer’s s tation. Fu rther in the H C U is the ou tpatient
nu rsingstation,rad iology su ite , d entalclinic,alarge m ed ication/storage room , three well-equ ipped
exam ination room s, an optom e try clinic, am ed icalrecord s d epartm ent, alarge well-equ ipped
u rgent care room , a15-bed infirm ary and m u ltiple office areas.

Intrasystem Transfers

W e reviewed 15record s ofpatients who entered the facility within the priorthree m onths. W e
attem pte d to s elect record s ofpeople withknown m ed icalproblem s. In eight ofthe 15record s , we
id entifie d significant problem s. The problem s inclu d e d lack ofid entification ofaproblem at the
tim e ofthe intrasys te m transferas wellas problem s withtim ely follow u pforid entifie d s ervice
need s .

Patient #1
This is a53-year-old who arrived at Illinois R iverC orrectionalC enteron2/26/14. H e had entered
the d epartm ent in O ctober2013. A t the tim e ofhis intake, he was id entifie d as havingchronic
obstru ctive pu lm onary d isease , acrom egaly, obstru ctive sleep apnea, hypertension, atrial
fibrillation, psoriasis and ahistory ofpriorheart attacks as wellas conge s tive heart failu re. O n
intake, his blood pres s u re was elevated at 142/98. H e had beenon C ou m ad inas atreatm ent forhis
atrialfibrillationbu t the m ed icationhad beend iscontinu ed at his requ e s t. A fterhe arrived at Illinois
R iverC orrectionalC enter, he was re s tarte d on the C ou m ad in on3/5/14. This patient was s e en for
his hypertensionchroniccare clinicon3/19;however, no otherchronicproblem s, ofwhichhe had
several, were ad d re s s e d .

Patient #2
This is a20-year-old patient withasthm awho entered the s ys te m on1/30/14and arrived at Illinois
R iver C orrectionalC enteron 2/26. H e was receivingbothasteroid inhalerand abetaagonist.
A lthou ghhe arrived at Illinois R iverin Febru ary, he has s tillnot been se en in the asthm achronic
care clinic.
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Patient #3
This is 40-year-old withhypertensionand d iabete s oninsu lin. H e also has gou t, althou ghthe gou t
is not liste d on the problem list. O n 4/17/14, he was s e en ford iabete s and hypertension bu t there
was no effort to follow u phis gou t. O n4/6, he appeared to have aflare-u pofhis gou t.

Patient #4
This is a63-year-old who entered the s ys te m on1/24/14and arrived at Illinois R iverC orrectional
C enter on 2/19. A t the tim e of entry, he was id entified as havingd iabete s type 2 as wellas
hypertension alongwithchronickid ney d isease . A lthou ghhe arrived at Illinois R iveron 2/19, he
d id not have his chroniccare clinicu ntilA prilofthis year. A t the tim e ofthe chroniccare visit,
his blood pres s u re was significantly elevated at 150/92 and ye t the hypertension was liste d as
consis tent withgood control. This is clearly an errorwhichres u lts in ad ecision not to change the
regim en orperform regu larblood pres s u re m onitoring.

Patient #5
This is a47-year-old who entered the s ys te m on 2/6/14and arrived at Illinois R iverC orrectional
C enteron 2/21. H e was id entified as havinghypertension, ahistory ofam otorvehicle accid ent
and ahistory ofalcoholabu se . O n ad m is sion, his blood pres s u re was 160/96and ye t his chronic
clinicvisit to ad d re s s the hypertension was not sched u led for m ore than am onthlater. This is
d e spite the fact that the blood pres s u re was elevated .

Patient #6
This patient entered the s ys te m on 2/19/13and arrived at Illinois R iver C orrectionalC enteron
2/21/14. H e is 52years old withtype 2d iabete s , hypertension, asthm aand hyperlipid em ia. A t the
tim e he entered , his blood pres s u re was 146/98. H e had d eveloped arash. A t sick callon2/26/14,
his blood pres s u re rem ained elevated at 162/106. The nu rse recom m end e d checkingthe blood
pres s u re d aily forfive d ays. The next evening, the patient pres ente d withtrem ors and the physician
was called and the patient was placed in the infirm ary. The patient was s e en the followingd ay by
the physician as sis tant and he was d ischarged to the hou singu nit. O n 3/18, his firs t chroniccare
clinicoccu rred , bu t only the hepatitis C and the d iabete s were m onitored . N eitherthe asthm a, the
hyperlipid em iaorthe hypertensionwere ad d re s s e d .

Patient #7
This patient entered the sys tem on1/24/14and arrived at Illinois R iverC orrectionalC enteron2/7.
H e is a44-year-old withhypertensionand asthm aas wellas m entalhealthproblem s. O n2/7, at his
chroniccare clinic, antihypertensives and asthm am ed ications were ord ered . O n 4/4, the patient
refu s e d the m ed ications and as ares u lt he was d ischarged from the chroniccare program . There is
no d ocu m entationofcou nselingby aphysicianregard ingthe risks and benefits .

Patient #8

This patient entered the s ys te m on 1/30/14and arrived at Illinois R iver C orrectionalC enteron
2/19/14. This is a45-year-old withahistory ofalcoholabu se , hypertension, abelow the knee
am pu tation on the left sid e , obstru ctive sleepapneaand right lu ngnod u le s . H e had acou ghand a
feverof101.8°,althou ghthe x-ray was norm al. H e was placed inthe infirm ary and d iagnosed with
influ enzatype A . H e was later s e en in the chroniccare clinicon 3/13. H is blood pres s u re was
elevated and this was correctly as s e s s e d . Eight d ays later, he pres ente d to sick callwitha
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com plaint oftarry s tools and abd om inalpain. A nLP N d ocu m ente d arectalexam . LP N s generally
d o not have eitherappropriate trainingorexperience to d o this exam . A physician shou ld have
beencalled and eitheranR N orP A shou ld have be en involved .

Medical Records

M any charts were inne ed ofthinning. P roblem s lis ts were oftennot cu rrent and were bu ried u nd er
the ord er shee ts . M A R s were not file d tim ely into the record s, whichm akes it im pos sible for
provid ers to evalu ate patients’m ed icationcom pliance.

W e learned that only the record s ofpatients who parole are “au tom atically” requ e s te d (by the
record s office)u pon theirretu rn to the sys te m . Forpatients who d ischarge (i.e., com plete their
sentence), it is u p to the receivinginstitu tion to requ e s t the record ;they are not au tom atically
su m m oned by the record s office. This fact was relevant in the case ofapatient withH IV infection
whose s tatu s went u nrecognized forseveralm onths afterhe was releas ed and reincarcerated (se e
patient [redacted] in the H IV s ectionofthis report). This willpre s u m ably be am oot point when
the electronicrecord goes live, bu t it is u nclearwhen this willbe and how m u chofthe old record s
willbe u pload ed to the electronicform at.

Nursing Sick Call

The facility u s e s an “arm y” s tyle oropen sick callsys te m forgeneralpopu lation inm ate s . This
m eans there are sick callsign-u pshee ts in eachhou singu nit. Inm ate s are inform ed that ifthe y
sign-u pforsick callby 6:00a.m ., they willbe taken to the healthcare u nit (H C U )and evalu ated
that sam e d ay. Inm ate s cou ld be evalu ated by eitheraR egistered N u rs e (R N )orLicense d P ractical
N u rse (LP N ) who wou ld u s e approved D epartm ent of C orrections O ffice of H ealth Services
treatm ent protocols.

Inm ate s in segregation s tatu s are offered sick calld aily, and the sick callis cond u cted in the
s egregation u nit by eitheraR N orLP N . The sick callencou nter, in actu ality, is a“face-to-face”
triage,inthat the nu rse lis tens to the inm ate’s com plaint throu ghthe solid s te elcelld oor.The nu rse
base s treatm ent orreferralonthe inm ate’s s u bjective com m ents . V ery rarely d oe s the nu rse requ e s t
the inm ate’s celld oorbe opened orto rem ove the inm ate from his cell. Ifthe nu rse d oe s requ e s t
that the inm ate be brou ght ou t ofhis cellforfu rtherass e s s m ent, the only room available is the
s egregation Lieu tenant’s office, whichis not equ ipped as an exam ination room . A s are s u lt, in
segregation, nu rse sick callplans oftreatm ent are form u lated withou t the benefit ofathorou gh
asse s s m ent whichm ay inclu d e the nee d foraphysicalexam ination.
A d d itionally, asick callencou nter throu ghasolid s te eld oorprovid e s forno confid entiality of
patient m ed icalinform ation.

Fifte engeneralpopu lation sick callm ed icalrecord s were reviewed .

1. Thirteen ofthe patients were evalu ated by aR N , and two were evalu ated by anLP N .
2. Fifte en ofthe encou nters inclu d e d the u s e ofanapproved pre-printed protocolform .
3. Fifte en ofthe encou nters inclu d e d d u rationand good history ofthe com plaint.
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4. Fou rte en ofthe 15encou nters inclu d e d vitalsigns inclu d ingaweight;two of14, even
thou ghvitalsigns were collected , had no tem peratu re record ed , and atem peratu re was
ind icated bas ed on the natu re ofthe patient com plaint.

5. Fifte en ofthe encou nters inclu d e d ad ocu m ente d exam ination.
6. Ten ofthe encou nters re s u lte d inareferralto the physicianorm id levelprovid er.

Chronic Disease Management

There are anu nknownnu m berofinm ate s enrolled inthe chronicd is ease program . The d is tribu tion
in clinics is as follows:

 C ard iac/H ypertension(258)

 D iabete s (90)
 GeneralM e d icine (133)
 H IV Infection/A ID S (15)
 Liver(82)
 P u lm onary C linic(125)
 Seizu re C linic(36)
 TB Infection(8)

Labs are u s u ally d rawn tim ely priorto the clinics. C linics were occu rringtim ely u ntilthe recent
s taffvacancie s. O nly one problem at atim e is typically ad d re s s e d d u ringachroniccare clinicvisit,
thou ghthere were afew case s in whicham u lti-clinicform was u s e d . W e note d m u ltiple case s
whereinpatients were s e en foraparticu lard isease clinicwithevid ence ofpoorcontrolofanother
d is ease bu t the other d isease was not ad d re s s e d . In ou ropinion, allchronicd isease s shou ld be
ad d re s s e d at eachchroniccare clinicvisit.

For“keepon person”m ed ications, the nu rse s generate an M A R eachm onth, u pon whichthe y
write inthe d ate that eachm ed icationwas last received by the patient.There is, therefore,asys te m
in place to id entify when patients d on’t requ e s t m e d ication refills tim ely. H owever, there is no
m echanism by which this inform ation is rou te d back to the provid ers. Rather, patients’
noncom pliance goes u nad d re s s e d u ntilthe next chroniccare clinic. This was confirm e d withone
ofthe R N s on site who s tate d that when they qu e s tioned the last M e d icalD irectorabou t this, the y
were told the com pliance iss u e cou ld wait u ntilthe next chroniccare clinic.

Cardiovascular/Hypertension

W e reviewed s even record s of patients enrolle d in the clinicand fou nd opportu nitie s for
im provem ent in allcase s . R ecord review reveale d agenerald isinclination to ad d re s s elevated
blood pres s u re read ings. W henprovid ers ord ered blood pres s u re checks, they often d id not review
the read ings. The D O N confirm ed that there is no s ys te m in place to rou te the blood pres s u re
read ings back to the ord eringprovid er.

In the cou rse ofreviewingrecord s forotherclinics, we id entified an ad d itionalcase whichwas
very problem atic(patient #1below). This patient was not enrolled in the card iovascu larclinicbu t
had ad evastatingad verse ou tcom e as ares u lt ofatrialfibrillation, and so is d iscu s s e d here.
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Patient #1
This a26-year-old m an who arrived at IR C C on 11/16/12. H e reporte d ahistory ofs eizu re s and
atrialfibrillationwithpriorcard ioversion, whichare d ocu m ente d onhis problem list.

O n7/2/13, acod e 3was called to the u nit forbreathingproblem s and heart palpitations. The nu rs e
note d his history ofatrialfibrillation withcard ioversion. A n EC G showed norm alsinu s rhythm
witharate of83. H e also com plained ofd iz zines s and increased u rination. The nu rse’s note state s
that the P A was on site to evalu ate the patient bu t there was no note from the P A . A u rine sam ple
was obtained and the patient was treate d withB actrim .

O n7/6, the patient was transporte d to the H C U withshortne s s ofbreathand palpitations. H is heart
rate was 98and blood pres s u re 144/82. The EC G showed sinu s rhythm . The d octorwas consu lte d
and she recom m end e d apsychiatricevalu ation foranxiety and to follow u pas need e d .

O n7/11, the P A saw the patient in follow u pofthe Ju ly 2nd event bu t ad d re s s e d only the u rinary
sym ptom s and conclu d e d he had aresolved U TI.

O n11/1, he was s e enby the LP N to requ e s t that “atrialfibrillation”be placed onhis nam e bad ge.
H e was referred to the physician who told him that he had no evid ence ofatrialfibrillation.

O n 1/9/14, a cod e 3 was called to the u nit for an episod e of u nre sponsivene s s with rapid
re spirations. H is blood pres s u re was 190/102and heart rate was 106. The nu rs e note d his history
ofatrialfibrillationand ofseizu re s . H is EC G showed sinu s rhythm . Fou rte enm inu te s laterhe was
d e scribed as alert and oriente d . H e was s e en by the P A that d ay, who also note d the history of
seizu re s and ofatrialfibrillationwithtwo priorcard ioversions. The P A conclu d e d that the incid ent
m ay have beenaseizu re, placed him in the infirm ary overnight, and s tarte d him on D ilantin.

O n 5/4, the patient was s e en forches t pain, shortne s s ofbreathand left sid e d weaknes s withleft
faciald roop. H e was s ent ou t withaconfirm ed s troke and received T P A . H e was s tillhospitalize d
at the tim e ofou rreview on5/6/14.

R eview ofpriorjailrecord s confirm ed ahistory ofatrialfibrillationforwhichhe was card ioverte d
in Ju ne 2012and placed on warfarin. H owever, he d eveloped aright thighhem atom ain A u gu s t
and the warfarinwas held . It was not re s u m e d priorto his transferto N R C .

Opinion:This is atragiccase ofavery you ngm an who su ffered ad evastatingevent whichwas
preventable withthe appropriate treatm ent (anticoagu lation). The patient reporte d his history of
atrialfibrillation and card ioversion m u ltiple tim e s throu ghou t his s tay in ID O C , and this history
cou ld have been read ily valid ated by m ed icalstaffhad they bothered to review his jailrecord s .

Patient #2
This is a58-year-old m an withtype 2d iabete s , hypertension, hyperlipid em iaand coronary artery
d is ease withhistory ofbypas s s u rgery who arrived at IR C C on10/28/11.
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O n5/9/13, he was s e enin d iabete s clinic. H is blood pres s u re was 152/88, bu t was not ad d re s s e d .

O n 7/12, he was s e en in card iacclinic. H is blood pres s u re was 164/82, whichwas rated as fair.
The d octornote d , “IM wants to work on d iet,” and d id not ad ju s t his m ed ications. Labs were
ord ered for10/25and afollow-u pvisit for11/1, as wellas weekly blood pres s u re checks. Thes e
were d ocu m ente d in the chart as:144/76, 156/90, 158/88, and 176/96. There is no evid ence that a
provid erreviewed orre spond ed to the s e inany way.

O n 9/9, he was s e en in d iabete s clinic. The blood pres s u re was 150/90at this visit bu t was not
m entioned orad d re s s e d .

O n11/1, he was s e en incard iacclinic. H is blood pres s u re was 164/84and one ofhis m ed ications
was increas ed . A t this visit he s tate d that it “feels like som e thingis m ovingin m y ches t.”. This is
not d e scribed fu rther. The d octor ord ered ache s t x-ray, which was d one on 11/4 and was
u nrem arkable. W hen she saw him back at D SC on 11/15forthis, his blood pres s u re was 146/82
bu t not m entioned .

The m os t recent M A R s in the chart were Janu ary 2014. W e obtained the s u bsequ ent M A R s and
reviewed them . The patient d id not pick u pone ofhis m ed ications in Febru ary.

Opinion: This patient’s blood pres s u re has not beenad d re s s e d ad equ ately. O rd eringblood pres s u re
checks is not u s efu lifthe provid erd oe sn’t review and re spond to them .

Patient #3
This is a46-year-old m an withhypertension, hyperlipid em ia, d iabete s and H IV infection. H e has
been se en tim ely in card iacclinicforhypertension and hyperlipid em ia. H is blood pres s u re has
been elevated at every clinicalencou nter so farthis year, bu t no m ed ication changes have been
m ad e. A t the 1/7/14d iabete s clinic, his blood pres s u re was 150/90bu t not com m ente d u ponby the
P A . A t the 1/28H IV telem ed icine visit, his blood pres s u re was 140/84bu t again not m entioned .
A t the 3/12chroniccare clinicvisit,his blood pres s u re was 144/90and 130/94,ye t his hypertension
was rated as good controland no m ed icationchanges were m ad e.

Opinion:This patient’s blood pres s u re has not beenad d re s s e d ad equ ately.

Patient #4
This is a67-year-old m an withd iabete s , hypertension, hyperlipid em iaand atrialfibrillation for
whichhe is anticoagu lated . The latterd iagnosis is not on the problem list.

O n 7/26/13, he was s e en in hypertension clinicwith a blood pres s u re of 108/62 and his
hyd rochlorothiazid e was increased from 12.5to 25m g/d .

Opinion:This patient’s blood pres s u re m ed ication shou ld not have been increased given his
relatively low blood pres s u re. It appears that this m ay have been an error, as the d octord id not
ind icate that she intend e d to increase the d os e .

Patient #5
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This is a41-year-old m anwithhypertension, hyperlipid em ia, asthm aand apros the ticheart valve .
O n10/10/13, he was s e en in asthm aclinic. H is blood pres s u re was 158/84bu t not ad d re s s e d .

O n 11/4, he was s e en in hypertension clinic. H is blood pres s u re was 142/90, bu t no m ed ication
changes were m ad e.

There were no fu rtherchroniccare note s in the chart. H yperlipid em iawas not ad d re s s e d at any
chroniccare clinic. H is electrolyte and lipid panels have not beenchecked in overayear.

Opinion:This patient’s hypertensionand hyperlipid em iahave not beenad equ ately ad d re s s e d . H e
is overd u e forachroniccare visit and blood work.

Patient #6
This is a51-year-old m an withhypertension, s eizu re s and hepatitis C infection who arrived at
IR C C on3/8/13. H is blood pres s u re has been elevated forthe m ajority ofhis tim e at IR C C . B lood
pres s u re checks were ord ered on severaloccasions bu t it d oe s not appear that the re s u lts were
reviewed by aprovid eroru s e d form ed icald ecision m aking.

R eview ofthe M A R s d e m ons trate s that he d id not pick u phis blood pres s u re m ed ication from
D ecem ber2013to M arch2014.

Opinion:There is no evid ence that the blood pres s u re checks are reviewed by the provid eroru s e d
for clinical d ecision m aking. Evid ently the provid er is not reviewingthe M A R s to evalu ate
m ed icationcom pliance.

Patient #7
This is a38-year-old m an withhypertension, hyperlipid em iaand H IV infection who arrived at
IR C C on9/12/12. O n3/19, 7/17, and 11/6/13, he was s e en in chroniccare clinicforhypertension
and hyperlipid em ia. H e was u nd ergood control,withlabs d rawntim ely priorto the visit. H owever,
review ofM A R s shows s u bs tantiallapse s in m ed ication continu ity since his last clinicvisit in
N ovem ber2013.

Opinion:This patient shou ld be s e eninchroniccare clinicand his m ed icationcom pliance clarified .

Patient #8
This is a55-year-old m an who arrived 1/15/13withahistory ofhypertension and seizu re s . H is
baseline clinicwas 1/24/13.

O n3/11,he com plained that he cou ld not swallow his blood pres s u re pill, so the physicianswitched
him to terazosin, s tartingat 2m g/d and taperingu pto 10m g. This was his only blood pres s u re
m ed ication.
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O n 3/27, he was s e en in hypertension clinicwithablood pres s u re of132/84. This was rated as
good control, bu t hyd rochlorothiazid e was ad d e d . B lood pres s u re checks were obtained ;50% of
the read ings were above goal. O n5/14, he was s e en forfollow-u pand atenololwas ad d e d .

O n8/15, he was s e en in seizu re clinic. H is blood pres s u re was 150/96bu t was not ad d re s s e d .

O n11/19, he was s e en in hypertensionclinic. H is blood pres s u re was 150/90and he reporte d that
he had not takenhis terazosininoverthree weeks . The m ed icationwas d iscontinu ed and the other
two were continu ed u nchanged . B lood pres s u re m onitoringwas ord ered as wellas afollow u pin
three weeks . Two ofsix read ings were high, withthe last read ingbeing210/40, whichprom pted
the nu rse to notify the d octor,who ord ered as tat d os e ofclonid ine. The repeat blood pres s u re after
clonid ine was 160/90and he was s ent back to the u nit.

O n 12/2, his blood pres s u re was 180/110. O n repeat it was 142/88and the patient com plained of
che s t pain. The nu rse followed the ches t pain protocoland d iscovered that he’s had two d ays’
worthofches t tightne s s , e specially when he lie s d own. The pain was relieved by sittingu p. She
d id not notify aprovid erd e spite the fact that the protocols tate s that the provid ershou ld be notified
forallcase s .

The next d ay he was s e en in seizu re clinic. A t this visit, his blood pres s u re was 160/104and he
was ad m itte d to the infirm ary afterbeinggivenas tat d os e ofclonid ine. Lisinoprilwas ad d e d . H e
was d ischarged the next d ay.

Opinion:This patient shou ld have beenreferred to aprovid erforhis com plaints ofches t pain. The
approachto this patient’s care has been lackingin continu ity. T erazosin is not recom m end e d as a
first line blood pres s u re m ed ication.

Diabetes

The m os t recent aggregate d ataat the tim e ofou rvisit reflected that 55% ofpatients s e en within
the last fiscalyearwere wellcontrolled (A 1c< 7%), and 12% were u nd erpoorcontrol(A 1c>
9%). W e reviewed five record s ofpatients enrolle d in the d iabete s clinicand fou nd opportu nitie s
forim provem ent in the two case s d e scribed below.

Patient #9
This is a53-year-old m an withpoorly controlled type 2d iabete s , hypertension, hyperlipid em ia
and hypothyroid ism . H is care over the past year has be en com plicated by noncom pliance with
m ed ications. H e was s e en in d iabete s clinicon 5/7/13, at whichtim e his A 1cwas 9.2% (goal<
7%). It was note d that he had stopped takingone ofhis d iabete s m e d ications inD ecem ber.(Fu rther
review revealed that he had actu ally reporte d this to the sam e provid ereight m onths earlier.)There
was no exploration into why the patient s topped his m ed ication.

O n 7/25, he was s e en by the nu rse for“pres sing”che s t pain forthe last 24hou rs, whichstarte d
withactivity and was d e scribed as constant and m od erate inseverity. H e was d e scribed as clam m y,
grim acingand whe ezing. The EC G showed new changes in the anteriorlead s . The com pu ter’s
interpretationwas “cannot ru le ou t anteriorinfarct, age u nd e term ined .”The d octorwas contacted
and gave ord ers to give him ad ose ofM aalox and s end him back to his u nit.
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The physician saw him in follow u pofthis event laterthat afternoon and note d “no m ore ches t
pain – relieved by M aalox...GER D ?”She ord ered no fu rtherwork u p. She had recently (7/17)
signed labs showinginad equ ately controlled lipid s (choles terol227, LD L 162), bu t d id not ord er
treatm ent orafollow-u pappointm ent.

H e was s e en next in d iabete s clinicon 9/11. H is A 1cwas worse at 9.5%. H e was d e scribed as
“generally noncom pliant,”whichwas not explored fu rther. N o m ed icationchange s were m ad e.

O n 1/21/14, he was s e en in d iabete s clinicby the P A . H is A 1cwas som ewhat better at 8.4%.
C hole s terolm ed ication was ad d e d . There were no fu rther chroniccare note s;the patient was
sched u led to be s e en on5/12/14.

The m os t recent M A R in the chart was Janu ary’s. W hen we requ e s te d the m ore recent one s , only
A pril’s cou ld be fou nd . It ind icated that the patient was com pliant withinsu lin line m os t ofthe
tim e and was pickingu phis oralm ed ications.

Opinion: This patient’s card iovascu larrisk is qu ite high;com plaints ofches t pain shou ld therefore
be pres u m e d card iacu ntilproven otherwise. A lthou gh the patient is repeated ly d e scribed as
noncom pliant, the M A R s d o not s e e m to reflect this. The statu s ofhis m ed icationcom pliance and
his card iacsym ptom s shou ld be explored fu rther.

Patient #10
This is a58-year-old m an withtype 2d iabete s , hypertension, hyperlipid em iaand coronary artery
d is ease withhistory ofC A B G x 3who arrived at IR C C on10/28/11.

O n5/9/13, he was s e en in d iabete s clinic. H is A 1cwas 9.7% and his m ed ications were increased .
A repeat A 1cwas ord ered for8/26/13withfollow u pin d iabete s clinicon9/9.

O n 9/9, his A 1cwas no better. The P A acknowled ged his poor d iabete s control, ye t m ad e no
changes to the regim en. A follow-u pvisit was ord ered for1/8/14withlabs on12/19/13.

O n 1/8/14, his A 1cwas 8.8% and his m ed ication was increased . Follow-u pwas ord ered for5/6
withlabs on4/23. There were no labs forthat d ate file d in the healthrecord as ofou rvisit on5/5.
H e d id have an A 1con3/28, whichwas u nchanged .

M A R s d e m ons trate that he has beencom pliant withinsu lin.

Opinion: This patient has m ad e very little progres s in the past yearwithregard to his d iabete s
control. P erhaps he shou ld be s e en m ore frequ ently.

General Medicine

W e reviewed the anticoagu lation d ataas one of the s u rrogate ind icators for this clinic. M os t
patients on C ou m ad in spent the m ajority oftim e within the therapeu ticrange over the last 3-4
m onths. W e s elected three charts at rand om to review. In none ofthe record s d id the provid ers
qu ery the patients regard ingbleed ingcom plications;in two ofthe record s there was no s u bjective
inform ationat allat one orm ore clinicvisits . C linics occu rred tim ely in two ofthree
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cases;however, inone ofthe two “tim ely”case s , the reason foranticoagu lation(atrialfibrillation)
was neverm entioned at any ofthe clinicvisits . Infact, the patient’s heart was d e scribed as “R R R ”
(regu larrate and rhythm )at every clinicalencou nter.

HIV Infection/AIDS

W e reviewed fou rrecord s (27%)ofpatients enrolled in the H IV clinic. The patients were s e en
tim ely by the ID telem ed icine physician in three offou rcase s , and in generallabs were d rawn
tim ely priorto the s e visits . A s is the case in allthe otherfacilities we visited , onsite provid ers are
com pletely u ninvolved in m onitoringpatients’H IV d isease . A ntiretrovirals are d irectly observed
therapy at IR C C , theoretically allowingfor reliable m onitoringof m ed ication com pliance. If
M A R s were filed tim ely into the record s , this m ight be m ore likely to occu r.

Patient #11
This is a25-year-old m anwho was newly d iagnosed withH IV infection u ponhis intake to ID O C
in D ecem ber2013. H e was s e en by ID telem ed icine on1/7/14. A s his viralload was u nd e tectable
and his C D 4cou nt was norm al, treatm ent was not recom m end e d . H e was transferred to IR C C on
1/29and has not been se en by aprovid ersince his arrival.

Opinion:This patient shou ld be s e en period ically by the facility physician consid eringhis
d iagnosis.

Patient #12
This is a46-year-old m an withhypertension, hyperlipid em ia, d iabete s and H IV infection. H e has
been se en tim ely in H IV telem ed icine with labs d one tim ely prior. H is H IV d isease is well
controlled . R eview of M A R s reveals blanks for five consecu tive d os e s of two of his H IV
m ed ications in Janu ary. The Febru ary and M archM A R s were not in the chart.

Opinion:There shou ld be no blanks on the M A R . Is im pos sible to tellifthere was m ed ication
d iscontinu ity. M A R s ne e d to be filed in the chart tim ely so provid ers can review m ed ication
com pliance.

Patient #13
This is a31-year-old m anwithH IV infection, whichis not liste d onhis problem list. H e had been
known to be H IV + d u ringapriorincarceration in 2012. H e was released in D ecem ber2012and
was reincarcerated in M arch2013. A t intake, his H IV infectionwas not recogniz ed and he refu s e d
H IV te stingbothat N R C and u pon transferto IR C C in M ay 2013. There was no evid ence in the
chart that anyone at IR C C realized he was H IV +, ye t the chroniccare nu rse ord ered H IV labs on
7/19/13and the patient saw the ID telem ed icine physician on 7/31. A s ares u lt ofthis visit, his
m ed ications were re s u m e d and asix week follow-u p was ord ered bu t d id not occu r for three
m onths. Thereafterhe was s e en tim ely withlabs priorto the visits .

Opinion:D e spite havingaknownd iagnosis ofH IV infection, this patient’s s tatu s went apparently
u nrecogniz ed forthe firs t fou rm onths ofhis incarceration. W e learned that this d elay was likely
d u e to the fact that there is no m echanism inplace to au tom atically requ e s t old record s ofpatients
who are reincarcerated ;only thos e who are parole violators are au tom atically requ e s te d .
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Liver

The nu rse as signed to hepatitis C clinicis extrem ely knowled geable and wellorganized . There
were two patients ju s t finishingtreatm ent at the tim e ofou rvisit. The clinicse em ed to be ru nning
well. N o is s u e s were note d .

Pulmonary Clinic

W e reviewed the aggregate d ataforFY 2012, 2013and 2014to d ate. Intere stingly, there were 0
patients rated as poorcontroloverthe last 21/2years. W e find this d atasom ewhat d u biou s , as it is
not inkeepingwithsim ilarstatis tics in othercorrectionalsys te m s orin the com m u nity at large. It
is likely that at least part ofthe problem is the way the treatm ent gu id eline s are written. Thes e
gu id elines speak only to asthm a, ye t alarge portion ofpatients enrolled in the clinicactu ally have
C O P D , whichis aseparate and d is tinct d isease , the treatm ent ofwhichd iffers in im portant ways
from the treatm ent ofasthm a.

The gu id eline appears to be based partly onthe N ationalH eart,Lu ng,and B lood Ins titu te (N H LB I)
Expert P anel R eport 3 (EP R 3). For exam ple, the s ection on ass e s singsym ptom severity is
consis tent withthe N H LB I recom m end ations, bu t the ass e s s m ent ofcontrolis not. Forexam ple,
the ID O C gu id eline allows patients who u s e u pto afu llcanisteroftheirrescu e inhalerm onthly
(whichaverage s 1-2dose s perd ay)to be d e em e d u nd ergood control, while the N H LB I gu id eline s
rate good controlas no m ore than twice weekly. The N H LB I gu id eline s also take into accou nt
ad d itionald ata, s u chas s ym ptom interference withnorm alactivity and peak flow m onitoringwhen
ass e s singd egree of control. W e recom m end that the d epartm ent ad opt this s trategy. W e also
recom m end the d epartm ent m im icthe N H LB I inits controlterm inology of“well,”“not well,”and
“very poorly”controlled ratherthan “good , fair, poor”control, in ord erto heighten awarene s s of
the nee d to m od ify therapy forallcategories that are le s s thanwellcontrolled .

Pharmacy/Medication Administration

B oswellP harm aceu ticals, located in P ennsylvania, provid e s allprescription and over-the-cou nter
m ed ications for the facility. B oswell is license d as a W holesale D ru gD istribu tor/P harm acy
D istribu tor. The s ervice is a“fax and fill” sys te m , whichm eans new prescriptions faxed to the
pharm acy by 1:00p.m . willarrive at the facility the next d ay, and refillprescriptions faxed by 10
a.m . willbe received the next d ay. Eitherthe localW algreens s tore orthe localhospitalis the back-
u ppharm acy forobtainingm ed ication whichis ne ed e d im m ed iately and is not available in stock.
P atient specificprescriptions, s tock prescriptions and controlled m ed ications arrive packaged in a
30-d ay bu bble pack. O ver-the-cou nterm ed ications are provid ed inbu lk by the bottle, tu be, etc.The
m ed icationpreparation/storage areais s taffed withone fu ll-tim e pharm acy technician, and B oswell
provid e s aconsu ltingpharm acist to com e on-site once am onthto review prescription activity, to
as s e s s pharm acy technicianperform ance and techniqu e and to d e stroy ou td ated orno longerneed e d
controlled m ed ications pu rs u ant to the requ irem ents ofthe Fed eralD ru gA d m inistration(FD A )and
D ru gEnforcem ent A gency (D E A ). Inspection ofthe m ed ication preparation/storage areareveale d
alarge, clean, well-lighted and well-m aintained area. A n interview withthe pharm acy technician
revealed a knowled geable ind ivid u al with several years workingas a pharm acy technician.
Inspection ofthe areaind icated tight accou ntingofcontrolled m ed ications, bothstock and retu rn
item s , nee d le s/s yringes, sharps/instru m ents and
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m ed icaltools. A rand om inspectionofperpetu alinventories and cou nts ind icated allwere correct.
A com plete inventory is cond u cted and verifie d weekly. A d d itionally inspection ofthe perpetu al
inventories and cou nts in the infirm ary m ed ication room verified all were correct. Thes e
inventories are verifie d eachshift by on-com ingand off-goinginfirm ary nu rsingstaff.

A llprescriptions, controlled m ed ications, s yringe s, nee d le s and other sharp tools are ord ered ,
received and inventoried by the pharm acy technician. O nce received and cou nts verified , eachof
the item s is ad d e d into the item specificperpetu alinventory. Item s placed in “back stock”are
s tored withinlocked cabinets orthe vau lt,bothofwhichare insid e the locked and re s tricted acces s
pharm acy storage room . The perpetu alinventories forallitem s located in the locked cabinets are
cou nte d and verified eachshift by on-com ingand off-goingnu rsingstaff. The vau lt inventorie s
are verified weekly by the D irector of N u rsingand the pharm acy technician. The crash cart
inventory is verified weekly or any tim e the plasticsecu rity s eal is broken. The controlled
m ed ication “back stock” perpetu alinventory is verified ad aily. The perpetu alinventories for
controlled m ed ication in “front orworkingstock”is verified eachshift by an oncom ingand off-
goingnu rsingstaffm em ber.

A cces s to the m ed ication s torage room is re s tricted to nu rsingad m inistration, nu rsingstaffand the
pharm acy technician. The pharm acy technician and nu rsingad m inistration are requ ired to d raw
keys to theirareaat the beginningofeachshift and re tu rn the keys when leavingat the end oftheir
shift. In the event they wou ld leave institu tionalgrou nd s withtheirkeys , they are contacted by
facility arm ory personnelto im m ed iately re tu rn to the ins titu tion. N u rsingstaffpass theirkey rings
to one another between shifts . K e ys to the m ed ication s torage room and locked cabinets are
re s tricted to nu rsingad m inistration, nu rsingstaffand the pharm acy technician. K eys to the “back
stock” vau lt are re s tricted to the D irector of N u rsingand pharm acy technician. R efrigerator
tem peratu re s are m onitored and d ocu m ente d d aily.

D ose-by-d os e m e d icationis ad m inistered by license d nu rsingstaff. Inm ate s are m oved to the health
care u nit in m ed icationlines two tim e s ad ay to receive theirm ed ication. N u rsingstaffad m inisters
d irectly from the patient specificblisterpack and im m ed iately d ocu m ents the ad m inistration or
refu sal on the patient specificm ed ication ad m inistration record (M A R ). P atients refu sing
m ed ication are requ ired to sign arefu salform at the tim e ofrefu sal. M e d ication is d elivered to
inm ate s in the s egregation u nit and ad m inistered d os e-by-d os e at cellsid e. N u rsingstaffobtains
one d os e of m ed ication from the patient specificblister pack and places it in apillenvelope
appropriately labeled withthe patient’s nam e and nu m ber, the nam e ofthe m ed ication, strength,
d osage and tim e to be ad m inistered . The nu rse carries the envelopes to the s egregation u nit and is
e scorte d by secu rity s taffcellto cell. A t eachcell, the s ecu rity s taffm em beropens the solid cell
d oorfood tray slot. The inm ate is requ ired to com e to the celld oor, show his id entification card ,
s tate his nam e and have som e thingto d rink. The nu rse positively id entifies the inm ate, gives him
the m ed ication throu ghthe food tray slot, observes inges tion and perform s am ou thinspection.
W hen com plete d , the nu rse retu rns to the healthcare u nit and d ocu m ents ad m inistration orrefu sal
ofthe m ed icationon eachpatient specificM A R .

Laboratory

Laboratory services are provid ed throu ghthe U niversity ofIllinois-C hicago H ospital(U IC ). The
com prehensive services m ed icalcontractorprovid e s 0.75FTEs phlebotom y positions to d raw

M ay 2014 Illinois RiverC orrec tionalC enter P age 17



and prepare the sam ple s fortransport to U IC . The ind ivid u alis onsite M ond ay throu ghFrid ay for
approxim ately six hou rs each d ay. R e s u lts are electronically transm itte d back to the facility,
generally within 24hou rs viasecu re fax line located in the m ed icald epartm ent. U IC reports both
to the facility and the Illinois D epartm ent ofP u blicH ealthallreportable case s . There is acu rrent
C linicalLaboratory Im provem ent A m end m ent (C LIA )waivercertificate that expires Janu ary 27,
2015, on file. There were no reports ofany problem s withthis s ervice.

Unscheduled Offsite Services

W e reviewed fou rrecord s ofwhichtwo contained problem s.

Patient #1

This is a31-year-old withahistory ofalcoholabu s e , anem iaand u lcerative colitis. O n3/24/14, he
pres ente d askingforhis m ed icationu s e d to treat u lcerative colitis. H e received it on3/25;however,
he had ru n ou t ofthe m ed icine on 2/10whichshou ld not have occu rred . H e end e d u pbeingsent
ou t afew d ays laterwhenhe pres ente d withasore throat and was fou nd to have atonsillarabsces s .
H is te m peratu re was 101.3°and his pu lse rate was 120. H e was given an injection ofantibiotic
and was also given s teroid s to red u ce the swelling. H e was s ent back to the ins titu tion on both
antibiotics and s teroid s . U pon retu rn, he was placed in the infirm ary and released the following
d ay.

Patient #2
This is a41-year-old who arrived inthe s ys te m on7/7/11. A t that tim e,he was fou nd to have aright
u pper extrem ity neu ropathy second ary to agu nshot wou nd . O n 3/14/14, he was s ent to the
em ergency room aftercom plainingofches t painat the m id -che s t whichstarte d while he was at re st.
H e also felt apres s u re alongwithhead ache and d izzine s s . N othinghad beenable to relieve the pain.
A t that tim e, his vitalsigns were norm aland his electrocard iogram showed nonspecificST and T
wave abnorm alities as wellas aprolonged Q T phase and anaccelerated ju nctionalrhythm . H e was
givenaspirinand nitroglycerinand sent to the em ergency room .There is no em ergency room report
in the chart. H e retu rned laterthat d ay and at the tim e ofretu rn had norm alvitalsigns and he was
placed in the infirm ary for24-hou robservation. H e was s e en by the physician the next d ay in the
m orningand d ischarged to the hou singu nit onnitroglycerin. H e was also referred forastre s s te s t.
The stre s s te s t that was ord ered was not approved throu ghthe collegialreview proces s. O n3/30,he
again com plained ofches t pain. H e was placed in the infirm ary and then released to the hou sing
u nit. H e had not been se en ye t inachroniccare clinic.

Scheduled Offsite Services

W e reviewed 10record s ofpatients s ent ou t foreitherconsu ltations orproced u re s . O fthose 10,
five contained problem s, m os tly related to tim ely follow u p.

Patient #1
This is a 63-year-old who arrived in the s ys tem 1/28/13 with GER D , hyperlipid em ia and
hypertension. H e had firs t reporte d blood in his s tools in Ju ne 2013. W e cou ld not find anu rs e
screenonintake and his record from the H illC orrectionalC enter,where he had beenin Ju ne 2013,
apparently is not locatable. O n3/23/14, he was referred to colorectalsu rgery. A
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colonoscopy revealed apos teriorrectalm as s and aC T ofthe che s t, abd om enand pelvis were also
ord ered . O n the C T scan, no nod e s were fou nd . A n u ltrasou nd ofthe rectu m has been ord ered and
willbe perform ed next week. It appears that this patient m ay have atu m or, the d iagnosis ofwhich
m ay have been d elayed .

Patient #2
This patient is a57-year-old with pepticu lcer d iseas e , colitis , C rohn’s d is ease , anem iaand
GER D . H e was s ent ou t on 2/13/14foracolonoscopy. The report ind icate s large ps e u d o polyps
withou t colitis. H e has beenm aintained onR em icad e by the gastroenterology specialist. A lthou gh
he has been receivingR em icad e, m os t recently on 4/21, there is no d ocu m entation in the record .

Patient #3
This is a25-year-old who arrived 2/2/13. H e has be en d iagnosed with te s ticu lar cancer with
m etas tasis to the pu lm onary valve. H e has had aleft orchiectom y and he also had s u rgery to rem ove
the m e tas tasis to the pu lm onary valve. H e also have ad ecu bitu s overhis coccyx. H e has been told
that no m ore chem otherapy canbe provid ed . This patient shou ld be acand id ate form ed icalparole.

Patient #4
This is a33-year-old who had no chronicproblem s who was sent ou t on 3/20/14forabiopsy of
hyperplastictiss u e on his lowerlip. The biopsy report s u gges ts apapillom aofthe lowerlipand
this was excis ed on3/20. H owever, there has been no follow u p.

Patient #5
This is a41-year-old withno chronicproblem s, s ent ou t forA chille s tend onrepairon3/28/14. H is
inju ry occu rred on3/1while he was playingbaske tball. H e has had his repairon3/28, ye t there is
no s u rgicald ocu m entation in the record .

Unscheduled Offsite and Onsite Visits

W e reviewed 10record s ofwhichfou rwere problem atic. The type s ofproblem s we id entified
inclu d e d lack of tim ely continu ity ofcare, lack of tim ely onsite visits and lack ofappropriate
referrals.

Patient #1
This is a41-year-old who had no chronicproblem s who pres ente d on3/14/14com plainingofches t
pain. A t that tim e, his vitalsigns were norm aland an EK G was d one whichshowed aslow heart
rate. The physicianwas called and he ord ered aspirinand nitroglycerinand then sent the patient to
the hospital. W hen the patient retu rned , the physicianord ered that he be placed in the infirm ary to
be s e en by the physician the next d ay. H e was s e en by the physician and at that tim e was
asym ptom atic, and so he was d ischarged to the hou singu nit. H is em ergency room report
recom m end e d as tre s s te s t as soon as pos sible. O n 3/30, he again pre sente d withche s t pain and
was placed in the infirm ary. The s tre s s te s t was d enied by the collegialreview proces s and the y
ind icated ins tead he shou ld be m onitored onsite . There was no referralforthe chroniccare clinic
d espite his slow heart rate and repeated ches t pain.

Patient #2
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This is a35-year-old withscoliosis and eczem a. O n 3/18/14, he pres ente d withsym ptom s ofhis
heart racing, his pu lse was 105and he perceived the fe elingofheart spasm s. A n EK G was d one
and it showed asinu s arrhythm ia.The physicianord ered him to re tu rn to the hou singu nit bu t there
has be en no follow-u pand he has not been s e en since.

Patient #3
This is a 38-year-old with no chronicproblem s. O n 2/5/14, he com plained of che s t pain
exacerbated by breathingd eeply. H is vitalsigns were norm alas was his electrocard iogram . The
physician was contacted and he ord ered apain m ed icine and that the patient be placed in the
infirm ary forobservation. The pain was relieved by the pain m ed icine and he was releas ed to his
hou singu nit to be followed u pinone week. The follow u pby the physician neveroccu rred .

Patient #4
This is a48-year-old withhypertension and type 2d iabete s as wellas aseizu re d isord erand a
history ofalcoholabu se . O n 2/7/14, he pres ente d withd izzines s . A t that tim e he was receiving
m etform in, lisinopril and D ilantin. H is orthostaticblood pres s u re s d id not d em ons trate a
significant change. H is fingers tick was 160. A t his baseline chroniccare visit,his hem oglobin A 1c
was 8.1and this was as s e s s e d as good control. H e shou ld be followed u pm ore carefu lly and the
d efinition ofgood controlford iabete s shou ld be reviewed withthe provid ers.

Infirmary Care

The infirm ary is a15-bed u nit configu red as three, fou r-bed room s and three single bed room s.
Two ofthe single bed room s are fu nctioningnegative airpres s u re re spiratory isolationroom s. The
u nit is m inim ally s taffed withat least one registered nu rs e 24hou rs ad ay, s even d ays aweek
wheneverthe infirm ary is occu pied . Secu rity s taffthat is assigned to the healthcare u nit perform s
rou tine rou nd s throu ghthe infirm ary.

Inm ate porters perform allthe janitoriald u tie s in the infirm ary. It was learned the porters have had
no trainingin the proper sanitizingof infirm ary room s, bed s , fu rnitu re, linens, infectiou s and
com m u nicable d iseas e s , blood -borne pathogens, bod ily flu id clean-u p or m ed icalinform ation
confid entiality.

A n infirm ary d aily report is m aintained whichlists the nam e and nu m berofeachpatient in the
infirm ary, s tatu s , forexam ple acu te ,chronic,crisis watch, e tc., d iagnosis, d ie t, labte s ts ,ad m is sion
d ate and tim e, d ischarge d ate and tim e and com m ents .

A n infirm ary d aily activity report is also m aintained whichd etails the nam e, nu m ber, d iagnosis,
location and d ate s ad m itte d and d ischarged from ou tsid e hospitals, patients goingou tsid e the
facility forou tpatient s ervices,com m u nity hospitalem ergency room occu rrences,on-site specialty
clinics and any d eaths.

O n the d ay ofthe infirm ary inspection, A pril18, 2014, there were nine patients in the infirm ary;
three m entalhealthpatients and six m ed icalpatients . The six m ed icalpatients were ad m itte d with
the followingiss u e s .



1. A 45-year-old ad m itte d A pril4, 2014, withesophagealstrictu re s and colon res ection d u e
to cancerofthe colon.

2. A 25-year-old ad m itte d Febru ary 27, 2014, withpostoperative left nephrectom y;excision
ofabd om inalm ass involvingthe aortaand inferiorvenacavaves s els;te s ticu larcancerwith
m etas tasis to the heart.

3. A 39-year-old ad m itte d A pril16, 2014, withacu te m yeloblasticleu kem ia;d egenerative
changes ofthe T-spine;right pu lm onary m ass e s withpleu raleffu sion.

4. A 29-year-old ad m itte d A pril13, 2014, with left lower qu ad rant pain and d ys u ria;r/o
kid ney s tone.

5. A 26-year-old ad m itte d A pril17, 2014, withr/o pancreatitis.
6. A 23-year-old ad m itte d A pril16, 2014, withright u pperqu ad rant pain forfive d ays.

A ll six record s contained physician and nu rsingad m is sion d ocu m entation. A llpatients were
classifie d as chronicoracu te , and d ocu m entation was provid ed m ore frequ ently than requ ired .
A lld ocu m entationwas in the SO A P form at as requ ired by the D epartm ent ofC orrections O ffice
ofH ealthServices. V italsigns, intake and ou tpu t, and weights were record ed as ord ered by the
physician for the acu te care patients and pu rs u ant to d epartm ent policy for the chroniccare
patients . M e d ications were d ocu m ente d on each patient specificm e d ication ad m inistration
record .

W e reviewed s even record s and fou nd three case s in whichthe care was very problem atic. Thes e
are d e scribed below. O fthe rem ainingfive case s , fou rwere s e en tim ely.

Patient #1
This is a37-year-old recently d iagnosed type 2d iabeticwho was ad m itte d to ID O C on 1/30/14
and transferred to IR C C on2/19/14. The d ay afterhis arrival, acod e 3was called to his u nit fora
transient episod e ofslu rred speech, d iz zines s and inability to walk. The d octorwas notifie d and
the patient was placed in the infirm ary forobservation. H e had asim ilarbu t m ild erepisod e the
followingd ay.

O n 2/22, another d octor saw the patient and wrote avery lengthy note d etailingsym ptom s of
nu m bne s s involvingthe right sid e ofthe bod y as wellas the face, alongwithslu rred speechand
expres sive aphasia;sym ptom s highly com patible withaneu rologicevent inthe territory ofthe left
m id d le cerebral artery. Y e t the physician “explained to patient that his s ym ptom s d o not
correspond to any anatom icald efect.”H e ord ered no fu rtherwork-u pforthe patient, bu t kept him
in the infirm ary forcontinu ed observation.

O n 2/24(aM onday)at 4:40p.m ., the patient had anotherepisod e . The R N called the d octor, who
ord ered herto te st the patient’s reflexe s and try walkingthe patient, thencallhim back. It took two
people to walk the patient, whose gait was d e scribed as shu ffling, and who leaned heavily on the
nu rse when liftingthe right leg. H is right legstrengthwas d e scribed as weak, and he had absent
reflexe s at the right knee and ankle and no plantarresponse onthe right.The left-sid ed reflexe s were
norm al. The d octorwas notified ofthese find ings bu t ord ered no fu rtherwork u p.
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B y the next d ay, the right grip strengthwas s tilld e scribed as “notably weaker” and right leg
“slightly lagging”d u ringgait. O n2/26, there was s tillslight weakne s s in the right grip, bu t his gait
was back to norm al.

There were no provid ernote s be tween the d ate ofad m is sion(2/22)and 3/3, whenhe was s e en by
the P A and d ischarged from the infirm ary.

O n 3/18, the patient was s e en in d iabete s clinicby the P A . There is no m ention ofthe neu rologic
event.

Opinion: This patient’s s ym ptom s are highly su gges tive ofanacu te centralnervou s s ys te m event
s u chas astroke, whichis am ed icalem ergency and shou ld have been treated as s u ch. It was not
appropriate to ad m it apos sible s troke patient to the infirm ary;he shou ld have been sent to the
hospitalforfu rther evalu ation and treatm ent. H e requ ires ad d itionalwork u pforhis neu rologic
events .

Patient #2
This is a39-year-old m an who first pre s ente d withsym ptom s ofback pain and left legweaknes s
on 12/18/13. H e was s e en by the d octor that d ay. The exam consis te d entirely of “patient in
wheelchair bu t able to walk slowly. N o back tend erne s s . D TR in lower extrem ities brisk and
s ym m e trical. SLR negative.”H e ad m itte d the patient to the infirm ary for24hou rs, saw the patient
the next d ay, noted “walks slowly withcane”and d ischarged him from the infirm ary.

O n12/23, the patient fellin the bathroom . H e reported no painbu t was d e scribed as u nable to bear
weight and nee d ingassis tance to m ove. H e was placed back in the infirm ary. O verthe next few
d ays, he reporte d that he was u nable to wiggle his toe s and was barely m ovinghis legs and fee t. H e
was s e en by aphysician on 12/24and 12/30. B othexam s appearto be in s tark contrast to what
nu rsing staff consis tently d e scribe as apparently profou nd lower extrem ity weaknes s , often
d ocu m entingthat he requ ires from one to three staffm em bers to as sis t him withtransferring, and
that nu rsingstaffm u s t repositionhis legs inbed as he is u nable to m ove them .D e spite the s e d etaile d
nu rsingnote s, the physician docu m ente d fu lllegstrengthin his note d ate d 12/30;no otherm u scle
grou ps were te ste d . H e ord ered awalkerand to encou rage am bu lation.

The patient asked m u ltiple tim e s to be s ent to the hospitalforfu rtherevalu ation.

O n1/2/14, the d octorfinally d id am ore thorou ghneu rologicexam and note d that the patient cou ld
raise his legs bu t was not able to m ove his toe s orankle s . H e had d ecreased ankle reflexe s and
hyperactive knee reflexe s , and had d ecreased s ensation to light tou chand pinprick u pto his m id
che s t. H e d ecid ed the patient had a“spinalcord le sion”and ord ered an M R I.

The d octorsaw the patient again the next d ay and note d that he is “barely able to m ove toe s .”H is
as s e s s m ent was “u pper m otorneu ron le sion,”and the plan was to change to chronicinfirm ary
s tatu s and await approvalforthe M R I.

M eanwhile, the patient was now requ iring3-4staffassis tance fortransfers and bed m obility.
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The d octorsaw him againon1/6, againacknowled ged his paralysis and planned to await approval
forM R I. Finally, that eveningthe R N requ e s te d that the patient be s ent to the ED aftershe had to
lowerhim to the floord u ringatransferand note d that he cou ld not m ove orfeelhis legs.

A t the hospitalhe was fou nd to have A M L (acu te m ye logenou s le u kem ia)/m ye loid sarcom awith
acu te cord com pres sionand s taye d inthe hospitalforoverthree m onths. H e re tu rne d aparaplegic.

Opinion:A cu te m otorweaknes s ofthe legs shou ld raise im m ed iate concern foran acu te spinal
cord inju ry. The s eriou sne s s ofhis cond ition appeared to be m ore evid ent to nu rsingstaffthan it
was to the d octor. Even afterthe d octorfinally exam ined the patient appropriately and correctly
conclu d e d that he had aspinalcord le sion, he failed to appreciate the u rgency ofhis cond ition.
That one wou ld sim ply ord eran M R I in the face ofrapid ly progres sive paralysis is inexplicable.
This patient shou ld have be en sent em ergently to the hospitalrather than langu ishingin the
infirm ary fortwo weeks . H ad the appropriate evalu ation and treatm ent been provid ed tim ely, he
m ay not have su ffered s u chsevere d eficits.

Patient #3
This is a 31-year-old m an who was ad m itte d acu tely to the infirm ary on 4/22 after being
hospitaliz ed forasku llfractu re withintracranialbleed ingcau singincreased intracranialpres s u re.
There is anad m is sionnote d ate d 4/19/14whichis m arked “late entry.”There is no physicalexam ;
instead the provid erwrote “not s e enat ad m is sion.”It is not signed .

There is aprogres s note on the sam e d ate withthe sam e hand writing. The physicalexam contains
nearly no inform ation, only “A & O ”and “wou nd on scalphealing.”There is no neu rologicexam .

The next provid ernote is d ate d aweek later, when the patient was s e en by anotherphysician. H e
was s e en twice m ore that week (4/29and 4/30),withthe s econd note largely ind ecipherable. There
were no fu rtherprovid ernote s as ofthe d ate ofou rvisit (5/5).

Opinion: This patient has not been ad equ ately exam ined given the natu re ofhis inju rie s . H e has
not been se en tim ely by the provid ers while ad m itte d to the infirm ary.

Infection Control

The D irectorofN u rsing(D O N )fu nctions as the facility infection controlnu rse . W hen requ ired ,
she interfaces withthe C ou nty D epartm ent ofP u blicH ealthand the Illinois D epartm ent ofP u blic
H ealth(ID P H ). The D O N m onitors, com plete s and s u bm its to ID P H allreportable case s . Skin
infections and boils are aggres sively m onitored , cu ltu red and treate d . P erthe D O N , there is alow
occu rrence of cu ltu re-proven m e thicillin resis tant Staphylococcu s au reu s (M R SA ) infections.
H ealthC are U nit nu rsingstaffcond u cts m onthly safety and sanitation inspections in the d ietary
d epartm ent and perform s pre-assignm ent “food hand ler” exam inations for staffand inm ate s to
work in the d ietary d epartm ent. A tou rofthe healthcare u nit, inclu d ingthe infirm ary, verifie d
personalprotective equ ipm ent (P P E)available to staffinallareas as nee d e d .

A d d itionally, P P E is inclu d e d in the em ergency re sponse bags. P u nctu re proofcontainers forthe
d isposalofsyringe s/need le s and othersharpobjects are in u s e in allareas ofthe healthcare u nit
as nee d e d . The facility u s e s anationalcom m ercialwaste d isposalcom pany for d isposingof
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m ed icalwaste . Ins titu tionalstaffis trained in com m u nicable d isease s and blood -borne pathogens
annu ally.

The H ealthC are U nit is cleanwiththe janitoriald u tie s perform ed by inm ate porters who have had
no trainingin the propersanitation ofinfirm ary room s, bed s , fu rnitu re and linens, com m u nicable
d is ease s , bod ily flu id clean-u porblood -borne pathogens. H ealthC are U nit porters lau nd er the
infirm ary linens in ahealthcare u nit lau nd ry room . A te s t of the washingm achine hot water
tem peratu re ind icated atem peratu re ofonly 125d egree s F. This tem peratu re is too low to ass u re
the propercleaningand sanitizingofpotentially bod y flu id soiled bed linen.

A d d itionally, it was reporte d the hot water tem peratu re in the ins titu tionallau nd ry is rou tinely
m easu red at 125d egree s F, whichagain is too low. In ord erto properly sanitiz e, linens are to be
expose d to waterat least 160d egree s Ffor25m inu te s orgiven ableachbathhavingan initial
startingconcentration of100parts perm illion and atem peratu re ofat least 140d egree s Fforat
least 10m inu te s .

The im perviou s vinyl-coatingonexam inations tools and tables and infirm ary m attre s s e s was note d
to be torn or cracked , which prevents proper sanitizing and allows for potential cros s-
contam inationbetweenpatients . The item s inqu e s tion shou ld eitherbe reu phols tered orreplaced .
Su chitem s shou ld be inspected m onthly as apart ofthe safety and sanitationproces s .

Inmates Interviews

Six insu lin d epend ent inm ate s were interviewed . A ll six had been d iagnosed s everal years
previou sly, and allsix were knowled geable regard ingtheirchronicd isease . Fou rofthe six were
knowled geable regard ingthe significance oftheirhem oglobin A 1cblood level. Fou rofthe six
knew the re s u lts oftheirm os t recent hem oglobin A 1cblood level. A llsix reporte d beingevalu ated
by the physician every 3-4m onths and havingthe ability to perform blood glu cose m onitoring
priorto the ad m inistrationofinsu lin. A llsix reporte d the previou s M e d icalD irectord id not inform
them oftheirhem oglobin A 1cleveld u ringd iabeticclinic. The inm ate s s tate d they eitherhad to
specifically ask for the re s u lts or nu rsingstaffwou ld share the A 1cres u lts d u ringthe nu rsing
portion ofthe clinic. In re sponse to qu e stioning, allsix s tate d that, in general, s ecu rity s taffwas
aware they were insu lin d epend ent d iabetics bu t were not s ensitive to the m ed ical iss u e s
s u rrou nd ingthat is s u e . A llwere ofthe opinionthe previou s M e d icalD irector,who was re sponsible
fortheird iabeticcare, d id not d o a“good job.”

It was reporte d breakfast is s erved between5:00a.m .and 5:30a.m .;lu nchis served between10:15
a.m . and 11:30a.m . and d inneris s erved between 4:00p.m . and 5:30p.m . A llsix inm ate s s tate d
breakfast is always cold cerealand bread . It was reporte d that m orninginsu lin is ad m inistered
between4:00a.m . and 5:00a.m ., and afternoon ins u lin between3:15p.m . to 3:45p.m .

A llsix inm ate s agreed on the followingis s u e s .

1. V ery little e d u cationalliteratu re provid ed /available
2. Lack ofad equ ate exercise tim e
3. B ottom bu nk ord ers are not au tom atically provid ed to insu lin d epend ent d iabeticpatients
4. N o pod iatry care
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5. Som e tim e s receive insu linpriorto eatingand som e tim e s aftereating
6. W henevalu ated by anoff-site specialist, there is d ifficu lty gettingback to se e the specialist

and the ins titu tionalm ed icalvend ord oe s not follow the s u gges tions/ord ers ofthe specialist
7. Secu rity s taffnot always followingphysicianord ers , i.e. d u ringshaked owns, takingshoe s

that had be en ord ered by the physician
8. Eventhou ghhard cand y is approved forsale inthe inm ate com m is sary,wheninm ate s carry

cand y to s elf-treat low blood s u gar, secu rity s taff will take the cand y when rand om
shaked owns are beingcond u cted

9. The previou s M e d icalD irectord id not m anage theird is ease well.

Dental Program

Executive Summary

O n A pril16-18and M ay 5, 2014, acom prehensive review ofthe d entalprogram at Illinois R iver
C C was com plete d . Five areas ofthe program were ad d re s s e d inclu d ing:1)inm ate s’access to
tim ely d entalcare;2)the qu ality ofcare;3)the qu ality and qu antity of the provid ers;4)the
ad equ acy ofthe physicalfacilities and equ ipm ent d evote d to d entalcare;and 5)the overalld ental
program m anagem ent. The followingobservations and find ings are provid ed .

The clinicitselfconsis ts ofthree chairs and u nits in three linearclinicbays in alongclinicarea.
The space is ad equ ate in siz e. The chairs and u nits are old and showingwear, fad ingand som e
corrosion. The intra-oralx-ray u nit is inaseparate room and is old and in only faircond ition. The
cabinetry is old and showingwearand corrosion. There is an ad joiningroom hou singthe d ental
laboratory and s terilization area. There is also an ad joiningoffice for staff. Ins tru m entation and
equ ipm ent are ad equ ate to m ee t the nee d s ofthis ins titu tion.

C om prehensive care d elivery was an areaofconcern. A lthou ghan exam ination and chartingof
the te ethwas perform ed prior to rou tine care, and atreatm ent plan d eveloped , the exam ination
its elf was incom plete and inad equ ate. N o d ocu m ente d exam ination of the soft tis s u e s nor
period ontalass e s s m ent was part of the exam ination and treatm ent proces s . H ygiene care and
prophylaxis was not provid ed prior to re s torations. R e s torations proceed e d withou t appropriate
intra-oralrad iographs. O ralhygiene ins tru ctions were s eld om provid ed .

A nother areaof concern was d ental extractions. A ll d ental treatm ent shou ld proceed from a
d ocu m ente d and accu rate d iagnosis. “N on-res torable”was often provid ed as ad iagnosis. This is
not ad iagnosis,perse . C u rrent and ad equ ate x-rays were not always pres ent to proceed withd ental
extractions.

P artiald entu re s shou ld be constru cted as afinalstepin the s equ ence ofcare d elivery inclu d e d in
the com prehensive care proces s . A record review revealed that partiald entu re s proceed e d withou t
anad equ ate com prehensive exam inationand treatm ent plan. A period ontalexam and

ass e s s m ent was not d ocu m ente d . B ecau se , as m entioned , the com prehensive exam ination and
treatm ent plans are incom pletely d eveloped , it was im pos sible to ascertain ifallneces sary care
was com plete d priorto fabrication ofrem ovable partiald entu re s .
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Inm ate s acces s sick callthrou ghad aily sick callsign-u p. Inm ate s withu rgent com plaints (pain
and swelling)are encou raged to u s e d entalsickcall. The inm ate s are s e enthat m orningforatriaged
evalu ation. U rgent care need s are ad d re s s e d at that tim e. O thers are re sched u led based on levelof
need . R ou tine care was not provid ed at sick call. The s ys te m works s u cces sfu lly and inm ate s with
u rgent care need s are s e en inatim ely m anner. The SO A P form at was welld ocu m ente d .

Inm ate s canrequ e s t rou tine care viathe inm ate requ e s t form . Thes e inm ate s are s e enand evalu ated
every Frid ay ofthat week. They are sched u led accord ingly. They continu e to be re sched u led u ntil
treatm ent is com plete d .

The healthhistory s ection ofthe d entalrecord is not thorou ghand poorly d eveloped . There is no
s ys te m inplace to “red flag”patients withm ed icalcond itions that requ ire m ed icalconsu ltation or
interventionpriorto d entaltreatm ent.

B lood pres s u re s shou ld , at the leas t, be taken on patients withahistory ofhypertension. W hen
asked , the clinician ind icated that he d oe s not rou tinely take blood pres s u re s on thes e patients .

The s terilization areais sm alland shared withthe d entallaboratory. P ropers terilization flow is
interru pte d by laboratory equ ipm ent.

Safety glass e s were not wornby patients d u ringtreatm ent. N o rad iationhazard signs were pos te d
in the areawhere x-rays are taken.

The continu ingqu ality im provem ent program is inad equ ate and poorly u tiliz ed . The d ental
program is not involved in any ongoingC Q I s tu d ie s at this tim e. It shou ld d evelopstu d ie s and
corrective actions to ad d re s s the weakne s s e s d e scribed in the bod y ofthis review.

Staffing and Credentialing

Illinois R iver C C has ad entals taff ofone fu ll-tim e d entis t, one fu ll-tim e assis tant, two P R N
as sis tants and afu ll-tim e hygienist.This is m inim alstaffingforaninstitu tionofthis size. H owever,
the d entalteam works welltogetherand s e e m s to m ake it work well. A lls taffare em ployed by
W exford H ealthSys te m s .

Recommendations: N one. Staffingseem s ad equ ate.

Facility and Equipment

The clinicconsis ts ofthree chairs and u nits in three linearclinicbays in alongclinicarea. The
chairs and u nits are old and showingwear, fad ingand som e corrosion. A llofthe operatories are
fu nctioningad equ ately at this tim e. There is no panorex in this clinic. The x-ray u nit for

periapicaland bitewingx-rays is inaseparate room and ratherold and inonly faircond ition. I was
told it s tillworks satisfactorily. The d eveloperis old bu t working. The au toclave is rathernew and
fu nctions well. The com pre s sor is old er bu t works well. The ins tru m entation is ad equ ate in
qu antity and qu ality. The hand pieces are old erbu t wellm aintained and repaired when nece s sary.
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The cabinetry is ratherold and showingwearand corrosion, bu t is fu nctionally O K . This d oe s
m ake d isinfection ofcabinet s u rfaces and work areas m ore d ifficu lt.

The clinicitselfconsis te d ofthree chairs in three s eparate and ad equ ate spaces. Free m ovem ent
arou nd eachu nit is acceptable. P rovid erand assis tant have ad equ ate room to work and none ofthe
chairs interfere witheachother.There was aseparate sterilizationand laboratory room ofad equ ate
size . It had asm allbu t ad equ ate work su rface and alarge sink to accom m od ate properinfection
controland s terilization.Laboratory equ ipm ent was inaseparate cornerofthe room . The s taffhad
aseparate room foroffice space. It was ad equ ate in size and was the space inwhichad m inistrative
d u tie s were perform ed . The facility and equ ipm ent are ad equ ate to m ee t the ne e d s of this
ins titu tion.

Recommendations:
1. The clinicis ad equ ate in size and fu nction to m ee t the nee d s ofthe inm ate popu lation at

Illinois R iverC C .
2. R eplacem ent ofthe u nits shou ld be consid ered som e tim e in the nearfu tu re.

Sanitation, Safety and Sterilization

O bservation of sanitation and s terilization proced u re s revealed that s u rface d isinfection was
ad equ ate and accom plished with appropriate anti-m icrobialwipe s. A ll instru m ents , inclu d ing
hand pieces, were properly bagged and s teriliz ed . P rotective coverbarriers were u s e d whenever
pos sible.

The s terilization areais sm alland shared withthe d entallaboratory. P ropers terilization flow is
interru pte d becau s e ofthis sharingof space. Flow shou ld go from d irty to clean to sterilize to
s torage withno cros soverorinterference. Laboratory equ ipm ent interfered withthis flow.

O bservation at chair sid e d u ringcare d elivery revealed that patients d id not wear protective
eyewear.

O bservation in the x-ray arearevealed that no radiation warningsigns were in place to warn of
potentialrad iation hazard s .

Recommendations:
1. R e-arrange the s terilization/labareaso that the propers terilization flow is accom plished .
2. That safety glasse s be provid ed to patients while they are beingtreated .
3. A warningsign be pos te d in the x-ray areato warnofrad iation hazard s .

Review Autoclave Log

I looke d back two years and fou nd the s te rilization logs to be in place . The y showe d that

au toclavingwas accom plished weekly and d ocu m ente d . The clinicm aintains awe ekly logto
ind icate that the te sts were s ent. N o negative re s u lts were obtained .
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Comprehensive Care

W e review 10d entalrecord s ofinm ate s in active treatm ent classified as C ategory 3patients . O ne
ofthe m os t basicand e s s entialstand ard s ofcare ind entis try is that allcom prehensive (rou tine)care
proceed from athorou gh, welld ocu m ente d intraand extra-oralexam ination and awelld eveloped
treatm ent plan, to inclu d e allneces sary d iagnos ticx-rays. A review of10inm ate record s revealed
that althou ghadocu m ente d exam ination ofthe tee thwas perform ed priorto rou tine care, and a
treatm ent plan d eveloped and followed , the exam ination its elfwas incom plete and inad equ ate. N o
soft tis s u e s exam inationorperiod ontalass e s s m ent was part ofthe exam inationortreatm ent proces s.
H ygiene care and prophylaxis was provid ed innone ofthe 10patient record s reviewed .R e storations
proceed e d withou t appropriate intra-oralrad iographs, to inclu d e bitewingand /orperiapicalx-rays;
care was provid ed from the inform ation from the panorex rad iograph. This rad iograph is not
d iagnos ticforcaries. P eriod ontalass e s s m ent and treatm ent was not provid ed inany ofthe record s .
Fu rther, oralhygiene ins tru ctions were not always d ocu m ente d in the d entalrecord as part ofthe
treatm ent proces s .

Recommendations:
1. C om prehensive “rou tine”care be provid ed only from awelld eveloped and d ocu m ente d

treatm ent plan.
2. The treatm ent plan be d eveloped from athorou gh, welld ocu m ente d intraand extra-oral

exam ination, to inclu d e aperiod ontalas s e s s m ent and d e tailed exam ination ofallhard and
soft tis s u e s .

3. Inallcase s , that appropriate bitewingorperiapicalx-rays be taken to d iagnose carie s.
4. H ygiene and period ontalcare be provid ed as part ofthe treatm ent proces s .
5. That care be provid ed s equ entially, beginning with hygiene s ervices and d ental

prophylaxis.
6. That oralhygiene ins tru ctions be provid ed and d ocu m ente d .

Dental Screening

A lthou ghIllinois R iverC C is not areceptionand classificationcenter, I reviewed the s e record s to
insu re the reception and clas sification policie s as s tate d in A d m inistrative D irective 04.03.102,
sectionF. 2, are beingm et forthe ID O C .

Recommendations: N one. A llrecord s reviewed were incom pliance.

Extractions

O ne ofthe prim ary tene ts in d entis try is that alld entaltreatm ent proceed s from awelld ocu m ente d
and accu rate d iagnosis. M any entries provid ed “u nre s torable” as a d iagnosis. This is not a
d iagnosis, per se . A d iagnosis is bas ed on histologicalass u m ptions d erived from s ym ptom s,
exam ination and clinical te s ts . H owever, non-res torable cou ld be consid ered a reason for
extractionratherthanotheracceptable treatm ents .

In three ofthe ten record s reviewed , ad equ ate and cu rrent x-rays were not available.

Recommendations:
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1. Ins u re that allrad iographs u s e d to provid e oralsu rgery proced u re s be cu rrent and inclu d e
allneces sary inform ation.

2. P rovid e and accu rate and appropriate d iagnosis as reason forextraction.

Removable Prosthetics

R em ovable partiald entu re pros the tics shou ld proceed only afterallothertreatm ent record ed on
the treatm ent plan is com plete d . The period ontal, operative and oralsu rgery ne ed s allshou ld be
ad d re s s e d firs t. The d entalprogram at Illinois R iverC C insu red that allinm ate s receivingpartial
d entu re s were provid ed hygiene s ervices, to inclu d e scaling, d ebrid em ent and oral hygiene
ins tru ctions. H owever, aperiod ontalexam and ass e s s m ent was not d ocu m ente d in any of the
record s . B ecau se the com prehensive exam ination and treatm ent plans are inad equ ately and
incom pletely d eveloped and d ocu m ente d , it is alm ost im pos sible to ascertainifallneces sary care,
inclu d ingoperative and /ororalsu rgery treatm ent, is com plete d priorto fabrication ofrem ovable
partiald entu re s .

Recommendations:
1. That a thorou gh com prehensive exam ination and a well d eveloped and d ocu m ente d

treatm ent plan, inclu d ing bitewing and /or periapical rad iographs and period ontal
ass e s s m ent, proceed allcom prehensive d entalcare, inclu d ingrem ovable pros thod ontics.

2. That period ontalas s e s s m ent and treatm ent be part ofthe treatm ent proces s and that the
period ontiu m be s table before proceed ingwithim pres sions.

3. That alloperative d entis try and oral su rgery as d ocu m ente d in the treatm ent plan be
com plete d before proceed ingwithim pres sions.

Dental Sick Call

W e reviewed d entalsick callproced u re s to d eterm ine ifthey are ad equ ate.

Inm ate s access sick callthrou ghad aily sick callsign-u p. They are s e en that m orningforatriaged
evalu ation. U rgent care nee d s are ad d re s s e d at that tim e. O thers are re sche d u le d based on level
ofneed . O nly u rgent care nee d s are ad d re s s e d at sick call. R ou tine care is not provid ed on sick
call. The SO A P form at was u s e d in allcase s reviewed and the inm ate com plaint was ad d re s s e d .

Severalrecord s ind icated “u nre s torable”as the entry in the (A )section ofthe SO A P note . This is
not s trictly ad iagnosis, e specially forcom plaints ofpain.

Recommendations:
1. P rovid e welld eveloped , m eaningfu ld iagnosis’in the (A )section ofthe SO A P note entry.



Treatment Provision

Inm ate s who su bm it inm ate requ e s t form s are s e en every Frid ay fortriage and evalu ation and at
that tim e provid ed an appointm ent to ad d re s s their treatm ent nee d s . The sched u le becom es the
waitinglist and allinm ate s sched u led are s e enwithin three to five weeks .

Sick callis ru nas an open sign u pand is available every m orning. Treatm ent d ecisions are m ad e
at that tim e.Treatm ent is provid ed im m e d iately ifnece s sary and allothers are givenappointm ents
bas ed on prioritiz ed nee d s as d e term ined by the d entis t. This is agood s ys te m and ins u re s that
u rgent care ne ed s are ad d re s s e d in atim ely m anner;in this case, that sam e d ay. Inm ate s requ e s t
rou tine care viathe inm ate requ e s t form and allsu chinm ate s are s e enand evalu ated every Frid ay
ofthat week. They are thengiven anappointm ent, based on this evalu ation, to provid e nece s sary
treatm ent. R ou tine care patients continu e to be re sched u led u ntiltheircare is com plete . The wait
tim e between appointm ents is approxim ately six weeks. There is no waitinglist, perse .

Recommendations: N one. The s ys te m is fairand equ itable and re spond s very wellto inm ate care
need s . U rgent care is s e en the sam e d ay. A very satisfactory need s generated s ys te m ofcare is in
place.

Orientation Handbook

Inm ate s can sign u pd aily ford entalsick calland be se en that d ay. This also applie s to m ed ical
sick call. A review ofthe Illinois R iverC C inm ate healthcare u nit proced u re s bookle t reveals that
it d oe s not inclu d e the d aily sickcallsign-u pproced u re foru rgent d entalcare as it d oe s form ed ical.

Recommendations:
1. Inclu d e the d entalsick callsign u pproced u re s , alongwithm ed ical, in the Inm ate H ealth

C are U nit P roced u re s B ookle t.

Policies and Procedures

Illinois R iver C C has an ad equ ate and rather well d eveloped policy and proced u ral m anu al
d ocu m ente d in the P roced u ral B u lle tin, H ealth C are P rogram s. It ad d re s s e s all of the areas
concerned , except it m ake s no m ention ofthe d aily open sick calland how to access u rgent d ental
care.

Recommendations:
1. A d d asectioninthe P roced u ralB u lle tin, H ealthC are P rogram s,ad d re s singd aily d entalsick

calland accessingu rgent d entalcare.

Failed Appointments

The failed appointm ent rate was abit high, althou ghnot alarm ingly. The u s u alreasons form issing
orrefu singanappointm ent are that the inm ate d oe s not want to pay the $5.00co-pay, orgood food
at chow that d ay, ornice d ay to be ou tsid e . Inm ate s are called d own to signarefu sal

form ifthey failto show foran appointm ent. The d entalprogram is m akingan earnes t attem pt to
avoid failed appointm ents .
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Recommendation: N one

Medically Compromised Patients

The d ental record is m aintained with the m ed ical file at Illinois R iver C C , so all m ed ical
inform ationis available to the d entals tafffrom the m ed icalrecord .The healthhistory onthe d ental
chart is u pd ated at the tim e ofwhat is calle d an “initialexam ination”at this ins titu tion. This is a
m od ified com prehensive exam ination from which atreatm ent plan is d eveloped . This health
history is rather inad equ ate and d oe s not d irectly ad d re s s all of the com prom is ed m ed ical
cond itions that m ay affect how d entalcare is provid ed . There is no s ys te m in place to “red flag”
patients withm ed icalcond itions that can affect d entalcare. A llin all, the healthhistory in the
d entalchart is poorly d eveloped and not very thorou gh.

W hen asked , the clinicians ind icated that they d o not rou tinely take blood pres s u re s on patients
withahistory ofhypertension.

Recommendations:
1. That the m ed icalhistory s ection ofthe d entalrecord be kept u pto d ate and that m ed ical

cond itions that requ ire specialprecau tions be red flagged to catchthe im m e d iate attention
ofthe provid er

2. That blood pres s u re read ings be rou tinely taken ofpatients withahistory ofhypertension,
e specially priorto any s u rgicalproced u re.

Specialists

The d entalprogram at Illinois R iverC C u tiliz e s W e s tern Illinois O raland M axillofacialSu rgery
Ltd . inGale sbu rg, Illinois forcase s requ iringspecialoralsu rgery expertis e .

P atient [redacted] was sent to oralsu rgery foran evalu ation ofalesion. There was no write-u p
inthe d entalrecord d e scribingthe le sion(location, size, d u ration, etc.)and there was no d ifferential
d iagnosis provid ed in the record . The reasonhe was s ent to the oralsu rgeonwas not ind icated .

Recommendations:
1. Thorou ghly d ocu m ent in the d entalrecord allfind ings and reasons that led to areferralto

the specialist requ ired . P rovid e allinform ationpertinent to the cond ition beingreferred .

Dental CQI

The d entalprogram ’s contribu tion to the C Q I com m itte e is m onthly d entals tatis tics. N othingis
d one withthes e s tatis tics from there. The d entalprogram is not involved in any ongoingqu ality
im provem ent stu d ie s at this tim e.

Recommendations:

1. Evalu ate program d eficiencie s and nee d s as ou tlined in this report throu gh ongoing
continu ing qu ality im provem ent stu d ie s that ad d re s s the s e d eficient areas. D evelop
corrective actions and proced u re s to im prove those areas.
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Mortality Review

There were three d eaths at IR C C in the past year, inclu d ingone hanging. W e reviewed the other
two case s and fou nd d is tu rbinglapse s incare that very likely contribu te d to the patients’d eaths.

Patient #1
This was a55-year-old m anwithahistory ofhepatitis C ,hypothyroid ism and bipolard isord erwho
was ad m itte d to ID O C throu ghN R C on 10/25/12, transferred to IR C C on 11/20/12, and d ied of
com plications ofm e tas taticlu ngcanceron6/14/13. H e had agreaterthan40pack ayearsm oking
history, and astrongfam ily history oflu ngcancer, withhis m otherand two sis ters d yingofthe
d is ease . H is cou rse u nfold ed as follows:

O n the d ay afterhis arrival, 11/21/12, he was s e en by the R N for“spittingu pblood .”The patient
showed the nu rse aqu arter-sized am ou nt ofblood sittingonpapertowel.The nu rs e gave the patient
acontainerand ins tru cted him to callifthere was any increas e inhem optysis. H e was not referred
to aprovid er.

Later that evening, the sam e nu rse d ocu m ente d that the patient had aqu arter siz ed am ou nt of
blood y spu tu m inthe specim encu p. H erass e s s m ent was “hem optysis,”and the planwas “continu e
to observe.”A gain the patient was not referred to aprovid er.

The next m orning, anothernu rse d ocu m ente d that the patient had “no blood y spu tu m form e,”bu t
d id have som e vis u alcom plaints . She referred the patient to the e ye d octor.

O n 11/25, the patient saw the LP N foradre s singchange ofhis foot and showed the nu rse tis s u e s
containingblood y spu tu m . H e was referred to M D SC the next d ay.

O n 11/26, the physician saw the patient, who reporte d interm ittent hem optysis and right-sid ed
pleu riticches t pain. She ord ered aches t x-ray, spu tu m and blood work. The che s t x-ray was d one
on11/30,and showed ,“focalopacity projected overthe right lateralu pperlu ngzone. R ecom m end
follow-u p ches t C T to exclu d e alu ngm as s.” The report was signed on 12/3 by the ord ering
physician bu t not acted u pon;no fu rtherwork-u pwas pu rs u e d .

O n 2/7, the d octorsaw the patient in chroniccare clinic. H e com plained ofche s t tightne s s in the
u pperches t. She ord ered aches t x-ray inone week.

O n2/14,the ches t x-ray was d one and showed the “intervald evelopm ent ofright u pperlobe opacity
se en extend ingfrom the hilu m to the right lu ngapex, new since prior stu d y...right u pper lobe
opacity appears to be related to u pperlobe collaps e withelevation ofthe right m inorfiss u re. This
m ay be related to aright hilar/su prahilar neoplasm . Fu rther evalu ation with C T of the ches t is
recom m end e d .”The report was signed by the physicianon2/19, bu t againnot acted u pon.



O n2/28, the patient pres ente d to nu rse sick callrequ e s tinghis x-ray res u lts . H e was referred to the
physician and se en on 3/1 at hepatitis C chroniccare clinic. H e com plained of ongoingche s t
tightne s s . There is no m ention ofthe abnorm alches t x-ray that she previou sly signed . H erplan
was to repeat the che s t x-ray and se e the patient againwhen the x-ray res u lts were back.

O n 3/5, the x-ray was repeated and again showed the right u pperlobe opacity withcollapse and
againaC T was recom m end e d . This tim e she finally d id acknowled ge the abnorm alfind ings when
she saw the patient on 3/8, and referred him (non-u rgently) for aC T of the ches t. This was
d iscu s s e d at U M on3/26, and it was d ecid ed to m od ify the requ e s t to aC T gu id ed biopsy.

M eanwhile, on 3/23, he pres ente d withpain in the right collarbone and was s e en by an R N , who
called the d octor. She ord ered an x-ray on M ond ay 3/25, M otrin and ice. The x-ray showed a
pathologicfractu re ofthe right clavicle. The physician saw the patient that d ay, ord ered aclavicle
s trapand ad m itte d him to the infirm ary.

O n4/2, there is anote s tatingthat IR willnot sche d u le him forthe biopsy withou t aC T firs t. This
was approved and perform ed on 4/9. It showed a3cm right u pperlobe lu ngm ass occlu d ingthe
right u pperlobe bronchu s withenlarged m ed iastinallym phnod e s and alyticle sion ofthe right
clavicle.

O n5/8, he u nd erwent biopsy ofthe right clavicle whichconfirm ed m e tas taticnon-sm allcelllu ng
cancerH e was referred to oncology on 5/14, was approved by U M on 5/28and the patient was
s e en on6/5. The oncologist recom m end e d rad iation treatm ent whichthe patient d eclined . H e d ied
nine d ays later.

The W exford review was d one by the treatingd octorwho conclu d e d that early intervention was
not pos sible and that there was no way to im prove patient care, aconclu sion withwhichwe
s trenu ou sly d isagree.

Opinion:This patient had classicsigns and s ym ptom s ofcancer from literally the m om ent he
arrived at IR C C ;thes e were actively ignored by bothnu rsingstaffand the d octorform ore than
three m onths. H ad work u p been initiated tim ely, when the cancer was at a stage that was
re s ectable, it wou ld likely have significantly prolonged his life. W e inqu ired after this provid er
and were told that no longerworks forW exford . W e wou ld s u gge s t that this case be reporte d to
the m ed icalboard .

Patient #2
This was a40-year-old m anwho d ied on1/23/14ofm e tas taticrectalcancer. H e was firs t ad m itte d
to ID O C in 2000. H e firs t began com plainingofconstipation in Janu ary 2011, at whichtim e his
weight was 195pou nd s . H e was not referred to the d octorat that tim e. H e re tu rned withthe sam e
com plaint in M ay 2011 and had los t 10 pou nd s . H e saw the physician for constipation and
abd om inalpain that was worse withsitting, and u rinary sym ptom s. H e d enied blood in the s tool.
The d octorexam ined his abd om en bu t d id not d o arectalexam . She ord ered an abd om inalx-ray
and labs, whichwere norm al.
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O n12/22/11, he pre s ente d to the LP N s tating“som e thingis wrong”and that he was losingweight.
H e was now d own to 158pou nd s . H e saw the d octorthat d ay and the d octord id arectalexam ,
fou nd no m as s e s and no blood in the s tool. (O fnote , alld octors who exam ine d him su bsequ ently
cou ld fee lam ass in the rectu m ). She ord ered m ore labs and follow u pinone m onth.

B lood was d rawnon12/30and showed m ild irond eficiency anem ia.The d octorsaw him inJanu ary
and ord ered stoolcard s. Thes e cam e back positive in Febru ary, and in M archhe was referred for
colonoscopy, whichwas perform ed on4/13/12and showed alarge tu m orin the rectu m . P athology
showed invasive ad enocarcinom a.

A lthou gh his care proceed in atim ely and appropriate m anner from this point on, his d iseas e
continu ed to progres s and afteralongand com plicated cou rse , he u ltim ately s u ccu m bed .

Opinion:Given his constellation ofsym ptom s, colonoscopy shou ld have been obtained tim ely
afterthe anem iawas id entified , ratherthan31/2m onths later.

Continuous Quality Improvement

W e reviewed the m onthly m inu te s whichcontaine d as u bs tantialam ou nt ofd atawhichis reporte d
m onthly bas e d oninstitu tionald irective requ ire m ents . H owever, there is no d ocu m entationin the
m inu te s ofan analysis ofwhat the d atam eans and whetherthe s ervices provid ed are ofad equ ate
qu ality and ifnot, how to im prove the qu ality. The entire m inu te s appearto be d atacollection,
bu t there is no organiz ed approachto im provingthe qu ality ofs ervices. W e d iscu s s e d this with
the lead ershipteam .
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Recommendations

Leadership and Staffing:
1. Fillthe M e d icalD irectorand H ealthService A d m inistratorpositions.
2. Fillthe M e d icalD irectorvacancy A SA P .
3. A ppoint an interim H C U A .
4. The D irector of N u rsingshou ld not be ad d itionally fu nctioningas the contractor site

m anager.

Intrasystem Transfers:
1. The qu ality im provem ent program shou ld m onitorwhetherproblem s are correctly

id entifie d and continu ity ofcare is facilitated by this proces s .

Medical Records:
1. M A R s m u s t be filed tim ely into the healthrecord s so that provid ers can referto them to

m onitorpatients’m ed icationcom pliance.
2. The problem list shou ld be kept at the front ofthe chart, on topofotherpaperworkorinits

own section, so that it canbe read ily access e d .
3. The archived record s ofallpatients , whetherreleased orparoled , shou ld be im m e d iately

requ e s te d u pon theirreincarceration.

Nursing Sick Call:
1. Sick callcond u cted by R egistered N u rs e s .
2. Segregation sick callshou ld not be cond u cted throu ghthe solid s te elcelld oor.
3. C ollect com plete vitalsigns at eachsick callencou nter.

Chronic Disease Clinics:
1. A llchronicd isease s shou ld be ad d re s s e d at eachchroniccare clinicvisit.
2. P atients enrolled in the chroniccare program shou ld be s e en accord ingto theird egree of

d is ease control, ratherthan the calend arm onth.
3. W hen nu rse s note lapse s in m ed icationcom pliance, eitherwithK O P ornu rse d ispense d

m e d ication, this shou ld be reporte d to the provid erand the patient shou ld be sched u led
foranappointm ent to d iscu s s ad herence.

4. W hen aprovid erord ers blood pres s u re m onitoring, those read ings shou ld be rou te d back
to the ord eringprovid er.

5. There m u s t be clinicaloversight ofthe qu ality ofcare provid ed , bothlocally by aqu alifie d
M e d icalD irector, and centrally by W exford .

Unscheduled Offsite Services:
1. The qu ality im provem ent program shou ld m onitorwhether, afteru nsched u led offsite

s ervice are provid ed , there is tim ely receipt ofoffsite s ervice reports and follow-u pvisits
withthe prim ary care clinician d u ringwhichad iscu s sion is d ocu m ente d regard ingthe
find ings and plan.

Scheduled Offsite Services:
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1. The qu ality im provem ent program shou ld m onitorthe pres ence ofoffsite s ervice reports
and tim ely follow-u pvisits withthe prim ary care physician d u ringwhichthe find ings and
planare d iscu s s e d .

Infection Control:
1. Inm ate porters nee d to be trained in com m u nicable and infectiou s d isease s , blood -borne

pathogens, bod ily flu id clean-u p, the propersanitizingofinfirm ary room s, bed s , fu rnitu re
and the ne e d form ed icalconfid entiality.

2. Infirm ary bed d ingand linens m u s t be consid ered infectiou s and lau nd ered appropriately.

Mortality Reviews:
1. D eaths shou ld be reviewed by som eone otherthan the treatingphysician.

CQI:
1. The lead ershipofthe continu ou s qu ality im provem ent program m u s t be re trained regard ing

qu ality im provem ent philosophy and m e thod ology, alongwith stu d y d e sign and d ata
collection.

2. This trainingshou ld inclu d e how to s tu d y ou tliers inord erto d eveloptargete d im provem ent
s trategie s.
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Appendix A –Patient ID Numbers

Intrasystem Transfer:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

P atient #6 [redacted]

P atient #7 [redacted]

P atient #8 [redacted]

Unscheduled Offsite Services:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

Scheduled Offsite Services:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

Unscheduled Onsite Services:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]
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Overview

O n M ay 7-9,2014,we visited the H enry H illC orrectionalIns titu tion(H C C )inGalesbu rg, Illinois .
This was ou rfirs t site visit to H C C and this report d e scribe s ou rfind ings and recom m end ations.
D u ringthis visit, we:

 M e t withlead ershipofcu s tod y and m ed ical
 Tou red the m ed icalservices area
 Talked withhealthcare s taff
 R eviewed healthrecord s and otherd ocu m ents
 Interviewed inm ate s

W e thank W ard en A kpore and his s taff for their assis tance and cooperation in cond u ctingthe
review.

Executive Summary

H illC orrectionalC enterwas bu ilt as new constru ction and opened in O ctober1986. Since that
tim e, the physicalplant has beenwellm aintained .

H illC orrectionalC enteris am ed iu m -s ecu rity prison that hou s e s m e d iu m -secu rity m ale offend ers .
The cu rrent popu lation is approxim ately 1843inm ate s . The average lengthofincarceration is two
years. The ins titu tionis not areceptioncenterbu t has aninfirm ary and anou tpatient m entalhealth
m is sion.

C om prehensive m ed icalservices are provid ed throu ghacontractu alagreem ent withthe Illinois
D epartm ent ofC orrections and W exford H ealthSou rces, located in P ittsbu rgh, P A . O versight and
m onitoring of the m ed ical program is provid ed by a state-em ployed H ealth C are U nit
A d m inistrator(H C U A ).

The m id levelprovid erposition was ju s t vacated one m onthago. The previou s nu rs e practitioner
got ajobin the com m u nity bu t has been com ingin afew d ays perweek to helpou t while the
M e d icalD irectoris onathree-week vacation.

O fthe facilities inspected to d ate , H illC orrectionalC enteris the bes t s taffed facility, withonly
one nu rse practitionervacancy. There is astrongm ed icald epartm ent lead ershipteam consis ting
ofthe H C U A , D irectorofN u rsingand M e d icalR ecord s D irector. A lthou ghthe M e d icalD irector
position is filled , he d oe s not appearto perform som e ofthe ad m inistrative re sponsibilitie s ofa
M ed icalD irector.There are also clinicalconcerns. It was reporte d there is very little s tafftu rnover
and abs ente eism and , as ares u lt, low u s e ofovertim e.
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The record s were in good cond ition, with no loose filingand wellm aintained . H owever, the
problem list is kept bu ried u nd erthe ord ershee ts and is not always u pd ated .

Log books have be en d eveloped for general popu lation u rgent and non-u rgent sick call,
s egregationsickcall, s egregation“wellne s s checks,”infirm ary ad m is sions and off-site u rgent care,
as wellas non-u rgent consu ltations. This leveloforganization m ad e it easy to track and review
m ed icaltreatm ent.

W ithrespect to the chroniccare program , patients were s e en tim ely accord ingto policy fortheir
chronicd isease clinics;that is to say, they are s e en every fou rm onths regard le s s oftheird egree of
d is ease control. W hile this works wellforpatients withs table controlled cond itions, it expose s the
re s t ofthe patients to the d ele teriou s effects ofs u boptim ald isease m anagem ent forlongperiod s
of tim e. W e say this becau s e we often observe d a lais se faire approach to chronicd isease
m anagem ent where s u boptim ally controlled d isease was not ad d re s s e d aggres sively enou gh, or
som e tim e s not ad d re s s e d at all. It was apparent that provid ers were not objectively evalu ating
patients’m ed ication com pliance by reviewingthe M A R s , and therefore treatm ent interru ptions
were goingu nrecognized and u nad d re s s e d .

W ithrespect to sched u led offsite s ervices, we com m only fou nd inad equ ate oru ntim ely follow u p.
W e also fou nd that when the planofcare was changed this was not conveye d to the patient.

U nsched u led onsite s ervices revealed poorperform ance by the nu rs e s innot ad equ ately ad d re s sing
patients withpos sible che s t pain.

U nlike m any ofthe otherfacilitie s we have visite d , allchroniccond itions are ad d re s s e d at every
chroniccare clinicvisit. The chroniccare nu rse has invente d a“m u lti-clinic”chroniccare form
forthis pu rpose . W e fou nd this nu rse to be highly organized and efficient;clearly one ofthe be s t
chroniccare nu rse s we have encou ntered .

U nlike the m ajority offacilities previou sly inspected , nu rsingstaffat H illC orrectionalC enter
ad m inister m ed ication d irectly from the pharm acy prepared patient-specificblister pack and
d ocu m ent s u chat the tim e ofad m inistration on eachpatient-specificm ed ication ad m inistration
record (M A R ).

The H C U A has d eveloped an excellent program , inclu d ingawritten jobd e scription fortraining
healthcare u nit inm ate porters in infectiou s and com m u nicable d isease s , blood -borne pathogens,
bod ily flu id clean-u p, infirm ary room s, showers, bed s and fu rnitu re cleaning and m ed ical
confid entiality. A d d itionally, inm ate porters are provid ed the H epatitis B vaccine series .

W e reviewed five d eaths ofpatients who expired since Janu ary 2013and fou nd the care to be
extrem ely problem aticin two case s , bothofwhichinvolved avoid able d elays in d iagnosis and
treatm ent, whichlikely contribu te d to the tim ingoftheird em is e .
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Findings

Leadership and Staffing

The lead ershipteam , withthe exceptionofthe M e d icalD irector,appears to be qu ite capable. B oth
the H ealthService A d m inistratorand the D irectorofN u rsingd em ons trated to u s afirm knowled ge
ofthe proces s e s and asense ofoversight re sponsibility for those proces s e s . O n the otherhand ,
althou ghthe M e d icalD irectorwas on vacation at the tim e ofou rvisit, we d id hearfrom several
staffm em bers that at tim e s interactions withhim were le s s than pleasant. It was s u gges te d to u s ,
as an excu s e for his behavior, that in fact he was workingtoo m any jobs. In ad d ition to his
interpersonal d eficiencie s, we also id entified som e clinical concerns. O ne nu rs e practitioner
ind icated that d ifficu ltie s withthe M e d icalD irectorled to herrecent d epartu re. She cu rrently fills
in onapart-tim e basis.

O thers taffingis liste d in the following

table:Table 1. Health Care Staffin

P osition C u rrent FTE Fille d V acant State/C ont.
M e d icalD irector 1.0 1.0 C ontract
N u rs e P ractitioner 1.0 1.0 C ontract
H ealthC are U nit A d m . 1.0 1.0 State
D irectorofN u rsing 1.0 1.0 C ontract
P s ychiatrist 0.45 0.45 C ontract
C linicalP s ychologist 1.0 1.0 C ontract
M entalH ealthP rofe s sional 1.0 1.0 C ontract
C linicalSocialW orker 1.0 1.0 C ontract
R egistered N u rs e 8.0 8.0 C ontract
License d P racticalN u rse s 12.0 12.0 C ontract
H ealthInform ation A d m . 1.0 1.0 C ontract
H ealthInform ation A s sociate 4.0 4.0 C ontract
Rad iology Technician 0.4 0.4 C ontract
P harm acy Technician 1.0 1.0 C ontract
StaffA s sociate 1.0 1.0 State
D entis t 1.0 1.0 C ontract
D entalA s sis tant 2.0 2.0 C ontract
D entalH ygienist
O ptom e try 0.2 0.2 C ontract
P hysicalTherapist 0.05 0.05 C ontract
P hysicalTherapy A s s t. 0.5 0.5 C ontract
Total 38.60 37.60 1.0

There is astronglead ershipteam withthe exceptionofthe fu ll-tim e M e d icalD irector.The s trength
ofthe team inclu d e s the H ealthC are U nit A d m inis trator, D irectorofN u rsingand
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M e d icalR ecord s D irector. There are eight fu ll-tim e registered nu rsingpositions and 12fu ll-tim e
license d practicalnu rsingpositions and allofthe positions are filled . O u t of38.60approved FTEs,
there is only 1.0FTE nu rse practitionerpositionvacant.

A s reporte d by the D irectorofN u rsing(D O N )there is m inim alstafftu rnover, lim ited call-offs
and u s e ofovertim e and no refu salofovertim e.

A review ofm ed icalstaffcred entialingand licens u re ind icate s taffwhichhas be en appropriately
trained , are cu rrently license d and workingwithin theirrespective scopes ofpractice pu rs u ant to
written jobd e scriptions.

Clinic Space and Sanitation

H illC orrectionalC enteropened in O ctober1986as new constru ction. Since that tim e, the facility
has beenwellm aintained . The healthcare u nit (H C U )is alarge, well-lighted and wellm aintaine d
bu ild ing. There is am od erate size d inm ate waitingareanearthe entrance, as wellas am ed ication
ad m inistration wind ow and officer’s s tation. Fu rtherin the H C U is the ou tpatient nu rsingstation,
rad iology su ite , d entalclinic, alarge m ed ication/s torage room , three well-equ ipped exam ination
room s,anoptom e try clinic,am ed icalrecord s d epartm ent,alarge well-equ ipped u rgent care room ,
a15-bed infirm ary and m u ltiple office areas.

Intrasystem Transfer

The intrasys te m proces s was reviewed by u s throu gh 10 record reviews, of which two were
problem atic. O verall, this was one ofthe betterproces s e s we have se en. Follow u pwas aproble m
in two ofthe 10case s .

Patient #1
This is a52-year-old who arrived at H illon 2/19/14withahistory ofhypertension, apreviou sly
treate d positive TB skin te s t and aleft neck m ass fortwo years alongwithaseizu re d isord er. H e
had ahypertensionclinicon3/11/14and at that point, his blood pres s u re was ingood control. H e
was s u ppose d to be receivingblood pres s u re checks twice we ekly, bu t two tim e s the s e checks
were cancelled d u e to alockd own. It is not clearwhy som eone’s blood pres s u re cannot be taken
within the hou singu nit d u ringalockd own. H e has neverhad follow u pofhis s eizu re d isord eror
his neck m as s .

Patient #2
This is a49-year-old who arrived at H illC orrectionalC enteron 3/27/2014. H e had hypertension,
hepatitis C and cirrhosis. O n 4/22, he had his baseline chroniccare clinicforhepatitis bu t he has
neverhad ahypertensionclinic. H is hypertension m ed ications have ru nou t as of4/27.
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Nursing Sick Call

The facility u s e s a sched u le d sick call requ e s t s lip style sick call sys te m for both general
popu lation and s egregation inm ate s . Sick callis cond u cted s even d ays awe ek. R equ e s t s lips are
available in eachhou singu nit. W hen the inm ate com plete s the requ e s t, he places it d irectly into
alocked m e d icald rop-box located in eachhou singu nit. Secu rity s taffworkingthe 11:00p.m . to
7:00a.m . shift collects the requ e s ts and d elivers them to the healthcare u nit. A registere d nu rs e
(R N )workingthe 11:00p.m . to 7:00a.m . shift reviews eachslipforrou tine vers u s u rgent health
care ne ed s . Ifthe R N d e term ine s the requ e s t is ofan u rgent natu re, the inm ate is im m e d iately
evalu ated . If the R N d e term ine s the requ e s t is ofarou tine natu re, the inm ate is sche d u led for
nu rsingsick callon the following7:00a.m . to 3:00p.m . shift. This m eans inm ate s are evalu ated
within 24 hou rs of s u bm is sion of their requ e s t. D epartm ent of C orrections O ffice of H ealth
Services approve d treatm ent protocols are u s e d for each nu rsing sick call encou nter. The
protocols are onapre-printed form and provid e apathway oftreatm ent based oninm ate provid e d
inform ation and physicalfind ings. N u rsingsick callcou ld be cond u cted by eitheraR egistere d
N u rs e (R N )orLicens e d P racticalN u rs e (LP N ). P erID O C policy, allnu rsingstaffare initially
trained by aphysician on appropriate u s e of the treatm ent protocols and re traine d annu ally.
A d d itionally, each facility physician is requ ired to review two m ed ical record s per nu rsing
provid erm onthly forthe appropriatene s s ofu s e ofthe protocols. The D irectorofN u rsing(D O N )
cond u cts am onthly au d it ofnu rsingsick callrecord s and m aintains a“protocolu sage”log.

Segregation s tatu s inm ate s are offere d d aily sick call equ ivalent to the general popu lation.
Segregation s tatu s inm ate s s u bm it sick callrequ e s ts either to an officer or nu rsingstaff. The
requ e s ts are collected by s ecu rity s taffworkingthe 11:00p.m . to 7:00a.m . shift and d elivered to
the H ealthC are U nit. The R N workingthe 11:00p.m . to 7:00a.m . shift reviews eachslip to
d e term ine u rgent vers u s rou tine healthcare requ e s ts . U rgent requ e s ts are ad d re s s e d im m e d iately.
Inm ate s withrequ e s ts d e term ine d to be ofanon-u rgent natu re are sched u led to be evalu ated on
the im m ed iately following7:00a.m . to 3:00p.m . shift. Sick callslips canalso be givento nu rsing
staffwhen they are in the u nit form ed icationad m inistration orthe d aily “wellne s s checks.”

In the s egregation u nit there is ad e signated “sick call” room that both nu rsingstaff and the
physician u s e to cond u ct sick call. The room is equ ipped withan exam ination table, and nu rsing
stafftakes otherequ ipm ent and s u pplies nee d e d forsick call. The nu rse provid e s alist ofinm ate
nam e s to the s egregation u nit “wingofficer”who then takes inm ate s one-by-one to the sick call
room for the nu rse to evalu ate. A s are s u lt, the inm ate benefits from aprivate, confid ential
encou nterwiththe benefit ofanappropriate exam ination ifind icated . A gain, the O ffice ofH ealth
Services approved protocols are u s e d for each sick callencou nter. The sick callencou nter is
d ocu m ente d in eachd etainee’s m ed icalrecord . A d d itionally, nu rsingstaffare requ ired to sign in
and ou t ofthe s egregation u nit. The D O N m aintains asegregation log.

Segregation “wellnes s checks”are cond u cted foreachinm ate d aily on the 7:00a.m . to 3:00p.m .
shift. N u rsingstaffad m inisteringm orningm ed icationproceed s cell-to-celltalkingwitheach
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inm ate in segregation s tatu s . D ocu m entation of the “wellnes s check” is note d on each inm ate
specificflow she e t. W hen the inm ate is releas ed from segregation, the flow shee t is filed in the
inm ate m ed icalrecord . A d d itionally, the D O N m aintains asegregation log.

Ten generalpopu lation m ed icalrecord s were reviewed forsick callencou nters occu rringd u ring
Febru ary, M archorA pril2014. The 10record s accou nte d for20nu rsingsick callencou nters with
the followingd etails.

1. O f the 20 sick callencou nters , 11were perform e d by aregistered nu rs e and nine were
perform ed by alicens e d practicalnu rse .

2. O fthe 20encou nters ,10res u lte d inareferralto eitherthe physicianorm id -levelprovid er,
one physician consu ltation at the tim e ofthe encou nterand one te m porary placem ent in
the infirm ary u ntilthe physician cou ld evalu ate the patient the next m orning.

3. In each of the 10 referrals, the appointm ent occu rred on the d ay sched u led , and the
physicianorm id -levelprovid erad d re s s e d the is s u e that led to the referral.

4. O fthe 10referrals, six occu rred on the sam e d ay orno laterthan the next, one occu rred
within two d ays, two occu rred within three d ays and one occu rred within five d ays.

5. In all20encou nters , the pre-printed protocolform was u s e d , agood history and d u ration
were d ocu m ente d , vital signs were record ed and exam inations as ind icated were
d ocu m ente d .

Five segregations tatu s inm ate m ed icalrecord s were reviewed from the sam e tim e period . The five
record s accou nte d forsix sick callencou nters withthe followingd etails.

1. O fthe six encou nters , three were perform ed by aregistered nu rs e and three by alicense d
practicalnu rse .

2. O f the six encou nters , three re s u lte d in areferral to either the physician or m id -level
provid er.

3. In two ofthe referrals, the patient was evalu ated the sam e d ay, and in one ofthe referrals,
the patient, withacom plaint ofd ry, itchy skin, was evalu ated infive d ays.

4. In allsix encou nters , the pre-printed protocolform was u s e d , agood history and d u ration
were d ocu m ente d , vital signs were record ed and exam inations as ind icated were
d ocu m ente d .

Chronic Disease Management

There are 637 inm ate s enrolled in the chronicd is ease clinicin 773 separate clinics. This is
approxim ately 34% ofthe popu lationat H C C . The d is tribu tion inclinics is as follows:

 C ard iac/H ypertension(317)
 D iabete s (73)
 GeneralM e d icine (173)
 H IV Infection/A ID S (15)
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 Liver(57)
 P u lm onary C linic(176)
 Seizu re C linic(42)
 TB infection(7)

U nlike otherfacilitie s , patients at H C C have allchronicd is ease s ad d re s s e d at eachchroniccare
visit. The only exceptionto this practice is patients withH IV whose d is ease is not followed by any
ofthe onsite provid ers. P atients withm ore thanone chronicd isease are enrolled in what they call
m u lti-clinic. The chronicd isease nu rs e d eveloped his own form forthis pu rpose and it has bee n
ad opted by som e ofthe otherfacilities as well.

The chroniccare nu rs e at H C C is one ofthe m os t highly organized and com petent chroniccare
nu rse that we have m e t to d ate. H e has d evelope d and u s e s am u ltipage Excelspread shee t for
trackingallthe clinics. H e is d evote d to the program fu ll-tim e and d oe s not get pu lled to other
tasks. H e knows the patients well, d oe s allthe sched u lingand coord inate s allthe labs, telem ed icine
appointm ents , rou tine physicalexam s and TB treatm ent. H e has arranged m and atory ed u cational
se s sions forthe poorly controlled d iabetics and plans to d o anothers u chse s sionwithinm ate s who
were s u cces sfu lat changingtheirlife s tyle s as gu e s t speakers.

Cardiovascular/Hypertension

W e reviewed six record s ofpatients enrolled in the clinic. R ecord review showed aconsis tent lack
ofevalu atingm ed icationcom pliance, and arelu ctance to ad ju s t m e d icationwhenblood pres s u re s
were le s s than wellcontrolled . Given that patients are typically only se en every fou rm onths for
theirchronicd is ease s , this expose s them u nnece s sarily to the d ele teriou s effects ofhypertension
withthe potentialrisk ofend organ d am age. Exam ple s follow.

Patient #1
This is a59-year-old m an withH IV infection, hepatitis C and hypertension who was ad m itte d to
ID O C in 2007 and has been at H C C since at least 2012when his cu rrent volu m e begins. H is
chroniccare overthe past yearu nfold ed as follows .

O n 7/22/13, he was s e en in hypertension clinicwithablood pres s u re of130/92. The physician
d ocu m ente d no s u bjective inform ation. C ontrolis rated as fairbu t no m ed ication change s were
m ad e. The m ed icationad m inistrationrecord (M A R )review shows that the patient d id not pick u p
his m e toprololin Ju ne, bu t this d oe s not appearto have been recognized by the provid er.
O n11/20/13,he was s e eninhypertensionclinic. H is blood pres s u re was wellcontrolled at 118/76.
The M A R shows he d id not pick u phis m e toprololin O ctober.

O n1/27/14,he was s e enin H IV clinic. H is blood pres s u re initially was 162/100;onrecheck it was
156/100and then146/98. H e saw no one in follow u pofthis.

O n 3/17, he was s e en in hypertension clinic. H is blood pres s u re was 110/82. The M A R shows he
d id not pick u phis am lod ipine in D ecem ber.
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O n 4/12, he was involved in an altercation and placed in segregation. O n 4/13, anu rse d oing
segregationrou nd s note d that the patient had exce s sive am ou nts ofallhis m e d ications in his cell
and referred him to the d octorto d iscu s s m e d icationcom pliance. The physician saw him the next
d ay bu t d id not ad d re s s the m e d icationcom pliance is s u e . H is blood pres s u re that d ay was 142/80.

Opinion:W henconfronte d withles s thanad equ ately controlled blood pres s u re, the provid erfaile d
to intervene. It appears that m ed ication noncom pliance plays asignificant role in this patient’s
inconsis tent blood pres s u re control, bu t this is goingu nrecognized and /or u nad d re s s e d by the
clinician.

Patient #2
This is a48-year-old d iabeticwithhypertension and m orbid obesity who has been incarcerated
since 1999and transferred to H C C in 2010. H is problem list has not been u pd ated since 2012.
C hroniccare overthe past yearwas as follows.

O n 5/3/13, he was s e en in m u lti-clinic. H is blood pres s u re was 140/90and is rated as fairbu t no
changes in m ed ications were m ad e.

H e was not s e en by aprovid eragain u ntilthe next m u lti-clinicin Septem ber. H is blood pres s u re
was 146/92, rated as fairbu t no changes m ad e.

O n12/1, the patient was m oved to s egregationand it was d iscovered that he had m u ltiple card s of
blood pres s u re m ed ications inhis property. H is m e d ications were thennu rse d ispens e d . The M A R s
reflect that he consis tently refu s e d his hyd rochlorothiazid e bu t was com pliant with other
m ed ications. H e requ e s te d to d iscontinu e the hyd rochlorothiazid e and was s e en by the nu rse
practitionerforthis on 12/24. H is blood pres s u re was 170/98. The nu rse practitionerd id s topthe
hyd rochlorothiazid e bu t m ad e no other m ed ication ad ju s tm ents . She ord ered blood pres s u re
checks.

O n 1/7/14, he was s e en in m u lti-clinic. H is blood pres s u re was 178/94. B lood pres s u re checks
from 12/31to d ate were 140/84,178/94,150/90.This was rated as faircontroland the d octorm ad e
no m ed icationchanges.

O n1/11, the patient was s e en at nu rse sick callforhypertension. H is blood pres s u re was 170/104
and 170/102;on recheck it was 160/90. H e was not referred to a provid er d e spite being
sym ptom aticwithhead ache.

O n 2/28, at 4:50p.m ., he was again seen at nu rse sick callforhypertension. H e com plained of
head ache and blu rred vision. H is blood pres s u re was 210/126.The nu rse practitionerwas contacted
and ord ered aone-tim e d os e ofclonid ine. H is blood pres s u re cam e d own to 162/96at som e tim e
thereafter, bu t exactly whenis not clear. H e was released to his u nit withno follow-u p. H e has not
been s e enagainas ofthe d ate ofou rvisit 5/8.
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Opinion:This patient’s blood pres s u re has not beenad equ ately ad d re s s e d . H e has be en expose d to
the d am agingeffects of hypertension consis tently for the past year. Severely elevated blood
pres s u re with sym ptom s ofhead ache and blu rred vision is ahypertensive crisis and shou ld be
m anaged in am onitored s e ttingsu chas an em ergency d epartm ent.

Patient #3
This is a53-year-old m anwithasthm a, d iabete s and hypertensionwho arrived inID O C on3/13/14
and was transferred to H C C on4/7/14. H e was s e enin m u lti-clinicon4/20/14. H is blood pres s u re
was 142/88, whichwas inaccu rately rated as good and no changes were m ad e.

Diabetes

A t the tim e ofou rreview, there were 23patients whose d iabete s was u nd erpoorcontrol. This
repres ents 31.5% ofalld iabeticpatients at this facility, whichis avery highnu m ber. To his cred it,
the chroniccare nu rse tracks thes e patients s eparately and has d eveloped and im plem ente d special
ed u cationalprogram s forthes e patients .

W e reviewed five record s ofpatients withinad equ ate d iabete s control. A gain, the them e was a
non-aggres sive approachto m ed ication titration withlongintervals between visits , thu s exposing
patients to the d am agingeffects of elevated blood glu cose. Fou r of the five patients were not
m anaged withthe intensity that theirpoorcontrolrequ ired . The fifthpatient had ju s t arrived at
H C C am onthago, so apatternwas not ye t evid ent.

Patient #4
This is a36-year-old type 1d iabeticwho was ad m itte d to ID O C in 2007and transferred to H C C
on 9/23/13. H e is prescribed anon-physiologicinsu lin replacem ent regim en consis tingofN P H
twice ad ay and slid ingscale insu linwithm eals. A t the previou s facility, he was prescribed Lantu s
and slid ingscale ins u lin bu t was s u m m arily switched to N P H u pon transferto H C C . H e is not on
astatin.

H e has be en se enfrequ ently forhis poorly controlled d iabete s ,withad ju s tm ents to the N P H which
have m ad e no d ifference in his blood glu cose, whichhas continu ed to trend u pward .

Opinion:Type 1 d iabetics shou ld be given physiologicinsu lin replacem ent withabasal/bolu s
regim en. Switchingto N P H was inappropriate and has had ad ele teriou s effect on the patient’s
d iabete s control. This is placinghim at high risk for an ad verse ou tcom e. C u rrent gu id eline s
recom m end s tatin therapy foralld iabetics.

Patient #5
This is a56-year-old m an withd iabete s , hypertension and asthm awho was ad m itte d to ID O C in
1983and transferred to H C C in2009. H e is not onastatin. H is chroniccare overthe past yearhas
beenas follows.

O n 5/16/13, he was s e en in m u lti-clinicwithpoorly controlled d iabete s (A 1cof10.5%)and his
glipizid e was increased .
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O n 6/12and 7/17, he was s e en in M D SC forfollow u pofA ccu C hecks, whichwere reasonably
wellcontrolled .

O n 9/19, he was s e en in m u lti-clinic. H is d iabete s was u nd erpoorcontrolwithan A 1cof11.9%.
The d octorincreased his glipizid e.

H e was not s e en again u ntil1/16/14at m u lti-clinicwhen his d iabete s was s tillpoorly controlle d
withan u nchanged A 1c. The nu rse practitionerrecom m end e d s tartinginsu lin, bu t patient wanted
to think abou t it. She requ e s te d follow u pin two weeks.

W hen she saw him againon1/30, he d id not want to start insu lin bu t ratherwanted to d ecrease his
carbintake and exercis e m ore. H e had not been se enagain as ofthe d ate ofou rvisit.

Opinion: A concerte d effort shou ld be u nd ertaken to work withthis patient m ore closely in ord er
to get his d iabete s u nd erbettercontrolso as to d ecrease the risk ofanad verse ou tcom e.

Patient #6
This is a48-year-old d iabeticwithhypertension, hyperlipid em iaand hypothyroid ism who arrived
in ID O C in2004and was transferred to H C C on11/26/13.

O n 12/17, the patient was s e en in m u lti-clinic. H is A 1cwas 8.4% on 11/1 and the N P H was
increased .

O n 1/7/14, he was s e en for his annu al m u lti-clinic. There were no new labs bu t the nu rs e
practitionerincreas ed the N P H in re spons e to elevated fingers ticks. H e has not been se en since.

Opinion: This patient shou ld be s e en m ore frequ ently in ord er to get his d iabete s u nd er better
control.

Patient #7
This is a48-year-old d iabeticwithhypertension and m orbid obesity who has been incarcerated
since 1999and transferred to H C C in 2010. H is problem list has not been u pd ated since 2012.
C hroniccare overthe past yearwas as follows.

O n 5/3/13he was se en in m u lti-clinic. H is A 1cwas 10.9on 4/29. The nu rse practitionerspent a
su bs tantialam ou nt oftim e exploringhis d ietary habits and cou nselinghim on d iet and exercise.
She increased his insu lin.
H e was not s e en by aprovid eragain u ntilthe next m u lti-clinicin Septem ber. H is A 1cwas 10%
on8/28and acknowled ged as poorcontrolbu t no change s were m ad e.

Fou rm onths later, he was s e en on1/7/14in m u lti-clinic. H is A 1cwas 9.6% on12/10, whichwas
note d  to be poor bu t the only plan was “ad vis ed  ↓ weight, ↑ exercise.” H is d iabete s  has not been 
ad d re s s e d again as ofthe d ate ofou rvisit.

M ay 2014 H illC orrec tionalC enter P age 12



Opinion: This patient shou ld be s e en m ore frequ ently ford iabete s m anagem ent to m inim ize his
exposu re to elevated blood glu cose.

General Medicine

There were six patients on C ou m ad in at the tim e ofou rvisit, allofwhom were cu rrently in the
therapeu ticrange and had largely rem ained so throu ghou t the calend aryear.The chroniccare nu rs e
keeps an excellent flow she e t, whichtracks patients’labres u lts , clinicd ate s , frequ ency ofblood
d raws and ou t d ate s .

W e note d that one of the patients ([redacted])has been on C ou m ad in since 2001 when he
d eveloped aright lower extrem ity D V T followingafractu re ofthe tibia. H ealthcare s taffhave
d ocu m ente d that there was no history ofrecu rrent D V T, ye t he rem ains on therapy. A single
episod e ofprovoked D V T requ ire s only short-term anticoagu lation(3-6m onths). The risks ofthis
m ed ication m ay ou tweighthe benefits at this late d ate;therapy shou ld be reevalu ated .

HIV Infection/AIDS

W e reviewed five record s (30%)ofpatients enrolle d inthe clinic.R ecord review showed that m os t
patients were s e entim ely inthe H IV telem ed icine clinicand m os t labs were d one tim ely. H owever,
the electronicste thoscope was often not fu nctioningand the ID consu ltant relied on the patient’s
report ofm ed ication com pliance, when ou rreview ofthe M A R s often contrad icted the s e reports .
A s is tru e inallofthe otherfacilities that we have visited , the onsite provid ers have nothingto d o
withany aspect ofH IV care, inclu d ingm onitoringm ed icationcom pliance and tolerability. In ou r
opinion, the provid ers’lack offam iliarity withthes e patients and the provid ers’lack offam iliarity
withH IV d isease its elfplaces the patients at u nneces sary risk ofad verse ou tcom e.

Patient #8
This is a59-year-old m an withH IV infection, hepatitis C and hypertension who was ad m itte d to
ID O C in 2007and has been at H C C since at least 2012, when his cu rrent volu m e begins. R ecord
review shows that the electronicste thoscope was not fu nctioningat three of the last five ID
telem ed icine visits ,and that there were d iscrepancies betweenhis reporte d m e d icationcom pliance
and that reflected on the M A R s . Forexam ple, on11/5/13, he was s e en in H IV clinicand reporte d
100% m ed ication com pliance, bu t the M A R shows he d id not pick u phis A triplain Septem ber.
Likewise, at the 1/27/14H IV clinicvisit, he reporte d 100% m ed icationcom pliance, bu t the M A R
shows that he d id not pick u phis A triplain Janu ary.

O n 4/12/14, he was involved in an altercation and placed in segregation. The next d ay, anu rse
d oingsegregationrou nd s note d that the patient had exces sive am ou nts ofallhis m ed ications inhis
celland referred him to the d octorto d iscu s s m e d icationcom pliance. The d octorsaw him the next
d ay bu t d id not ad d re s s the m ed icationcom pliance iss u e .
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Opinion: There s e e m s to be ad iscrepancy between the patient’s reporte d com pliance rate and that
which the M A R reflects. This shou ld be brou ght to the attention of the provid er so it can be
d iscu s s e d withthe patient d u ringthe visit.

Patient #9
This is a51-year-old m an withhypertension and H IV infection who arrived in ID O C on 12/5/13
and transferred to H C C on 1/29/14. H e has been se en twice in ID telem ed icine clinicsince his
arrivaland the electronicste thoscope was not fu nctioningforeithervisit. O therwis e, labs have
been d one tim ely and his d is eas e is wellcontrolled .

Patient #10
This is a44-year-old m an withH IV infection whose care is com plicated by his noncom pliance
withlabs, visits and m ed ications. H e was last s e en in H IV clinicin Janu ary 2012, at whichtim e
the ID specialist had alongd iscu s sionwiththe patient, im pres singu ponhim the d ire natu re ofhis
nee d to s tart m ed ications given his low C D 4cou nt and levelofvirem ia. The patient was u tterly
u nwillingto take A R V s or even B actrim . H e was offered m u ltiple opportu nities to s e e the ID
d octor, bu t he has be en refu singever since. H e did have labs d one on 4/3/14, whichshowed a
fu rther d ecline in his C D 4 cou nt to 38 and aris e in his viralload to over 100K . The facility
physician signed this labbu t m ad e no effort to d iscu s s this withthe patient.

The ID specialist recom m end e d apsychiatricevalu ation, thou gh he ad m itte d that the patient
s e e m e d to be capable ofd ecision m aking. This recom m end ationwas neverfollowed , thou ghthere
is anote d ate d 4/8/12labeled “m entalhealthchart review.”It state s only, “M entalhealthfollow
u ponly as ind icated oras nee d e d at this tim e,”and d oe s not speak to the concerns raised by the
ID d octor.

Opinion: A d m itte d ly, this is ad ifficu lt cas e. H owever, attem pts shou ld be m ad e by one ofthe
onsite provid ers to d eveloparapport withthis patient inord erto fos teranatm osphere oftru s t that
m ight be cond u cive to acceptance oftherapy.

Patient #11
This is a44-year-old m an withH IV infection who entered ID O C in 2011and arrived at H C C two
weeks later. H e is treatm ent naïve and has been offered the option oftherapy bu t chose s to forego
fornow, as the nee d to treat is not u rgent. H e has been se en tim ely in ID clinic(five tim e s since
A pril2013)withlabs d one tim ely before eachvisit.The electronicstethoscope was not fu nctioning
at fou rofthe five visits . H e has not been se enby alocalprovid ersince Ju ne 2011.

Opinion:This patient shou ld be s e enperiod ically by afacility provid erforthe sake ofcontinu ity.

Pulmonary Clinic

W e reviewed three rand om charts ofpatients withasthm a. This lim ited review raised qu e s tions
abou t the accu racy ofass e s singd isease control. O ne patient’s asthm awas d e em e d to be u nd ergood
controlat s everalclinicvisits withou t any historicalinform ation to base this conclu sion on.
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Inanothercase,apatient was rated as good controld e spite u singhis re scu e inhalertwice eachd ay.
W e s u gges t the C Q I program evalu ate this is s u e in m ore d e tail.

Seizure Clinic

There were no patients rated as poorly controlled in the s eizu re clinic. W e chose to review the fou r
who were rated as faircontrol. A com m on them e was inad equ ate m onitoringortitration ofanti-
seizu re m ed ications as d e scribed in the followingcase s .

Patient #12
This is a33-year-old m an withseizu re s who was received in N R C on 2/20/14on D epakote and
D ilantin. H is intake labs showed alow D ilantin levelof6, and atherapeu ticD epakote levelof
51.3. H is m ed icationwas not changed . H e was transferred to H C C on3/4on the sam e d os e s .

O n 3/23, he had awitne s s e d s eizu re and m u ltiple d os e s ofD ilantin and D epakote were retrieve d
from his cell. The M e d icalD irectorwas contacted and ord ered that his m orningd ose ofD epakote
be given and to hou s e him in the infirm ary. Laterthat evening, he had anotherwitne s s e d s eizu re,
then anotherthat night. There is no evid ence that the nu rse s contacted the d octor. The M e d ical
D irectorsaw the patient the next d ay and d ischarged the patient back to the u nit. H e d id not ord er
ad ru glevelorm ake the m ed ication nu rse-ad m inis tered .

O n 4/2, he saw the nu rse practitionerin seizu re clinic. There were no new labs since the intake
labs in Febru ary. She note d the breakthrou ghseizu re s bu t rated him as faircontrol. She increase d
the D ilantinand ord ered alevelin one m onth.

Laterthat evening, he had anotherseizu re. The d octorwas called and ord ered him placed in the
infirm ary bu t there were no otherord ers . H e saw the patient the next d ay and d ischarged him to
his cellwithalevelpriorto next clinic, bu t d id not specify when the next clinicshou ld be.

O n 4/24, his labs were d rawn. The labcalled the next d ay withacriticalD ilantin levelof33.2.
The d octorwas called and ord ered the m ed icationbe held forfive d ays, then re s u m e d at the sam e
d os e witharepeat level. Laterthat m orning, the nu rse practitionersaw the patient, who told her
that he had been takingthree capsu le s ad ay instead of two. She ord ered the m ed ication be
ad m inistered d os e-by-d os e perhernote bu t d id not write this on the ord er shee t and ind e e d , the
M A R d oe s not reflect that he was gettingthe m ed ication nu rse ad m inistered .

O n 4/29, acod e 3was called to the u nit for seiz u re s . The nu rse’s note state s that the M e d ical
D irectorwas onsite bu t there is no note from him , only ord ers forblood levels ofbothd ru gs and
that the m orningD ilantin and D epakote d os e s be given, then re s u m e d at the priord os e . A gain,
m u ltiple d os e s ofhis s eizu re m ed ications were recovered from his cell(108 d ose s total). The
patient was placed in the infirm ary. That afternoon, he had anotherseizu re and was given2m gof
A tivan forwhat sou nd s like apos tictalstate (sleeping, snoringlou d ly, d rooling).

The M e d icalD irector saw the patient the next day and d ischarged him back to his u nit. The
previou sly d rawn d ru glevels were not ye t reviewe d by the d octor, thou ghthey were re s u lte d that
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m orning. The D epakote levelwas u nd e tectable and the D ilantin levelwas s u btherapeu ticat 4.7.
Thes e were signed by the d octoron 5/1, bu t no change s were m ad e and the patient had not been
se eninfollow-u pas ofou rvisit on5/8.R eview ofthe M A R shows that the m ed ications were m ad e
d os e-by-d os e on4/29and that he has been largely com pliant since then.

Opinion:This patient’s m ed icationhas not been m onitored ortitrated appropriately. D e spite being
ad m itte d to the infirm ary m u ltiple tim e s , he has been d ischarged before gainingcontrolofhis
s eizu re s and ens u ringstability.

Patient #13
This is a28-year-old m an withseizu re s who was ad m itte d to ID O C on 11/18/08and transferred
to H C C on 12/24/13on no seizu re m ed ications. H is D ilantin was d iscontinu ed at the previou s
ins titu tion, d u e to him beingseizu re-free foryears withlevels that were s u btherapeu ticthe m ajority
ofthe tim e.

H e was s e en in s eiz u re clinicon 2/5/14and reporte d havingaseiz u re two weeks prior. There is
no otherd ocu m entation ofthis in the chart. The d octorre s u m e d the D ilantin bu t d id not ord era
level.

O n 2/17, the patient had as eizu re, was given ad ose of A tivan and placed in the infirm ary. A
D ilantin levelwas not obtained . The d octorsaw him the next d ay, increased his D ilantin d ose and
d ischarged him to his cellhou s e . H e d id not ord erad ru glevel.

O n2/20, the patient had anotherwitne s s e d s eizu re. A fterward ,he ad m itte d to skippinghis D ilantin
d ose that m orning;however, this was not s u bs tantiated by the M A R , whichshows that he took the
d os e and that he had beencom pliant withnearly allpreviou s d os e s . H e was placed inthe infirm ary
and the physician was notified . There were no new ord ers and no note by the physician. H e was
released by the R N the next m orningwith no evid ence that the case was d iscu s s e d with the
physician.

O n 3/4, the M e d icalD irector saw the patient for d and ru ff. There was no m ention ofthe recent
s eizu re activity.

O n4/4, he was s e en in seizu re clinic. H is D ilantinlevelwas 8.4on3/27and he reporte d skipping
som e d os e s ofthe m ed ication. M A R shows that he m is s e d 11 d ose s in M arch. N o m ed ication
changes were m ad e.

O n 5/8, there is anote from the LP N s tatingthat the patient has be en refu singhis a.m . D ilantin
d ose since 4/20. H e is sched u led to s e e the M e d icalD irectoron5/28.

Opinion:This patient’s D ilantinwas not ad equ ately m onitored arou nd the tim e ofhis breakthrou gh
seizu re s . N o m eaningfu lm anagem ent ofhis s eiz u re d isord eroccu rred d u ringeither ofhis two
short s tays in the infirm ary. This patient’s noncom pliance need s to be ad d re s s e d tim ely;he willbe
m is singd ose s fornearly six weeks by the tim e he s e e s the d octor.
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Patient #14
This is a53-year-old m an withseizu re s who has been incarcerated since 2003and transferred to
H C C in 2010. A t the A u gu s t 2012 chroniccare visit, the patient’s D epakote level was
s u btherapeu tic. There was no d ocu m entation ofwhen the patient’s last s eizu re was. The M e d ical
D irectorthen d ecreased the patient’s d os e withno clinicalrationale d ocu m ente d . H e was s e en
regu larly in chroniccare clinicthrou ghou t 2013 withou t breakthrou gh seizu re s , thou gh his
D epakote levelwas consis tently s u btherapeu tic. N o change s to his d os e were m ad e.

O n 1/24/14, he had aseizu re witne s s by his cellie. H e was placed in the infirm ary fora23-hou r
observationand the d octorwas contacted . H e ord ered the D epakote d os e be increased from 500to
1000m gperd ay. N o blood work was ord ered . H e was released from the infirm ary the next d ay
by verbalord erfrom the M e d icalD irector.

O n 4/3, he was s e en in seizu re clinicby the nu rse practitioner. The D epakote level was
s u btherapeu ticat 40.8. N o m ed icationchange s were m ad e. M A R s show com pliance withthe great
m ajority ofd os e s .

Opinion:C onsid erad ju s tingthis patient’s m ed ication d os e in light ofthe priorseizu re activity.

Pharmacy/Medication Administration

B oswellP harm aceu ticals, located in P ennsylvania, provid e s allprescription and over-the-cou nter
m ed ications for the facility. B oswell is license d as a W holesale D ru gD istribu tor/P harm acy
D istribu tor. The s ervice is a“fax and fill”sys te m whichm eans patient new prescriptions faxed to
the pharm acy by 11:00a.m . willarrive at the facility the next d ay, and refillprescriptions faxed by
10a.m .willbe received the next d ay. Two localretailpharm acie s orthe localhospitalare the back-
u ppharm acy forobtainingm ed ication whichis ne ed e d im m ed iately and is not available in stock.
P atient specificprescriptions, s tock prescriptions and controlled m ed ications arrive packaged in a
30-d ay bu bble pack. O ver-the-cou nterm ed ications are provid ed inbu lk by the bottle, tu be, etc.The
m ed icationpreparation/storage areais s taffed withone fu ll-tim e pharm acy technician, and B oswell
provid e s aconsu ltingpharm acist to com e on-site once am onthto review prescription activity, to
as s e s s pharm acy technicianperform ance and techniqu e and to d e stroy ou td ated orno longerneed e d
controlled m ed ications pu rs u ant to the requ irem ents ofthe Fed eralD ru gA d m inistration(FD A )and
D ru gEnforcem ent A gency (D E A ). Inspection ofthe m ed ication preparation/storage areareveale d
alarge, clean, organized , well-lighted and well-m aintained area. A n interview withthe pharm acy
technician revealed aknowled geable ind ivid u alwithtwelve years workingas the healthcare u nit
pharm acy technician. Inspection ofthe areaind icated tight accou ntingofcontrolled m ed ications,
both stock and retu rn item s , nee d le s/s yringe s, sharps/instru m ents and m ed icaltools. A rand om
inspection ofperpetu alinventories and cou nts ind icated allwere correct. A d d itionally, inspection
ofthe perpetu alinventories and cou nts in the infirm ary m ed ication room verified allwere correct.
Those inventories are verified eachshift by on-com ingand off-goinginfirm ary nu rsingstaff.
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A cces s to the m ed ication s torage room is re s tricted to nu rsingad m inistration, nu rsingstaffand the
pharm acy technician. N u rsingad m inistration and the pharm acy technician are requ ired to d raw
keys to theirareaat the beginningofeachshift and re tu rn the keys when leavingat the end oftheir
shift. In the event they wou ld leave institu tionalgrou nd s with the keys , they are contacted by
arm ory personnelto im m e d iately re tu rn to the ins titu tion. N u rsingstaffare perm itte d to pass their
key rings from shift to shift. K e ys to the m ed ications torage room and locked cabinets are re stricted
to nu rsingad m inistration, nu rsingstaffand the pharm acy technician. K eys to the “back stock”
vau lt are re s tricted to the health care u nit ad m inistrator and d irector of nu rsing. R efrigerator
tem peratu re s are m onitored and d ocu m ente d d aily.

A llprescriptions, controlled m ed ications, s yringe s, nee d le s and other sharp tools are ord ered ,
received and inventoried by the pharm acy technicians. O nce received and cou nts verified , eachof
the item s is ad d e d into the item specificperpetu alinventory. Item s placed in “back stock”are
s tored within alocked vau lt insid e the locked and re s tricted access s torage room . The perpetu al
inventories for all item s located in the vau lt are verified weekly by the H ealth C are U nit
A d m inistratorand D irectorofN u rsing. M e d ication carts are inventoried d aily and re s tocked as
nee d e d . The crashcart inventory is verifie d weekly orany tim e the plasticsecu rity s ealis broken.
The controlled m ed ication “back stock” perpetu alinventory is verified weekly. The perpetu al
inventories forcontrolled m ed ication in “front orworkingstock”are verifie d eachshift by anon-
com ingand off-goingnu rsingstaffm em ber.

D ose-by-d os e m e d ication is ad m inistered by license d nu rsingstafftwo tim e s ad ay. Form orning
(7:30a.m . to 8:30a.m .)m ed ication ad m inistration, inm ate s from hou singu nits one and three are
m oved to the healthcare u nit in m ed icationlines , and nu rsingstaffgoes to hou singu nits two, fou r
and s egregationand ad m inisters the m ed ication d os e by d os e d irectly from the inm ate specific30-
d ay blisterpack. For evening(7:00p.m . to 9:00p.m .)m ed ication ad m inistration, nu rsingstaff
goes to allhou singu nits , one throu ghfou rand s egregation, and ad m inisters the m ed ication d os e
by d os e d irectly from the inm ate specific30-d ay blisterpack. Inm ate s requ iringinsu lin m ove to
the healthcare u nit,at approxim ately 6:00a.m .and 4:00p.m . to receive theirinsu linpriorto eating.
N u rsing staff ad m inisters d irectly from the patient specificblister pack and im m e d iately
d ocu m ents the ad m inistration orrefu salon the patient specificm ed ication ad m inistration record
(M A R ). P atients refu singm ed icationare requ ired to signarefu salform at the tim e ofrefu sal.

Laboratory

Laboratory services are provid ed throu gh the U niversity of Illinois-C hicago H ospital (U IC ).
N u rsingstaff d raw and prepare the sam ples for transport to U IC . R e s u lts are electronically
transm itte d back to the facility,generally within24hou rs viasecu re fax line located inthe m ed ical
d epartm ent. U IC reports both to the facility and the Illinois D epartm ent of P u blicH ealth all
reportable case s . There is acu rrent C linicalLaboratory Im provem ent A m end m ent (C LIA )waiver
certificate that expires Janu ary 27, 2015, on file. There were no reports ofany problem s withthis
s ervice.

M ay 2014 H illC orrec tionalC enter P age 18



Unscheduled Offsite Services

W e reviewed five record s ofpatients s ent offsite u rgently in whichtwo ofthe five reflected an
absence ofad ischarge su m m ary. This lack ofad ischarge su m m ary m akes appropriate follow u p
m ore d ifficu lt.

Patient #1
This is a38-year-old who arrived at H illC orrectionalC enteron4/14/14. H e had ahistory ofprior
coronary problem s and hypertension, inclu d ingthe placem ent ofs tents as wellas vitiligo. In fou r
d ays he had d eveloped ches t painwhichwas d e scribed as 9onascale of10and he also had nau sea
and vom iting. H e was givennitroglycerin, whichwas ineffective. A t that point, his blood pres s u re
was 210/140 and he was d iaphoreticand pale. O xygen and aspirin were given and he was
transferred to the localhospitalafteranEK G was perform ed . The EK G revealed sinu s tachycard ia
witharight bu nd le branchblock. Laterin the afternoon, he was transferred from the localhospital
to M e thod is t H ospital. H is card iacworku pwas negative and he was re tu rned to the C orrectional
C enteron4/19. A gain, no d ischarge su m m ary was available.

Patient 2
This is a53-year-old patient who d eveloped ches t pain rad iatingto his left perasternalarea. H e
was s e en by the physician. H is blood pres s u re was 165/90and he was ad m itte d to the infirm ary
for observation. H e was given nitroglycerin and after one d ay he was d ischarged from the
infirm ary. H e had another episod e ofche s t pain on 1/13/14 and another on 1/14, and he was
u ltim ately s ent to the localhospitaland then onto M e thod is t H ospital, where an angiogram was
perform ed showingright coronary occlu sion. Stents were placed and he was d ischarged the
followingd ay. H e saw acard iologist for afollow-u p visit on 1/20. O n 2/11, he had acard iac
chroniccare bas eline visit withou t the benefit of a d ischarge su m m ary or any follow-u p
recom m end ations from the hospital.

Unscheduled Onsite Services

W e reviewed s everalrecord s , inclu d ingpatients [redacted], [redacted], [redacted], and in
eachofthes e the patient pres ente d withche s t and epigastricpainand ineachcase the patients were
s e en by anu rse who nevercontacted the physician and neverperform ed an EK G, in violation of
the requ ired proced u re.

Scheduled Offsite Services

The proces s at the H illC orrectionalC enterconsis ts ofaclinician initiatingaconsu lt requ e s t and
this is then d iscu s s e d by the M e d icalD irectorat the collegialreview. The m ed icalrecord s person
d oe s participate and faxe s alist with the requ e s t to W exford . She ind icated she som e tim e s
sched u le s the appointm ents before she receive s the au thorization nu m ber, which d oe s not
neces sarily im m ed iately follow the verbaltelephone approval. Form os t appointm ents , she is able
to obtain an appointm ent d ate within 30d ays. This inclu d e s bothconsu ltations and proced u re s .
She is also re sponsible fornotifyingcu s tod y ofthe appointm ent d ate s . The
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specialists fillintheirportionofthe requ e s t form and this is brou ght back to the prisonby cu s tod y,
who takes it to the nu rse in the infirm ary. This nu rse reviews it and takes any neces sary actions
and s end s acopy to m ed icalrecord s;they willinitiate any follow u precom m end e d . Ifcollegial
review d e term ine s analternate planofcare is ind icated , the patient is s u ppose d to be brou ght back
to the clinician to be inform ed . H owever, in ou rreview this d id not always happen. In fact, there
were som e visits , e specially withthe M e d icalD irector, within the requ ired tim efram e where it
d oe s not appearthat the alternative planofcare was infact d iscu s s e d . W e reviewed 11record s and
id entifie d significant iss u e s in six ofthose . M ost ofthe is s u e s related to lack oftim ely follow-u p,
inclu d ingslow physicianreaction to u ltrasou nd re s u lts s u gges tingpossible tu m ors in the liver.

Patient #1
This is 34-year-old withno chronicproblem s. This patient was s e en on 1/9/14, and was fou nd to
have alu m pinhis te sticle. A n u ltrasou nd ofthe te stis was recom m end e d and approved and on2/5,
the u ltrasou nd revealed a1.4cm solid right epid id ym alm as s . O n 2/11, this find ingwas d iscu s s e d
withthe patient and two blood te sts were ord ered , bothofwhichwere negative. Thes e were also
d iscu s s e d withthe patient. A GU consu lt was requ es te d on3/4and this was sched u led on3/18.The
genitou rinary specialist d iagnosed an inflam m atory m ass and recom m end e d anantibioticbe given
and forthe patient to retu rnin six weeks. The follow-u pvisit neverhappened .

Patient #2
This is a29-year-old withm yeloneu ropathy. O n 2/20/14, the patient was s ent ou t foran EM G of
the right hand . The clinician had observed m u scle wastingin the right hand on2/7/13. O n1/7/14,
an M R I ofthe neck revealed no basis forthe rad icu lopathy. A ne u ros u rgery consu lt was requ e s te d
and this was approved and perform ed at U of I. A n E M G of the right arm perform ed by a
su bspecialist was recom m end e d and approved . The E M G ind icated the find ings were consis tent
witham u ltifocalm otorneu ropathy. The recom m end ation was that the patient nee d e d aspecific
GM I antibod y te s t whichshou ld be d one at W ashingtonU niversity M e d icalSchool. The specialist
ind icated this problem cou ld re s u lt in d isability, bu t it also m ay be treatable. This problem had not
been followed u p, bu t the H ealthC are A d m inistratorcontacted the hospitaland arrangem ents will
be m ad e to s end the patient ou t.

Patient #3
This is a24-year-old withchronicleft m id -abd om inalpainfor4-5years. O n11/13/13, d iscu s sions
were had withthe patient regard ingalowerGI and an u pperGI alongwithabd om inalC T exam .
The collegialreview initially recom m end e d weight los s . B oththe bariu m enem aand the u pperGI
were negative, alongwiththe C T scan ofthe abd om en. The clinician recom m end e d s end ingthe
patient to GI, bu t the collegialreview d ecid ed that this patient shou ld be m onitored onsite . The
patient was given aletterabou t the change in plan. H owever, the le tterwhichthis observersaw
d oe s not appearto be intelligible to the average inm ate.

Patient #4
This is a56-year-old who arrived at H illon 3/29/13withapriorpositive tu bercu lin skin te s t as
wellas hepatitis C . O n3/21/13, he went ou t foran u ltrasou nd ofthe abd om enas recom m end e d
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by the hepatitis C specialist. The u ltrasou nd showed m u ltiple m as s e s in the liver in D ecem ber
2013. This was reviewed by the physician nine d ays afterthe s ervice was perform ed . O n 3/7/14,
the hepatitis C specialist saw the patient and recom m end e d aC T scan.The C T was d one on3/21/14
bu t there were no C T re s u lts in the chart. This patient has had an abnorm alu ltrasou nd forseveral
m onths whichno one acted on. Thes e cou ld have been tu m ors. Fortu nately, we obtained the C T
re s u lts whichshowed that they are likely hem angiom as of the liver, whichare in fact benign.
H owever, this patient is fortu nate that d e spite the abs ence offollow u p, his healthis probably not
in jeopard y. This is aparticu larly problem aticcase given the d elay in actionby the physician.

Patient #5
This is a44-year-old withhyperlipid em ia, hypertension and chronickid ney d is ease . This patient
was s ent for an echocard iogram on 4/11/14, and this proced u re was beingd one to ru le ou t
pu lm onary hypertension. This was recom m end e d by nephrology. The report shows injection
fraction of70% and m ild left ventricu larhypertrophy, alongwithd iastolicd ysfu nction and m ild
m itralregu rgitation. There has be enno follow-u pvisit withthe patient. Inad d ition, the echo report
was not d ictated u ntilone week afterthe s ervice was provid ed . This is an u nacceptable d elay.

Patient #6
This is a45-year-old withno chronicproblem s who was sent ou t on4/18/14foranEM Gand nerve
cond u ction stu d y ofthe right leg. In M arch2014,he was com plainingofbu rningand apu llingpain
in his right legwhichhad been pres ent forayear. H e was referred to the physician on 3/4/14. Lab
te sts were ord ered ,whichwere norm al. E M Gwas approved throu ghcollegialreview on3/25.E M G
was d one on 4/18, and revealed spasticparaparesis , s u ggestive ofacentralnervou s sys tem le sion
in the thoracicspine. There was anorm alneu rocond u ction stu d y ofthe right lowerextrem ity. A n
M R I ofthe spine was then recom m end e d . This was approved and perform ed on 4/25. The M R I
report reveals d iscfragm ents and d iscprotru sioncau singastenosis ofthe left neu ralforam en.There
has been no follow u pby the physicianwiththe patient.

In reviewingseveralcase s that re s u lte d in alternative plans ofcare, we cou ld not find , forseveral
ofthem , any d iscu s sion between the physicianand the patient abou t the change inplan.

Infirmary Care

The infirm ary is a15-bed u nit configu red as three, fou r-bed room s and three single bed room s.
The three single bed room s are fu nctioningnegative airpres s u re re spiratory isolationroom s. There
is a“nu rse call” sys te m withabu tton on the wallabove eachbed head board that when pu shed
provid e s bothavisu aland au d ible alarm . In the event the patient’s m ed icalcond itionprevents him
from beingable to pu shthe wallm ou nte d bu tton, bed sid e calllight cord s are available as nee d e d .
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The u nit is s taffed withat least one registered nu rs e 24hou rs ad ay, s even d ays aweek whenever
the infirm ary is occu pied . Secu rity s taffthat is as signed to the healthcare u nit perform s rou tine
rou nd s throu ghthe infirm ary.

Inm ate porters perform allthe janitoriald u tie s in the infirm ary. W hen assigned to the healthcare
u nit, eachporter is requ ired to receive trainingon blood -borne pathogens, infectiou s d iseas e s ,
bod ily flu id clean-u p, proper sanitation of infirm ary room , bed s , fu rnitu re and linens and
confid entiality of m ed ical inform ation. The trainingis cond u cted by the H ealth C are U nit
A d m inistrator, and eachinm ate/porteris requ ired to sign-offas havinghad the trainingand signa
writtenhealthcare u nit porterjobd e scription. A d d itionally, eachporteris offered the H epatitis B
vaccine series .

A n infirm ary d aily report and m ovem ent logis m aintained whichlists the nam e and nu m berof
eachpatient in the infirm ary, s tatu s , forexam ple acu te , chronic, crisis watch, e tc., d iagnosis, d ie t,
labte s ts , ad m is sion d ate and tim e, d ischarge d ate and tim e and com m ents . A n infirm ary d aily
activity report is also m aintained whichd etails the nam e, nu m ber, d iagnosis, location and d ate s
ad m itte d and d ischarged from ou tsid e hospitals, patients goingou tsid e the facility forou tpatient
s ervices, com m u nity hospital em ergency room occu rrence s, on-site specialty clinics and any
d eaths.

The D O N reporte d an average d aily censu s of8-11patients with1-3beingon acu te care s tatu s
and the rem aind erbeingeitherchroniccare, hou singand tem porary placem ent.

It s e e m s that the m ajority ofthe infirm ary ad m is sions are not actu ally ad m is sions bu t 23-hou r
observations. W e learned that observations d o not requ ire ad octor’s ord erto release;thou ghID O C
encou rages this, it is not requ ired by policy. This cou ld accou nt forthe relatively low censu s in the
infirm ary.

A t the tim e ofou rvisit, there were eight patients ad m itte d to the infirm ary, two ofwhom were on
m entalhealthwatches. There was one acu te patient;the re s t were eitherchronicad m is sions or
hou singas signm ents . The acu te ad m is sion([redacted])is a46-year-old m anad m itte d on4/22/14
withan intra-articu larfractu re ofthe left d is taltibiatreated withan externalfixator. H e has be en
se en tim ely, inclu d ingonce forchroniccare clinic. H e consis tently com plains ofsevere painrated
as 8-10ou t of10,whichd oe s not appearto be ad equ ately treate d withthe conservative m ed ication
regim enhe is prescribed .

Infection Control

The D irectorofN u rsing(D O N )fu nctions as the facility infection controlnu rse . W hen requ ired ,
she interfaces withthe C ou nty D epartm ent ofP u blicH ealthand the Illinois D epartm ent ofP u blic
H ealth(ID P H ). The D O N m onitors, com plete s and s u bm its to ID P H allreportable case s . Skin
infections and boils are aggres sively m onitored , cu ltu red and treate d . P er the D O N , there is an
average oftwo cu ltu re-proven m e thicillinresis tant Staphylococcu s au reu s (M R SA )infections per
m onth.
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H ealthC are U nit nu rsingstaffcond u cts m onthly safety and sanitation inspections in the d ietary
d epartm ent and perform s pre-assignm ent and annu al“food hand ler” exam inations for staffand
inm ate s to work in the d ietary d epartm ent. N egative air-pres s u re read ings in the three re spiratory
isolationroom s are m onitored and d ocu m ente d eachshift. A tou rofthe healthcare u nit, inclu d ing
the infirm ary,verified personalprotective equ ipm ent (P P E)available to staffinallareas as nee d e d .
A d d itionally, P P E is inclu d e d in the em ergency re sponse bags. P u nctu re proofcontainers forthe
d isposalofsyringe s/need le s and othersharpobjects are in u s e in allareas ofthe healthcare u nit
as nee d e d . The facility u s e s anationalcom m ercialwaste d isposalcom pany for d isposingof
m ed icalwaste . Ins titu tionalstaffis trained in com m u nicable d isease s and blood -borne pathogens
annu ally.

The u nit is clean, withthe janitoriald u tie s perform ed by inm ate porters . W hen assigned to the
healthcare u nit,porters receive training,as provid e d by the H ealthC are U nit A d m inistrator,inthe
propersanitation ofinfirm ary room s, bed s , fu rnitu re and linens, com m u nicable d isease s , blood -
borne pathogens,bod ily flu id clean-u pand confid entiality ofm ed icalinform ation.W e ekly,porters
are requ ired to washd ownwithasolu tion ofwater, soapand bleachallthe walls in the infirm ary.
Followingeachu se , the infirm ary shower,walls and floor,are d isinfected withasolu tionofwater,
soapand bleach. H ealthC are U nit porters lau nd erthe infirm ary linens inahealthcare u nit lau nd ry
room . A te s t ofthe washingm achine hot watertem peratu re ind icated atem peratu re ofonly 125
d egree s F. This tem peratu re is too low to ass u re the propercleaningand sanitizingofpotentially
bod y flu id soiled bed linen.

A d d itionally, it was reporte d the hot water tem peratu re in the ins titu tionallau nd ry is rou tinely
m easu red at 125d egree s F, whichagain is too low. In ord erto properly sanitiz e, linens are to be
expose d to waterat least 160d egree s Ffor25m inu te s orgiven ableachbathhavingan initial
startingconcentration of100parts perm illion and atem peratu re ofat least 140d egree s Fforat
least 10m inu te s .

The im perviou s vinylcoatingon exam ination s tools and table s and infirm ary m attre s s e s was
note d to be torn or cracked , whichprevents proper sanitizingand allows for potentialcros s-
contam inationbetweenpatients . The item s inqu e s tion shou ld eitherbe reu phols tered orreplaced .

Inmates’Interviews

Six insu lin d epend ent inm ate s were interviewed . A ll six had been d iagnosed s everal years
previou sly, and allsix were knowled geable regard ingtheirchronicd isease . Six ofthe six were
knowled geable regard ingthe significance oftheir hem oglobin A 1cblood level. Five ofthe six
knew the re s u lts oftheirm os t recent hem oglobin A 1cblood level. A llsix reporte d beingevalu ated
by the physician every 3-4m onths and havingthe ability to perform blood glu cose m onitoring
prior to the ad m inistration of insu lin. A llsix reporte d they are inform ed of their m os t recent
hem oglobin A 1cleveld u ringeachd iabeticclinic. A llwere ofthe opinion the m ed icald irector
tries to d o agood jobm anagingtheird iabeticcare.
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It was reporte d that breakfast is s erved between 5:00a.m . and 6:00a.m ., lu nchis served between
10:15a.m . and 11:30a.m . and d inneris s erved be tween 4:00p.m . and 5:30p.m . A llsix inm ate s
s tate d that breakfast is always cold cereal, white bread and aswee t roll. It was reporte d that
m orninginsu lin is ad m inistered between 4:00a.m . and 5:00a.m ., and afternoon insu lin between
3:15p.m . to 3:45p.m .

A llsix inm ate s agreed on the followingis s u e s .

1. V ery little e d u cationalliteratu re provid ed /available
2. Seriou s lack ofad equ ate exercise tim e
3. D iet is “d iabeticu nfriend ly;”it is too highincarbohyd rate s and low inprotein
4. B ottom bu nk ord ers are not au tom atically provid e d to insu lin d epend ent d iabeticpatients
5. N o pod iatry care
6. Som e tim e s receive insu linpriorto eatingand som e tim e s aftereating
7. Eventhou ghhard cand y is approved forsale inthe inm ate com m is sary,wheninm ate s carry

cand y to s elf-treat low blood s u gar, som e s ecu rity s taffwilltake the cand y d u ringrand om
shaked owns;policy is not consis tent.

Dental Program

Executive Summary

O n M ay 6-9, 2014, a com prehensive review of the d ental program at H enry H ill C C was
com plete d .Five areas ofthe program were ad d re s s e d inclu d ing:1)inm ate s’acces s to tim ely d ental
care;2)the qu ality ofcare;3)the qu ality and qu antity ofthe provid ers;4)the ad equ acy ofthe
physical facilities and equ ipm ent d evote d to d ental care;and 5) the overall d ental program
m anagem ent. The followingobservations and find ings are provid ed .

The clinicitselfconsis ts ofathree chairs and u nits in three linearclinicbays in alongclinicarea.
The space is ad equ ate insize.The chairs and u nits are approaching30years old and are inm arginal
to poorcond ition. The intra-oralx-ray u nit is old and inpoorcond ition. The cabinetry is showing
wearand corrosion. There is an ad joiningroom hou singthe d entallaboratory and s terilization
area. There is also an ad joiningoffice for s taff. Ins tru m entation and equ ipm ent are ad equ ate to
m ee t the nee d s ofthis ins titu tion.

C om prehensive care d elivery was an areaofconcern. N o com prehensive exam ination and no
treatm ent plan preced ed com prehensive care d elivery. N o d ocu m ente d exam ination of the soft
tis s u e s norperiod ontalas s e s s m ent was part ofthe treatm ent proces s . H ygiene care and prophylaxis
were not provid ed priorto re s torations. R e s torations at tim e s proceed e d withou t appropriate intra-
oralrad iographs. O ralhygiene ins tru ctions were s eld om d ocu m ente d .

A d entalhygienist is not on s taffat H enry H illC C . This om is sion need s to be corrected .
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A nother areaof concern was d entalextractions. A ll d entaltreatm ent shou ld proceed from a
d ocu m ente d and accu rate d iagnosis . A d iagnosis or reason for extraction was seld om
d ocu m ente d . C u rrent and ad equ ate x-rays were not always pre s ent to proceed with d ental
extractions.

P artiald entu re s shou ld be constru cted as afinalstepin the s equ ence ofcare d elivery inclu d e d in
the com prehensive care proces s . Since acom prehensive exam inationand treatm ent planwas never
part ofthe treatm ent proces s , it was im pos sible to d e term ine what pre-prosthe ticcare was need e d
and what was d one orleft u nd one. P eriod ontalass e s s m ent and hygiene care were neverprovid ed .
O ralhygiene ins tru ctions were s eld om d ocu m ente d .

Inm ate s access sick callthrou ghad aily sick callsign-u pevery m orningin the u nits . Inm ate s with
u rgent com plaints (painand swelling)are encou raged to u s e d entalsick call. The inm ate s are s e en
that m orningforatriaged evalu ation. U rgent care need s are ad d re s s e d at that tim e. O thers are
re sched u led based on levelofneed . R ou tine care was not provid ed at sick call. The s ys te m works
s u cces sfu lly and inm ate s withu rgent care need s are s e eninatim ely m anner. Innone ofthe entrie s
was the SO A P form at beingu tilized norwas ad iagnosis pres ent.

Inm ate s requ e s t rou tine care viathe inm ate requ e s t form . The s e inm ate s are s e en and evalu ated
withinfou rto five d ays and placed s equ entially on the waitinglist. The waitinglist forrou tine care
is 18m onths longand is ofm ajorconcern to inm ate s and ad m inistration alike. B ecau se inm ate s
are placed back at the end ofthe waitinglist afterarou tine care appointm ent, they wait 18m onths
fortheirnext appointm ent. A s s u ch, continu ity ofcare was poor, e specially withno hygienist on
s taff.

The healthhistory s ectionofthe d entalrecord was not thorou ghand poorly d eveloped . There was
no s ys te m inplace to “red flag”patients withm ed icalcond itions that requ ire m ed icalconsu ltation
orinterventionpriorto d entaltreatm ent.

B lood pres s u re s shou ld , at the leas t, be taken on patients withahistory ofhypertension. W hen
asked , the clinician ind icated that she d oe s not rou tinely take blood pres s u re s on thes e patients .

The s terilization areawas sm alland share d with the d entallaboratory. Sterilization flow was
satisfactory. A lthou ghm os t ins tru m ents were bagged and s terilize d , alarge tray of u nbagged
ins tru m ents was inacabinet. The ins tru m ents were beingrem oved one at atim e whenne ed e d for
d entaltreatm ent. Slow spe ed hand pieces were s teriliz ed and s tored u nbagged . A lso, exam ination
instru m ents were bagged and s teriliz e d in bu lk. Ins tru m ents were rem oved from the opened bag
one at atim e as nee d e d . A llinstru m ents shou ld be bagged and s teriliz ed ind ivid u ally orinkits .

There was not abiohazard warningsign in the s terilization area. Safety glas se s were not worn by
patients d u ringtreatm ent. N o rad iationhazard signs were poste d inthe areawhere x-rays are taken.

M ay 2014 H illC orrec tionalC enter P age 25



Finally, bu lk s torage offilled biohazard m aterials bags was m aintained in the d entalclinicproper
in two large opencard board boxe s onwood enpallets . This is highly irregu lar.

The continu ingqu ality im provem ent program is inad equ ate and poorly u tiliz ed . The d ental
program shou ld d evelopstu d ie s and corrective actions to ad d re s s the weaknes s e s d e scribed in the
bod y ofthis review.

Staffing and Credentialing

H enry H illC C has ad entals taffconsis tingofone fu ll-tim e d entis t and two fu ll-tim e assis tants .
D r. Jacksonworks fou r10-hou rd ays. She is not in the cliniconFrid ays. O ne ofthe assis tants also
works the sam e hou rs.There is no hygienist ons taff.This is aseriou s om is sion,as hygiene s ervices
and period ontaltherapy are e s s entialparts ofany d entalprogram . W ithou t this aspect ofcare, the
principles ofcom prehensive care are violated . There is little in the way ofpreventive services
offered . P reventive care is an es s ential aspect of com prehensive d entis try. R e s torations and
prosthe tics proceed withou t ad d re s sing period ontal need s and plaqu e control. The prim ary
objective ofd entalcare is oralhealth. W ithou t oralhygiene s ervices, this objective willneverbe
m e t. D r. Jackson cannot be expected at allto provid e the s e s ervices in am eaningfu lway. This is
poor u s e ofher skills and she has not the tim e. She is m ore than bu s y ad d re s singm ore u rgent
d entalneed s .

The cu rrent s taffingis not s u fficient to m ee t the oralhealthneed s ofthe inm ate popu lationat H ill
C C .

D r. Jackson’s cred entials are on file and the entire d entals taffis certified in C P R .

Recommendations:
1. Im m ed iately hire ad entalhygienist to ad d re s s the hygiene s ervices and preventive aspects

ofthe d entalprogram .

Facility and Equipment

The clinicconsis ts ofthree chairs and u nits in m arginalto poorcond ition. The d entis t u s e s two of
thes e u nits . The s e u nits are the originalone s from when H illC C opened in 1986, so they are
approaching30years old . They are very worn, tornand corrod ed . They are not u pto contem porary
s tand ard s ford isinfection. R eplacem ent ofthes e three u nits is ind icated . There is no panorex in
this clinic. The x-ray u nit is in sim ilarly old and poorcond ition. The au toclave is rathernew and
fu nctions well. The ins tru m entation is ad equ ate in qu antity and qu ality. The hand pieces are old er
bu t wellm aintained and repaired when neces sary. The cabinetry is ratherold and showingwear
and corrosion, bu t is fu nctionally O K . This d oes m ake d isinfection of cabinet s u rfaces m ore
d ifficu lt and potentially com prom is ed .

The clinicitselfconsis te d ofthree chairs in three s eparate and ad equ ate spaces. Free m ovem ent
arou nd eachu nit is acceptable. P rovid erand as sis tant have ad equ ate room to work, and none of
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the chairs interfere with eachother. There was aseparate s terilization and laboratory room of
ad equ ate size . It had asm allbu t ad equ ate work su rface and alarge sink to accom m od ate proper
infectioncontroland s terilization.Laboratory equ ipm ent was inaseparate cornerofthe room . The
s taffhad aseparate room foroffice space. It was ad equ ate in siz e withd e sks and file cabinets . The
facility and equ ipm ent are ad equ ate to m e e t the ne e d s ofH enry H illC C

Recommendations:
1. R eplace the three d entald elivery u nits and chairs in the m ain clinicas soon as pos sible .

The d elivery ofsafe and efficient d entalcare is beingcom prom is ed . N ew u nits are d e signe d
to m e e t contem porary s tand ard s ofd isinfectionand safety.

2. R eplace the x-ray u nit, as it is very old , cu m bersom e and ou td ate d .

Sanitation, Safety, and Sterilization

I observed the sanitation and s terilization techniqu e s and proced u re s . Su rface d isinfection was
perform ed between eachpatient and was thorou ghand ad equ ate. P roperd isinfectants were being
u se d . P rotective covers were u tilized on som e ofthe s u rfaces.

A n exam ination of instru m ents in the cabinets revealed that m os t were properly bagged and
s terilized . There was atray ofalarge s tack ofwhat I was told were s terilized ins tru m ents that were
not bagged . They were rem oved from the tray one at atim e as ne e d e d for patient care. A ll
instru m ents shou ld be s terilized and bagged . A llhigh-speed hand pieces were s terilized and inbags.

The s terilization flow from d irty to clean m et acceptable s tand ard s .

There was not abiohazard labelpos te d in the s terilization area. Safety glas se s were not always
wornby patients . Eye protection is always neces sary, forpatient and provid er. A lso, there was no
warningsignposte d where x-rays were beingtaken to warnofpotentialrad iationhazard .

Review Autoclave Log

W e looked back three years and fou nd the s terilizationlogs to be inplace.They u tilize the C ros s te x
s ys te m from H enry Schein. They are notified ifanegative te s t is obtained . The s terilization area
is shared withthe d entallaboratory.The areaingeneralwas old and ru s te d and ratherd isorganized .
P roper s terilization flow from d irty to sterile was in place. Storage cabinetry was also old and
corrod ed .

A n exam inationand review ofs terilizationproced u re s revealed that exam inationinstru m ents were
packaged and s terilized inbu lk. The whole s terilize d package was thenopened at the beginningof
the d ay and ins tru m ents rem oved ind ivid u ally from this opened bag. This create s opportu nity for
cros s contam ination. Exam ination kits shou ld be created and bagged and s terilized ind ivid u ally.
A lso, s traight and right angle hand piece s were s teriliz ed bu t not packaged . Thes e hand piece s
shou ld be bagged and s terilized ind ivid u ally.
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Su rprisingly, bu lk s torage offilled biohazard m aterialbags was m aintained in the d entalclinic
proper, in two large, red baglined , open card board boxe s on wood en pallets . Thes e were in the
open clinicarea, not in separate room orarea. This is highly irregu larand d oe s not com ply with
O SH A s tand ard s forbiohazard s torage.

N o rad iation hazard warnings were s e en in the x-ray areaorin the clinic.

Recommendations:
1. That allinstru m ents and kits , inclu d ingallhand piece s, be ind ivid u ally bagged before

s terilizationand not m aintained loose and inbu lk.
2. That abiohazard warningsign be pos te d in the s terilizationarea.
3. A warningsign be pos te d in the x-ray areato warnofrad iation hazard s .
4. That the bu lk s torage offilled biohazard m aterials bags be in aseparate room , away from

the clinicarea, and that it m ee t allO SH A requ irem ents fors u chstorage.

Comprehensive Care

W e reviewed 10d entalrecord s ofinm ate s in active treatm ent clas sified as C ategory 3patients .
O ne ofthe m os t basicand e s s entialstand ard s ofcare in d entis try is that allrou tine care proceed
from athorou gh, welld ocu m ente d intraand extra-oralcom prehensive exam ination and awell
d eveloped treatm ent plan, to inclu d e allnece s sary d iagnos ticx-rays. A review of 10 record s
revealed that no com prehensive exam ination was ever perform ed and no treatm ent plans
d eveloped . N o exam ination of soft tis s u e s orperiod ontalass e s s m ent was part ofthe treatm ent
proces s . H ygiene care and prophylaxis was neverprovid ed . H illC C has no hygienist on s taff. This
is as eriou s om is sion that willbe d iscu s s e d in the s taffingsectionofthis report.Those record s with
an exam ination ofhard tis s u e s had bitewingx-rays available. R e s torations were provid ed from a
panorex x-ray in five ofthe 13patient record s reviewed . This rad iographis not d iagnos ticfor
carie s. Fu rther, oralhygiene ins tru ctions were s eld om d ocu m ente d in the d entalrecord as part of
the treatm ent proces s .

Recommendations:
1. C om prehensive “rou tine”care be provid ed only from awelld eveloped and d ocu m ente d

treatm ent plan.
2. The treatm ent plan be d eveloped from athorou gh, welld ocu m ente d intraand extra-oral

exam ination, to inclu d e aperiod ontalas s e s s m ent and d etaile d exam ination of all soft
tis s u e s .

3. Inallcase s , that appropriate bitewingorperiapicalx-rays be taken to d iagnose carie s.
4. H ygiene care be provid ed as part ofthe treatm ent proces s .
5. That care be provid ed s equ entially, beginning with hygiene s ervices and d ental

prophylaxis.
6. That oralhygiene ins tru ctions be provid ed and d ocu m ente d .
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Dental Screening

A lthou ghH enry H illC C is not areception and classification center, I reviewed the s e record s to
insu re the reception and clas sification policie s as s tate d in A d m inistrative D irective 04.03.102,
sectionF. 2, are beingm et forthe ID O C .

Recommendations: N one. A llrecord s reviewed were incom pliance.

Extractions

O ne ofthe prim ary tene ts in d entis try is that alld entaltreatm ent proceed s from awelld ocu m ente d
d iagnosis. In only three of the 10 record s exam ined was ad iagnosis or reason for extraction
inclu d e d as part of the d entalrecord entry. A d d itionally, allextractions shou ld proceed from
cu rrent, accu rate and d iagnos ticx-rays. In fou rofthe 10record s this was not the case. I reviewed
five ad d itionalrecord s and fou nd this also to be tru e forfou rofthose record s . Thes e are rather
seriou s om is sions in the safe and correct d elivery of d entalcare. D iagnos ticrad iographs are
e s s ential. Extractions withou t ad equ ate rad iographs is risky, forpatient and d entis t. C onsent form s
were on file.

Recommendations:
1. A d iagnosis orareason forthe extraction be inclu d e d as part ofthe record entry. This is

be s t accom plished throu ghthe u s e ofthe SO A P note form at, e specially forsick-callentrie s .
It wou ld provid e m u chd e tailthat is lackinginm os t d entalentries observed . Too often, the
d ental record inclu d e s only the treatm ent provid ed with no evid ence as to why that
treatm ent was provid ed .

2. That alloralsu rgicalproced u re s only proceed withacu rrent d iagnos ticx-ray.

Removable Prosthetics

R em ovable partiald entu re pros the tics shou ld proceed only afterallothertreatm ent record ed on
the treatm ent plan is com plete d . The period ontal, operative and oralsu rgery ne ed s allshou ld be
ad d re s s e d priorto partiald entu re cons tru ction. Since acom prehensive exam and treatm ent plan
was neverpart ofthe treatm ent proces s , it was im pos sible to d eterm ine what pre-prosthe ticcare
was ne ed e d and what was d one orleft u nd one. In only one ofthe five record s reviewed ofpatients
receiving rem ovable partial d entu re s were oral hygiene ins tru ctions provid ed . P eriod ontal
ass e s s m ent was not d ocu m ente d in any of the record s , and no hygiene care was part of the
treatm ent proces s .

Recommendations:
1. A com prehensive exam ination and well d eveloped and d ocu m ente d treatm ent plan,

inclu d ingbitewingand /or periapical rad iographs and period ontal ass e s s m ent, shou ld
preced e allcom prehensive d entalcare, inclu d ingrem ovable pros thod ontics.

2. That period ontalass e s s m ent and treatm ent be part ofthe treatm ent proces s and that the
period ontiu m be s table before proceed ingwithim pres sions. That oralhygiene ins tru ction
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always be inclu d e d .
3. That all operative d entis try and oral su rgery as d ocu m ente d in the treatm ent plan be

com plete d before proceed ingwithim pres sions.

Dental Sick Call

Inm ate s access d entalsick callthrou ghasign-u pevery m orningin the u nit. This d entalsick call
list is given to d entalthat m orningand allofthe inm ate s on thes e lis ts from the u nits are s e en that
sam e m orningon the em ergency d entalline. U rgent d entalcare has priority and inm ate s are often
treate d that sam e d ay. O thers are given appointm ents based on theirneed s . This is agood s ys te m
and very tim ely in ad d re s singu rgent care need s . Segregation is d one the sam e way. Thes e
s egregation inm ate s are e scorte d and d o not nee d to be s egregated from the generalpopu lation. A
review ofthes e 10record s revealed that rou tine care was not beingprovid ed on sick call. In all
case s the com plaint was ad d re s s e d . In none ofthe entrie s was the SO A P form at beingu se d . N or
was any d iagnosis u s u ally provid ed .

Recommendation:
1. Im plem ent the u s e ofthe SO A P form at forsick callentries . It willas s u re that the inm ate’s

chiefcom plaint is record ed and ad d re s s e d and that athorou ghfocu se d exam ination and
d iagnosis preced e s alltreatm ent.

Treatment Provision

A triage sys te m is in place that prioritize s treatm ent nee d s . Inm ate s have d aily sick callsign-u p
available and thes e inm ate s are s e en the sam e d ay and are triaged and provid ed care accord ingly.
U rgent care need s are ad d re s s e d that d ay. O thers are sched u led accord ingly orplaced onthe rou tine
treatm ent list. Inm ate s are beingseen inatim ely m annerand theiriss u e s ad d re s s e d .

Inm ate s can se ek u rgent care viathe d aily m orningsick callsign-u por, ifthey fe elthey nee d to
be s e en im m ed iately, by contactingH illC C s taff, who willthen callthe d entalclinicwiththe
inm ate’s com plaint. The inm ate is s e en that d ay for evalu ation. R equ e s t form com plaints from
inm ate s withu rgent care need s (com plaint ofpain orswelling)are se en at leas t by the following
workingd ay. M id -levelpractitioners are available at alltim e s to ad d re s s u rgent d entalcom plaints .
They canprovid e overthe cou nterpain m ed ication orcallm ed ical/d entals taffifthey fe elm ore is
nee d e d .

Inm ate s who su bm it requ e st form s for rou tine care are evalu ated within 4-5 d ays and placed
s equ entially onawaitinglist forthis care. There is awaitinglist forrou tine care whichis abou t 18
m onths longand awaitinglist fornon-u rgent extractions whichis abou t 8m onths long. Inm ate s
who are s e en for rou tine care are placed back at the end of the rou tine care list after every
appointm ent. Therefore, it is approxim ately 18m onths between appointm ents . C ontinu ity ofcare
is im pos sible in su chasys tem , e specially withalm ost no hygiene care available. Inm ate s com plain
abou t this s ys tem and d entalreceive s abou t one inm ate grievance every week. O therd ifficu ltie s
as sociated withrou tine care inclu d e the fact that the d entis t works only fou rd ays per

M ay 2014 H illC orrec tionalC enter P age 30



week. A lso, there is acou nt every afternoon at 3:00p.m . Inm ate s are expected to be in theiru nit
by 2:45p.m . and cou nt is u s u ally overat 3:30p.m . To accom m od ate this inm ate non-m ovem ent
cou nt, the finalappointm ents forthe d ay are sched u led at 2:15p.m . Thes e two orthree patients
are s e en d u ringand afterthe cou nt u ntil4:00p.m . The last 30to 45m inu te s are u s e d to clean, d o
ins tru m ent cou nts and organiz e the clinicforthe followingd ay. The proces s s e e m s inefficient and
probably contribu te s to the lengthofthe waitinglist. The lengthofthis list was am ajorconcern
to inm ate s and ad m inistration.

Recommendations:
1. A lthou ghthe sys te m s e e m s equ itable, I s u gges t that inm ate s taken offthe rou tine care list

be taken to com pletion rather than be placed back at the end of the list between
appointm ents . M u ch better continu ity of care can be accom plished and inm ate s m ay
perceive that they have am u chbetterchance ofge ttingalloftheird entalwork d one.

2. A hygienist shou ld be hired im m ed iately. It is an e s s entialpart ofthe d entalteam .

Orientation Handbook

D entalis s u e s are not inclu d e d in the H enry H illC orrectionalC enterO rientation M anu al

Recommendations:
1.That the d entalprogram inform ationregard ingaccess to care,type s ofcare,and m anagem ent

ofcare be inclu d e d in the H enry H illC C O rientation M anu al.

Policies and Procedures

The policies and proced u re s are ad equ ately d eveloped and ad d re s s allofthe criticalareas. They
are ou t ofd ate and shou ld be u pd ated and properly end orse d as soonas pos sible

Recommendations:
1.U pd ate and properly end orse the d entalpolicie s and proced u re s inplace at H enry H illC C .

Failed Appointments

A review ofm onthly reports and d aily work shee ts revealed afailed appointm ent rate ofle s s that
5%. This is wellwithin anacceptable range.

Recommendations: N one

Medically Compromised Patients

A review ofthe d entalrecord s ofinm ate s on anti-coagu lant therapy fou nd that three ofthe six
m ad e no m ention ofthis at all. The healthhistory s ection ofthe d entalrecord is very weak and
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lacks s u fficient d e tail. N one ofthe record s was red flagged to attract the im m ed iate attention of
the provid er. The m ed icalhistory in the d entals ection is inconsis tent in id entifyingm ed ically
com prom ised patients that m ay need specialconsid erations and consu ltation withm ed icalstaff
priorto d entaltreatm ent.

W hen asked , the clinicians ind icated that they d o not rou tinely take blood pres s u re s on patients
withahistory ofhypertension.

Recommendations:
1. That the m ed icalhistory s ection ofthe d entalrecord be kept u pto d ate and that m ed ical

cond itions that requ ire specialprecau tions be red flagged to catchthe im m e d iate attention
ofthe provid er.

2. That blood pres s u re read ings be rou tinely takenonpatients withahistory ofhypertension,
e specially priorto any s u rgicalproced u re.

Specialists

D r. Jackson seld om u s e s the s ervices ofacom m u nity oralsu rgeon. She d oe s allofthe s u rgerie s
herselfin hou s e , inclu d ingim pacted third m olars and the excision ofsoft tis s u e le sions. This is a
com m end able s ervice she provid e s which saves costs and ad d s to the safe ru nningof the
ins titu tion. O ralsu rgery services are available withagrou pcalled K asperand B olofchak, O S at
W e s tern Illinois O raland M axillofacialSu rgery in Gale sbu rg, IL.

Recommendations: N one.

Dental CQI

The d ental program contribu te s m onthly d ental contact and prod u ction s tatis tics to the C Q I
com m itte e . A C Q I-type s tu d y was d ocu m ente d as com plete d in Janu ary of 2014. The s tu d y
consis te d oftrackingcom plete d re s torations and s e einghow often the tootheventu ally need e d to
be extracted . The threshold was d ocu m ente d as “m e t”and no follow-u pwas need e d . It was abit
confu singand not welld e signed . M eaningfu ls tu d ie s wou ld be focu se d onthe lengthofthe waiting
list and on otherprogram weaknes s e s .

Recommendations:
1. V italize and expand the C Q I proces s by d evelopingongoingC Q I s tu d ie s that ad d re s s the

weaknes s e s in the d entalprogram id entified in this report. Im plem ent d eveloped policie s
and proced u re s that are d irected toward thes e im provem ents .

Mortality Review

There were five d eaths at H C C overthe past year. O ne was asu icid e. O fthe otherfou r, one was
transferred here onhospice form e tas taticlivercancer, and one d ied ofend stage liverd isease bu t
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was followed closely by D r. P au lat W exford who was the m ain provid erorches tratinghis care
and no problem s were id entified . The rem ainingtwo were s eriou sly problem aticas d e scribed
below.

Patient #1
This was a48-year-old m an who was ad m itte d to ID O C in 1984, arrived at H C C in 2009having
qu it sm okingtwo years priorand d ied oflu ngcanceron 1/30/13. H e began com plainingofleft
neck and ches t pain in Febru ary 2012and wrote severalletters ofconcern that his problem was
not beingd iagnosed ortreated appropriately. Inone s u chletterd ate d 4/11/12, he s tate s that, “This
m atter has gotten worse there is convu lsingpain in m y ribcage which has m y left ribcage
protru d ingm ore than the right sid e.”H e requ e s te d to s e e “aphysician not anu rse .”

The firs t nu rs e sick callnote is d ate d 5/8/12whenhe was s e enat nu rse sick callstating, “I cou ghed
u pblood and it’s from this inju ry to m y shou ld er.” H e was referred to the M D on 5/15. O n that
d ate,he saw the M e d icalD irectorforseveralcom plaints:joint pain, los s ofm u scle tone,(illegible)
alloverthe bod y, u rinary sym ptom s and weight los s . C hart review confirm s that he had infact los t
30pou nd s overthe past year.The d octor’s ass e s s m ent was “m u ltiple joint pain& othercom plaints .
Los s ofweight.”H e ord ered labs, ananti-inflam m atory and afollow-u pin two weeks.

W hen he saw the patient back on 6/5, the patient com plaine d ofleft-sid ed che s t pain rad iating
d own the left arm , weight los s , and “spittingu pthick spu tu m .” O n exam the d octornote d “left
s u praclavicu larm obile < qu arter size swelling(illegible).” H e reviewed and acknowled ged that
the labs revealed anem ia. H e pu t the patient onironand ord ered aches t x-ray and afollow-u pvisit.

The che s t x-ray was d one that d ay and showed , “A focalopacity in the left lowerlobe withtenting
of the left hem i-d iaphragm . This find ing is new...s u perim pose d acu te infection cannot be
exclu d e d ... follow u pm ay be obtained .”

O n6/13, the M e d icalD irectorsaw the patient infollow u pofthe che s t x-ray res u lts . H e note d that
the patient had “m u ltiple com plaints”bu t d id not enu m erate them . V itals were:133.5#, 133/78,
99.2, P 108, R18. The exam was d ocu m ente d as benign. H e ord ered the patient saline gargles and
arepeat C B C after30d ays, then follow u p.

O n 7/17, the M e d icalD irector saw the patient in follow u p of the C B C . The only s u bjective
inform ation is “d enies ble ed ing.” H is weight was now 130 pou nd s . A benign exam was
d ocu m ente d . The anem iawas slightly worse . The d octorincreased the iron, ord ered an H IV te s t
and arepeat ches t x-ray inD ecem ber.

O n7/27, the patient s u bm itte d agrievance s tatingthat he had los t his voice on5/26and that he had
se en the M e d icalD irectorm u ltiple tim e s bu t the d octorwas not d oinganythingabou t it. H e also
s tated that he noticed alu m pon his neck on 6/3and on 6/5pointed it ou t to the d octor, who said ,
“it’s not alym phnod e, it m ay be acyst,”accord ingto the patient. H e requ e ste d to be s ent to an ear
nose and throat specialist, “and this lu m pbe treated forpos sible cancerand rem oved .”
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O n8/12, the patient wrote aletterto the W ard enabou t his voice being“ou t”forthree m onths and
the lu m pon the left sid e ofhis neck “whichm ay orm ay not be cancerou s .”

O n 8/15, the patient was brou ght to the clinicto se e the M e d icalD irector. The patient reporte d
spittingu pblood since 6/17, che s t pain since Febru ary, hoarsene s s x 3m onths, pain in the left
scapu lararea, and cou ghingalot since M ay. H is weight was 127pou nd s . The d octornote d an
“alm ond shape m obile swellingapp3.5cm non-ind u rated .”H e ord ered m ore labs and aZ-pack as
wellas an x-ray ofthe abd om en.

O n8/20, he pres ente d withhem optysis and brou ght atis s u e withlarge am ou nt ofblood in it. The
nu rse note d his voice had a“harshtone.”She referred him to the d octorim m ed iately. The only
s u bjective inform ationthe d octord ocu m ente d was,“says I am betterthanbefore.”H e d ocu m ente d
anorm alexam , ass e s s m ent was “follow u phem optysis”and plan was to “arrange blood re s u lts ,
willfollow u paccord ingly.”The labs ord ered on 8/15were d rawn now and showed worsening
anem ia.

O n 8/21, he pres ente d to the nu rse at 9:00p.m . withleft shou ld erand che s t pain. She placed him
in the infirm ary forobservation. The R N saw the patient at 3:00a.m . and note d that the patient
rated his pain as extrem e and that his left shou ld er blad e appeared “d ifferent.” The M e d ical
D irectorsaw the patient on8/22and note d that the patient “says I am fine, I have this left shou ld er
pain offand on for1-2m onths.”H e d ocu m ente d anorm alexam and d ischarged the patient back
to the u nit withnaproxenand follow u p“as need e d .”

O n8/29, the patient was brou ght to the H C U inawheelchairbecau se the pain in his left sid e was
so s evere he was u nable to walk u pright.The nu rse note d that his “physiqu e is asym m e trical,veins ,
m u scle m ore pronou nced on left sid e ...skele tal m ore pronou nced on left sid e ...I/M state s he
cou ghed u p blood .” The M e d icalD irector saw him the next d ay and note d the left cervical
ad enopathy and now new left axillary ad enopathy. H e ord ered arepeat ches t x-ray, spu tu m
cytology and d iscu s s e d the case withD r. B akeron an em ergency basis to get approvalforaC T
scan. H e also spoke to apu lm onologist to arrange consu ltation. The patient was placed in the
infirm ary.

The C T scan was d one the next d ay (8/31)and showed “avery large carcinom awhichextend s
throu ghthe s u periorportion ofthe left hem ithorax throu ghthe apex and involve s the left anterior
che s t extend ing to the anterior pleu ral su rface, and invad ingthe m ed iastinu m with tu m or
s u rrou nd ingthe ascend ingthoracicaorta, extend ingalongthe aorticarch and encirclingthe
proxim ald e scend ingthoracicaorta. The prim ary tu m or extend s for at least 15 cm ...[by]10.2
cm ...by 9.2 cm ...there is circu m ferentialtu m or arou nd the left m ainstem bronchu s and which
engu lfs the left u pperlobe bronchiand proxim alleft lowerlobe bronchi. Tu m oralso invad e s the
pericard iu m and pericard ialfat...and prod u ces m ass effect u pon the m ain pu lm onary artery and
encircle s the left pu lm onary tru nk alm os t com ple tely obliteratingthe lu m en...the s u periorvena
cavais anteriorly d isplaced from bu lky ad enopathy ...There is also m ass effect u pon the s u perior
posteriorm arginofthe right atriu m by bu lky ad enopathy ...”
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The C T report was received by the ins titu tion on9/4and d iscu s s e d withthe patient the sam e d ay.
H e was s e en by pu lm onology on9/5, bu t clearly his case was too farad vanced foranythingother
thanpalliative treatm ent. H e continu ed to d ecline u ntilhe d ied fou rm onths later.

Opinion:The blatant d isregard forthis patient’s obviou s s ym ptom s ofs eriou s illne s s is s tu nning.
The lapse s in care are so nu m erou s and so egregiou s it is hard to know where to s tart. P erhaps at
the onse t ofs ym ptom s, whichtook three m onths to finally re s u lt in avisit withthe physician?
B u t alas, at that visit and m u ltiple visits to follow, the d octor either d isregard e d or failed to
recogniz e the constellationofsym ptom s that were highly ind icative ofm alignancy. W hichofthe
two explanations is m ore d angerou s is not clear. Given the m arked d iscrepancie s between the
patient’s reporte d s ym ptom s as d ocu m ente d in his own word s and the nu rs e s’note s , and the
d octor’s version of the s e sam e s ym ptom s as d ocu m ente d in his note s , we s u spect the form er
explanation is m ore accu rate. In any event, d e spite the patient’s repeated earne s t cries forhelp,
inclu d ings everal instance s wherein he was e s s entially s tating“I think I have cancer,” his
s ym ptom s were bru shed offby the d octoru ntilthe repeated pre s entations ofthis d yingm ancou ld
no longerbe ignored .

The d eathsu m m ary was d one by none otherthan the d octorre sponsible forthis patient’s care (or
lack thereof). Ifone read s between the lines , the lapse s incare are hinted at, bu t not recognized as
s u chby the au thor. There is no acknowled gm ent that this patient’s d eathwas hastened by the
d octor’s failu re to obtain the appropriate work-u pinatim ely m anner.

Patient #2
This was a56-year-old m an who was ad m itte d to ID O C on 10/12/11, transferred to H C C on
11/9/11 and d ied of non-H od gkin’s lym phom aon 9/9/13. H e had elevated liver enzym e s on
reception labs, bu t the s e were not worked u p. H e had no known chronicd is ease s and so was not
followed in the chroniccare program .

H e was s e en episod ically u ntil1/29/13, when he pres ente d to sick callwithleft-sid ed abd om inal
pain and was fou nd to have m arked enlargem ent ofhis spleen. The d octord id not ord erim aging,
only u rine and blood te s ts . H e told the patient to d rink m ore waterand ord ered naproxen. The C M P
showed am arked ly elevated biliru bin at 7.7and m ild ly elevated A ST at 90. This labwas signe d
offby the d octorbu t not acted u ponand there was no follow-u pofthis.

The patient pres ente d again on 5/7withongoingleft-sid ed abd om inalpain withd eepbreathing
and lyingd own. H e was referred to M D SC the next d ay and was s e en by the nu rs e practitioner,
who tookathorou ghhistory and note d left abd om inaltend erne s s and referred painfrom right sid e d
palpation. She d e scribed the abd om enas firm . She ord ered abd om inalfilm s and an evalu ationby
the M e d icalD irector.

The film s were taken on5/8and read 5/10as, “Soft tis s u e d ensity m ass note d in the left abd om en
m ay be related to m arked splenom egaly. There is also pos sible hepatom egaly...”A C T orU S was
s u gges te d . The nu rs e practitioner signed the report on 5/13and note d that the M e d icalD irector
wou ld be followingu pwiththe patient the next d ay.
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The d octorsaw the patient the next d ay, againnoted tend ersplenom egaly and s tate d that he wou ld
d iscu s s the cas e incollegialreview and follow u pwiththe patient on5/20.

O n5/16, his blood work showed elevated liverenzym e s and biliru bin, and alow platele t cou nt.

O n 5/20, the patient saw the M e d icalD irector, who again note d tend erhepatosplenom egaly and
again note d he wou ld d iscu s s the case in collegialreview. H e d iscu s s e d the case the next d ay and
U S was approved . It was d one on 5/30 and faxe d to the ins titu tion on 6/5. It showed m arked
splenom egaly and C T was s u gges te d forbetterd etail. Labs were obtained , inclu d ingahepatitis C
te st whichwas positive. The patient was referred to D r. P au lforhepatitis C clinic.

The patient saw the nu rs e practitioneron 5/24to review the labres u lts . H e reporte d “m u chleft
sid ed abd om inalpain”and ofcou rse s tillhad “firm enlargem ent from m id line ...extend ingto left
lowerqu ad rant, tend er to palpation.”She asked the M e d icalD irectorabou t pain controland he
told herto prescribe Tylenol, no narcotics.

O n6/6, he was s e enin hepatitis C clinicby the nu rse practitioner, who d ocu m ente d that he was in
constant pain and the m as s in his abd om en was enlarging. She spoke withthe M e d icalD irector
againand referred the patient back to him “once the U S report retu rns.”

O n6/12, the patient was d iscu s s e d in collegialreview again forreferralto D r. P au l.

O n 6/20, the patient saw the d octor, who d ocu m ente d that the patient s tate d , “D oc, I am m u ch
better. M y pain is better, m y healthis gettingbetter...”A gain, his m arked splenom egaly is note d .
The plan is that he is awaitingacallfrom D r. P au lorD r. H aye s .

The patient was not s e en again u ntil two m onths later on 8/27, when the nu rse saw him for
abd om inalpain, rated 8/10withd yspneaon exertion, noctu rnalcou ghand epistaxis. The patient
was hypoxic, u nable to s tand and his abd om enwas obviou sly d is tend e d . She pu t him on4liters of
oxygenand referred the patient to the d octorwho saw him that d ay, ad m itte d him to the infirm ary
and placed him on antibiotics. A ches t x-ray showed right m id d le lobe and left lower lobe
consolid ations. H is oxygen requ irem ents increase d u ntilhe was on 10 liters by non-rebreather
m ask and sattingin the u pper80s. H e is clearly not gettingbetter.

Finally on 8/31, the R N in the infirm ary clearly has som e concerns abou t the patient. She calle d
the d octorwho ad vised that the oxygen be d ecreas ed . She thencalled the H C U A who ad vised her
to callthe W exford M e d icalD irector, who then contacted the Facility M e d icalD irector. The
Facility M e d icalD irectorthencalled and ord ered the oxygen to be increased back to 10liters non-
rebreatherand to s end the patient ou t ifhis oxygensat went below 85%,whichit d id that afternoon.

H e was transferred to C ottage H ospital,where he was ad m itte d to the IC U incriticalcond itionand
was fou nd to have non-H od gkin’s lym phom awithwid e spread ad enopathy. H is cond ition rapid ly
d e teriorated u ntilhe d ied le s s than two weeks later.
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The d eath su m m ary was once again written by the Facility M e d icalD irector who com pletely
glos s e d overthe significance ofthe enlarged spleenand focu s e d m ainly on the term inalevents in
the infirm ary, and the s e are d ownplayed incom parison to how the chart read s .

Opinion:The lapse s in care in this case are m u ltiple and d is tu rbing. This patient pres ente d with
m assive splenom egaly back in Janu ary 2013. W hile liver d isease can cau se enlargem ent ofthe
spleen, there are only afew cond itions that cau se this d egree ofenlargem ent, withm alignancy
beingthe m os t com m on cau se . It took fou r m onths to obtain the firs t appropriate im agingte s t
(u ltrasou nd ). W hen that te s t s u gges te d the nee d for m ore d e tailed im agingby C T scan, that
recom m end ation was ignored d e spite increasing clinical evid ence of a seriou s u nd erlying
cond ition. A s in the previou s case, there is am arke d d iscrepancy inthe d e scriptions ofthe patient’s
cond ition between the nu rs e practitionerand the d octor, withthe latterprovid erd ownplayingthe
situ ation to an u nrealisticd egree. Even when the patient pres ente d as clinically u ns table with
severe hypoxia, the d octord id not s end the patient ou t u ntilhe was pres s e d to d o so. Inou ropinion,
this canonly be constru e d as d eliberate ind ifference.

Continuous Quality Improvement

W e reviewed the C Q I m inu te s with the lead ership team and com m end e d them on their d ata
collection, whichse em s to be qu ite com prehensive . H owever, there is no d ocu m ente d analysis of
the d atanord o we find any d ocu m ente d efforts where d atahave been u s e d to im prove the qu ality
ofservices. This was d iscu s s e d in som e d e tailwiththe lead ership team . It appeared that som e
things are m onitored every m ontheven thou ghthe perform ance is virtu ally every m onthat 100%.
W e d iscu s s e d the nee d to u s e the C Q I program to find problem s s u chas the one s we had beenable
to id entify d u ringou rvisit.
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Recommendations

Leadership and Staffing
1. The M e d ical D irector perform ance, both ad m inistratively and clinically, m u s t be

significantly im proved .

Intrasystem Transfer
1. U tiliz e the qu ality im provem ent program to im prove follow u p after id entification of

problem s.

Nursing Sick Call:
1. Transition to asick callproces s cond u cted only by R egistered N u rs e s .
2. M e d icalstaff,ratherthansecu rity s taff, shou ld be collectingthe com plete d sickcallrequ e s t

form s.

Chronic Disease Clinics:
1. P atients shou ld be s e enaccord ingto theird egree ofd isease control, withpoorly controlled

patients s e en m ore frequ ently. In this way, longperiod s of exposu re to the d ele teriou s
effects ofs u boptim ald isease control(highblood pres s u re, highblood glu cose, etc.)canbe
m inim iz ed .

2. The chroniccare nu rse shou ld review the patient’s m ed ication com pliance viathe M A R s ,
and have the m os t recent m onths’worthavailable forthe clinicians’review at the tim e of
the chroniccare visits .

3. There shou ld be am echanism in place by whichthe prescribingprovid er is notifie d of
patients’m ed icationnoncom pliance inatim ely m anner.

4. P atients with H IV infection shou ld be followed by one of the facility provid ers for
m onitoringofm ed icationcom pliance and sid e effects and so that they are at leas t fam iliar
withthis high-risk popu lation.

Unscheduled Offsite Services
1.The qu ality im provem ent program shou ld m onitorthe pres ence ofoffsite s ervice d ocu m ents

and follow u pwiththe prim ary care provid er. Those follow-u pencou nters m u s t inclu d e
d ocu m entation ofad iscu s sionwiththe patient regard ingthe find ings and plan.

Unscheduled Onsite Services
1. N u rs e s m u s t be re trained regard ingtheirprofes sionalobligations whenpatients pre s ent with

che s t pain.

Scheduled Offsite Services
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1. The qu ality im provem ent program m u s t m onitorthe pres ence ofoffsite s ervice
d ocu m ents , inclu d ingatim ely follow-u pencou nterwiththe prim ary care clinician in
whichthere is ad iscu s sion ofthe find ings and plan.

2. The qu ality im provem ent program m u s t m onitorfollow u pby the prim ary care clinician
withthe patient afterthe collegialreview res u lts in achange to the plan.

Infection Control:
1. Infirm ary bed d ingand linens are lau nd ered in the healthcare u nit, and the te s te d water

tem peratu re is not hot enou ghto insu re com plete sanitizing. Ins u re infirm ary bed d ingand
linens are appropriately sanitized .

2. Infirm ary m attre s s e s and otheru phols tered equ ipm ent were observed to have tears and
cracks in the ou terim perviou s coatingwhichd oe s not allow forpropersanitizing. These
item s shou ld be repaired orreplaced .

CQI
1. The lead ershipofthe continu ou s qu ality im provem ent program m u s t be retrained

regard ingqu ality im provem ent philosophy and m e thod ology, alongwithstu d y d e sign
and d atacollection.

2. This trainingshou ld inclu d e how to stu d y ou tliers in ord erto d eveloptargete d
im provem ent strategie s.
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Appendix A –Patient ID Numbers

Intrasystem Transfer:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

Unscheduled Offsite Services/Emergencies:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

Scheduled Offsite Service:
Patient Number Name Inmate ID

P atient #1 [redacted]

P atient #2 [redacted]

P atient #3 [redacted]

P atient #4 [redacted]

P atient #5 [redacted]

P atient #6 [redacted]

Chronic Disease:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

P atient #9 [redacted] [redacted]

P atient #10 [redacted] [redacted]

P atient #11 [redacted] [redacted]

P atient #12 [redacted] [redacted]

P atient #13 [redacted] [redacted]

P atient #14 [redacted] [redacted]

Mortality Review:
Patient Number Name Inmate ID

P atient #1 [redacte [redact
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P atient #2 [redacted] [redacted]
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Overview

O n Ju ne 17-20, 2014, we visited the M enard C orrectionalC enter(M C C )in M enard , Illinois. This
was ou rfirs t site visit to M C C and this report d e scribe s ou rfind ings and recom m end ations. D u ring
this visit, we:

 M e t withlead ershipofcu s tod y and m ed ical
 Tou red the m ed icalservices area
 Talked withhealthcare s taff
 R eviewed healthrecord s and otherd ocu m ents
 Interviewed inm ate s

W e thank W ard en K im B u tlerand hers tafffortheirassis tance and cooperation in cond u ctingthe
review.

Executive Summary

M enard C orrectionalC enter is alarge, old facility withoriginalconstru ction s tartingin 1870.
D u ringthe inspection, the popu lationwas reporte d at 3750.The facility also s erves as the Sou thern
Illinois R eception and C lassification center and m onthly receive s approxim ately 100 newly
com m itte d ind ivid u als to the D epartm ent ofC orrections.

The H ealth C are U nit, athree-s tory bu ild ing, was newly constru cted and opened in 1980 and
appears to have had no renovation since opening.

M enard is am axim u m -secu rity prison that also has am ed iu m -secu rity u nit ou tsid e the m ain
com plex as wellas asm allm inim u m popu lation that s erves m ainly as the cad re ofworkers. The
cu rrent popu lationis approxim ately 3233inm ate s ,with595(18%)overthe age of50.The average
age is 39years. O ver80% ofthe popu lation is s ervingm ore than 10years. The ins titu tion is a
reception centerwhichreceive s approxim ately 100inm ate s perm onth. It has a26-bed infirm ary
and ou tpatient m entalhealthm is sion.

There is anew H ealthC are U nit A d m inistrator(H C U A );however, she has worked at the facility
anu m berofyears, ad vancingfrom s taffR N to s u pervisingR N to D irectorofN u rsing(D O N )to
H C U A . A s are s u lt of this m os t recent prom otion, the D O N position and one s u pervisingR N
positionare vacant. There is afu ll-tim e s u rgically trained M e d icalD irector.

C om prehensive m ed icalservices are provid ed throu ghacontractu alagreem ent withthe Illinois
D epartm ent ofC orrections and W exford H ealthSou rces located in P ittsbu rgh, P A . O versight and
m onitoring of the m ed ical program is provid e d by the s tate-em ployed H ealth C are U nit
A d m inistrator(H C U A ). H ealthcare s taffis on-d u ty 24hou rs ad ay, s even d ays aweek, and a
physician is always available on-call.

The cellhou s e sick callroom s are generally inad equ ate and u nacceptable for u s e as an areato
cond u ct private sick callexam inations and ass e s s m ents . W ork has begu nin the East cellhou s e to
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provid e anew sick callarea. C om pletionofthis work,as wellas renovatingallcellhou s e sick call
areas shou ld be apriority. A d d itionally, som e ofthe areas were inad equ ately equ ipped .

Sick callis cond u cted s even d ays aweek, and m e d ication is ad m inistered s even d ays aweek as
ord ered by the physician.The nu rsingsickcallproces s is problem atic,inthat nu rsingstaffas signed
are workingbeyond theirlicense d scope ofpractice. A s are s u lt, patient access and appropriate
as s e s s m ent is d elayed . A sick callproced u re whichis cond u cted by license d registered nu rsing
staffshou ld be im m ed iately im plem ente d . To d o so willres u lt in areconfigu ringofcu rrent staff
and m ay re s u lt in the nee d forad d itionalregistered nu rsingpositions.

There were five fu ll-tim e clinicians at the tim e of ou r visit;three physicians and two nu rse
practitioners. N one ofthe physicians is trained in aprim ary care field . The M e d icalD irectoris a
generalsu rgeonwho has no priorcorrectionalhealthcare experience and is also new to the facility.
The two ad d itionalphysicians were trained in ophthalm ology and generalsu rgery, re spectively.
There is therefore avacu u m ofclinicallead ership am ongthe physicians, whichis particu larly
problem aticfor the nu rse practitioners, one ofwhom is relatively new and who therefore leans
heavily u pon the othernu rse practitioner. This arrangem ent create s liability forallinvolved and is
aconsequ ence ofthe vend or’s willingne s s to hire u nd erqu alifie d clinicians and u nwillingnes s to
provid e appropriate clinicaloversight thereafter.

A s evid ence ofthis liability, we id entified acase ([redacted])in whichfailu re to id entify and
appropriately m anage acom m on prim ary care cond ition (d iabeticfoot u lcer)lead to actu alharm
to the patient (am pu tation). This patient,atype 1d iabetic, thenhad his ins u lin d iscontinu ed by one
ofthe d octors. This reflects alack ofbasicu nd ers tand ingofthis d isease proces s .

In term s ofothersou rces ofm ed icalinform ation, only the M e d icalD irectorhas acom pu terand
interne t access , albeit in his office and not at the point ofcare. The otherprovid ers can u se his
com pu terbu t this is not efficient orpracticalonad ay-to-d ay basis. A s are s u lt, the provid ers rely
heavily u pon eachotherform ed icalinform ationand consu ltations. This is worrisom e consid ering
the pau city ofprim ary care trainingam ongthe d octors.

N e e d le s s to say, this facility wou ld benefit greatly from , and in ou ropinionrequ ires , one orm ore
prim ary care trained physicians.

Infectioncontrolis s u e s nee d to be ad d re s s e d , in that healthcare u nit inm ate/porters have not been
trained in blood -borne pathogens, infectiou s and com m u nicable d isease s , bod ily flu id clean-u p,
the proper cleaning and sanitation of infirm ary room s, bed s , fu rnitu re and linens and
confid entiality ofm ed icalinform ation. Torn and ragged bed d ingand linens shou ld be replaced
and an ad equ ate s u pply ofclean linens m aintaine d in inventory. Infirm ary linens are not being
appropriately sanitized d u e to insu fficient hot watertem peratu re.

The ou tsid e plasticbarrieron fu rnitu re, exam ination table s and infirm ary bed m attre s s e s in the
healthcare u nit were cracked and torn, whichprevents sanitizingbetween patients . Exam ination
table s in the cellhou s e sick callareas also had cracked ortorn plasticbarriers. Thes e item s nee d
to be im m ed iately repaired orreplaced . A d d itionally, in boththe cellhou s e sick callareas and
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the healthcare u nit exam ination room s there was no u s e ofapaperbarrieron exam ination tables
betweenpatients .

There is a26-bed infirm ary on the third floorofthe H ealthC are U nit. The u nit is s taffed 24hou rs
ad ay, s evend ays aweek by aR N ,and the M e d icalD irectorprovid e s the oversight forthe m ed ical
m anagem ent ofthe u nit.

In the infirm ary, patients are pad locked in their room s and life/safety is s u e s are aconcern.
A d d itionally, there is no nu rse callsys te m .

There are no visu alorau d ible alarm s ind icatinglos s ofnegative airpres s u re for the infirm ary
re spiratory isolation room s. Gau ges ind icating cu rrent pres s u re are available. There is no
d ocu m entationorm onitoringofairpres s u re whenapatient is in the room forre spiratory isolation
pu rpose s .

A lthou ghthe reception proces s is u s u ally com plete , that is, allthe requ ired item s are perform ed ,
whenabnorm alfind ings are id entified , it is qu ite com m onforthem not to be ad equ ately ad d re s s e d .
The proces s ofthe clinicians perform ingthe history and physicaland ju s t lis ting“laband history
reviewed ”withou t com m entingon the re s u lts contribu te s to the inad equ acy ofthe intake proces s .
Inad d ition, patients withchronicd isease s s u chas asthm awho are s e en early on inachroniccare
clinicwill not and have not received appropriate care when the clinicians d o not correctly
u nd ers tand the d efinitions ofd isease control.

Forpatients withsched u led offsite s ervices, in generalthe proces s occu rs tim ely;however, there
are exceptions and those exceptions can take m onths. There shou ld be ashort circu it for the
M e d icalD irector to get to the State M e d icalD irectorin ord er to accom plish the s ervice m ore
tim ely. In ad d ition, when patients are s ent forsched u led offsite s ervices, aclinically trained s taff
person shou ld insu re that the requ ired d ocu m ents are available tim ely so that there can be a
prod u ctive follow-u pvisit between the prim ary care clinician and the patient d u ringwhichthe
find ings and plan are d iscu s s e d and this is d ocu m ente d . W e fou nd visits occu rringtim ely on a
follow-u pbasis, bu t the is s u e forwhichthe patient was s ent offsite was not neces sarily d iscu s s e d ;
in fact, often tim e s the requ ired reports were not available.

W ithregard to u nsched u led offsite s ervices,aclinically trained personm u s t insu re that the relevant
d ocu m ents from the hospital, s u chas d ischarge su m m aries, e m ergency room reports , operative
proced u re s , catheterization reports, etc., are available tim ely within afew d ays afterretu rn from
the hospitalso that the appropriate follow u pcan be perform ed . A gain, the clinician m u s t m e e t
withthe patient and d iscu s s boththe find ings and plan.

The qu ality im provem ent program , althou ghreflective oftrem end ou s effort to com ply withthe
requ irem ents ofthe policy, are not connected to im provingthe qu ality ofservice. Therefore, the
policy as wellas the trainingofs taffm u s t be reexam ined and red one. A lso, the m ed icalrecord s
d irectorhas recently beenas signed to head u pthe qu ality im provem ent program bu t has not been
provid ed ad equ ate trainingin ord erto ass u m e that role. This m u s t be aprerequ isite foranybod y
who is as signed that re sponsibility.
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Findings

Leadership and Staffing
The M e d icalD irectorposition is filled by aclinician trained as ageneralsu rgeon. In fact, there
are no prim ary care trained clinicians to provid e oversight and s u pervisionto the m id levelprim ary
care clinicians. The healthcare u nit ad m inistratorappears qu ite capable bu t m u s t also fu nction as
the D irectorofN u rsingbecau se that position is vacant. This greatly im pacts the ad equ acy ofthe
oversight of nu rsingprofes sional perform ance. The M e d ical R ecord s D irector was recently
assigned the jobofQ u ality Im provem ent C oord inator. H owever, she has been provid ed no basic
trainingfor her coord inatorre sponsibilities . O u r review reflects significant problem s based on
thes e lead ershipis s u e s .

There is alead ershipteam in place withafu ll-tim e, s u rgically trained M e d icalD irector, H ealth
C are U nit A d m inistrator (H C U A ), M e d ical R ecord s D irector and two s u pervisingregistered
nu rs e s . The H C U A is new to the position bu t has worked at the facility forseveralyears, hold ing
positions as astaffR N , s u pervisingR N and , m os t recently, the D irectorofN u rsing. A s ares u lt,
the D irectorofN u rsingposition is now vacant, and one s u pervisingR N position is vacant. H iring
aD irectorofN u rsingand s u pervisingnu rse as soonas pos sible is nee d e d inord erto allow the new
H C U A the opportu nity to focu s on d irectingahealthcare program ratherthanhavingto focu s on
d ay-to-d ay operational, i.e., s taffingand personnel, is s u e s . Five ofthe six bu d gete d contract R N
positions are fille d , and all17ofthe s tate R N positions are filled . Twenty-one ofthe 23bu d gete d
C orrectional M e d ical Technician/License d P ractical N u rse positions are filled . O u t of 101.0
approved FTEs, there are only 9.0FTE positions vacant.

A s reporte d by the H ealth C are U nit A d m inistrator (H C U A ), there is m inim al nu rsingstaff
tu rnover.

A d d itionally, the program wou ld greatly benefit ifthe M e d icalD irectorpositionwere to be filled
by aprim ary care trained physician.

A review ofm ed icalstaffcred entialingand licensu re ind icate s taffthat has been appropriately
trained , are cu rrently license d and workingwithin theirrespective scopes ofpractice pu rs u ant to
written jobd e scriptions.

O thers taffingis liste d in the following

table:Table 1. Health Care Staffin

Position Current FTE Filled Vacant State/Cont.
M e d icalD irector 1.0 1.0 C ontract
StaffP hysician 2.0 2.0 C ontract
N u rs e P ractitioner 2.0 2.0 C ontract
H ealthC are U nit A d m . 1.0 1.0 State
D irectorofN u rsing 1.0 1.0 State
Su pervisingN u rse 3.0 2.0 1.0 State
M e d icalR ecord s D irector 1.0 1.0 C ontract
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Position Current FTE Filled Vacant State/Cont.
M e d icalR ecord s A s sis tant 7.0 5.0 2.0 State
R egistered N u rs e 6.0 5.0 1.0 C ontract
C orrections N u rs e I (R N ) 3.0 3.0 State
C orrections N u rs e II (R N ) 14.0 14.0 State
C M T-License d P racticalN u rs e 23.0 21.0 2.0 State
O ffice A s sis tant/A s sociate 6.0 6.0 State
StaffA s sis tant 3.0 3.0 C ontract
M entalH ealthA d m inistrator 1.0 0.0 1.0 State
M entalH ealthStaff 7.0 7.0 C ontract
M entalH ealthStaff 4.0 3.0 1.0 State
P harm acy Technician 2.0 2.0 C ontract
P hlebotom ist 1.0 1.0 State
P hlebotom ist 1.0 1.0 C ontract
C hiefD entis t 1.0 1.0 C ontract
D entis t 1.0 1.0 C ontract
D entis t 1.0 1.0 State
D entalA s sis tant 5.0 5.0 C ontract
D entalA s sis tant 1.0 1.0 State
D entalH ygienist 1.0 1.0 State
O ptom e try 1.0 1.0 C ontract
Rad iology Technician 1.0 1.0 C ontract
Total 101.0 92.0 9.0

Clinic Space and Sanitation

The M enard C orrectionalC enterhealthcare u nit opened in 1980as new constru ction. Since that
tim e, the facility has be en generally wellm aintained bu t is certainly showingage and appears to
have had no m ajorrenovation since opening. The healthcare u nit (H C U )is athree-s tory bu ild ing
withthree inm ate hold ingareas, one large and two sm all, ou tpatient m ed icalservices withthre e
exam ination room s, afou r-chair d entalclinicand firs t aid on the firs t floor, m u ltiple offices,
pharm acy/m ed ication s torage, centralsu pply and rad iology on the s econd floor and a26-bed
infirm ary on the third floor.

Space has been e s tablished in eachcellhou s e , Sou th(u pperand lower), N orth, N orth2, East and
W e s t, to cond u ct eithernu rse orphysician sick call. The id entified areas were form erinm ate cells
and neverd e signed as aclinicalenvironm ent. C u rrently, the areas provid e little to no privacy, and
allofthe areas are not appropriately equ ipped . R enovations have begu n in the East C ellH ou s e to
provid e foran appropriately equ ipped , clean, private clinicalse tting. R enovation ofallthe areas
in eachhou singu nit shou ld be m ad e apriority.

A relatively new R eception and C lassification U nit inclu d e s asm allbu t appropriately equ ippe d
clinicalareawhichprovid e s forprivacy d u ringexam inations orproced u re s .
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In the H C U exam ination room s, there was no u s e ofapaperbarrieron exam ination table s which
cou ld be changed betweenpatients and there was no cleaningofthe table s u rface betweenpatients .
Sim ilarly, in the cellhou s e sick callroom s, there was no u s e ofpaperon the exam ination table s
and no cleaningofthe table s betweenpatients . A d d itionally, the Sou thLowercellhou s e sick call
room had no sink forhand washing. There is an assigned Infection C ontrolR N who has be en in
the position three years and cond u cts d ocu m ente d m onthly safety and sanitation inspections
throu ghou t the facility.

Reception Processing

W e reviewed 12record s ofpatients who had entered the facility since Febru ary of2014, that is in
the past fou rorfive m onths. O fthe 12record s reviewed , three had com pletely negative intake
exam s. A lm os t allrecord s contain the requ ired elem ents from the intake proces s , whichis anu rs e
screen, ahistory and physical, tu bercu losis screeningas wellas neces sary labreports . H owever,
ofthe nine record s inwhichthere were one orm ore abnorm alfind ings, there were problem s with
the qu ality ofthe proces s , and as ares u lt, elem ents whichshou ld have beenperform ed in ord erto
insu re follow u p were not ad d re s s e d . W hat follows is alist of exam ples ofproblem s with the
receptionproces s .

Patient #1
This inm ate arrived on5/29/14. H e is a49-year-old withahistory ofsm oking, wearingeyeglasse s
and ahistory ofm igraine head aches treate d withIm itrex m ed ication. H is tu bercu losis skin te s t
was norm alas were his vitalsigns. There is no d ocu m entation that we cou ld find ofan ord erfor
his m igraine m ed icationand there was no m entionin the history and physical. H is laboratory te s ts
were liste d as reviewed bu t there is no m ention ofthe re s u lts .

Patient #2
This inm ate arrived on 5/21/14. H e is a52-year-old who refu s e d an H IV te s t. H e has ahistory of
sm oking. H e had anegative TB skinte s t and his blood pres s u re was 140/88. H e d oe s have ahistory
ofknee and head inju ries . H is lipid s tu d ie s were qu ite elevated and ye t this was not id entified , nor
was there any referralto ad d re s s this problem .

Patient #3
This inm ate arrived on 5/9/14. H e is a54-year-old withahistory ofasthm aand his m os t recent
attack was one m onthago. H e also has hepatitis C , d iagnosed ayearago. H is T B skin te s t was
negative. H e has d ru nk alcoholforthree d ecad e s and has u s e d m ariju anaand cocaine. H is physical
exam was perform ed on the sixthd ay afterintake . H e d id not have arectalexam becau se there
was no solu tionavailable. H e was referred forachroniccare visit forbothasthm aand hepatitis C ;
however, the asthm aclinicvisit ass e s s e d him as beingingood controlas aninterm ittent as thm atic,
d e spite the fact that he had arecent attack and u s e d betaagonist inhalers d aily. H is d egree of
control was not good and he probably warranted an inhaled s teroid . H is problem was not
ad equ ately ad d re s s e d .

Patient #4
This patient arrived on 5/2/14. H e is a54-year-old withhypertension, s u bs tance abu s e and an
elevated blood pres s u re of162/100. H is T B skin te s t was negative. The nu rse shou ld have
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recom m end e d d aily blood pres s u re checks in ord er to obtain m ore d atapoints , bu t this was not
d one. H e was s e enone week laterforhis history and physical. H e was givenanantihypertensive as
wellas m ed ication forelevated lipid s. H is s exu ally transm itte d d isease te sts were negative.

Patient #5
This patient arrived in Janu ary 2014. H e is a47-year-old whose nu rsingscreen was perform ed on
1/3/14. H e arrived withahistory ofaleft eye problem , s exu ally transm itted d isease s , agu nshot
wou nd to his right leg, eye su rgery as achild and apriorbu lle t wou nd to the chest. H is blood pres s u re
was elevated at 148/86. H is T B skin te st was negative. There is no recom m end ation for blood
pres su re m onitoring. O nce again, there is ad e scription that his history and laboratory stu d ie s were
reviewed bu t no com m ent on the re s u lts. H e also had ahistory oftransfu sions, bu t no d ate was
attached and therefore there was no d eterm inationas to the risk forhepatitis C . H is blood lipid s were
elevated and there has beenno follow u pforthes e abnorm alresu lts.

Patient #6
This patient arrived in M arch2014. H e is a47-year-old withahistory ofsm okingand hearing
problem s. H is blood pres s u re was elevated and he had ahistory ofwrist pain. H e had right ear
su rgery in 2006. There were no lipid s tu d ie s in his record and ye t the physician wrote “reviewed
labs”withno com m ent.

Patient #7
This patient arrived on 5/15/14. H e is a74-year-old whose problem list contains ahistory of
d e tached re tina, gou t, d yslipid em ia, hypertension and d iabete s alongwithprostate cancerand a
prostatectom y. H is physicalexam was on 5/20/14and ye t it lacks afu nd oscopicexam . H e was
beingtreated forthe blood pres s u re, the gou t and hyperlipid em ia. H e was s e en on 6/16/14. H is
blood te s ts inclu d e d anelevated creatinine,bu t there is no m entionofchronickid ney d is ease . Even
thou ghhe was beingtreated forgou t, there is no ord erforau ricacid level. H is follow u pne ed s to
be m ore com prehensively ad d re s s e d .

Patient #8
This patient arrived in Febru ary 2014. H e is a47-year-old withahistory ofhepatitis C and apast
positive tu bercu losis te s t. The form ind icate s laband history reviewed . H e had an interview
regard inghis priorpositive te s t bu t shou ld have had aches t x-ray;there was none available in the
chart. H e was referred forhepatitis C clinicbu t he refu s e d laboratory s tu d ie s .

Patient #9
This patient arrived on 5/23/14. H e is a55-year-old with asthm a, C O P D and he is oxygen
d epend ent. H is vitals were norm al. H is intake proces s ind icate s history and labs reviewed . H is
physicalexam was not perform ed u ntilalm os t two weeks afterhis screen. A lthou ghthe location
on the form forplacem ent is blank, he apparently was placed in the infirm ary, as he has been
receivingoxygen.

Medical Records

C harts were kept reasonably wellthinned . P roblem lists were bu ried u nd er the ord er shee ts and
were clu ttered withu nneces sary and red u nd ant inform ation, s u chas every chroniccare clinic
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that had beencom plete d . Inothercase s ,cru cialm e d icalinform ationwas m is singfrom the proble m
lists , s u chas one case ofapatient withahistory ofcoronary artery d is ease and s tents . Rarely d id
the facility receive vitalm ed icalrecord s from ou tsid e sou rces s u chas em ergency room reports and
d ischarge su m m aries followinghospitalizations. U ntil very recently, there was apractice of
d iscard ingthe sick callslips afterloggingthem into the logbook. This practice was in the proces s
ofbeingm od ified s u chthat the sick callslips wou ld be kept as part ofthe healthrecord , as the y
shou ld be.

Nursing Sick Call

The facility u s e s asched u led sick callrequ e s t slipstyle sick callsys tem forbothgeneralpopu lation
and segregation inm ate s . Sick callis cond u cted s even d ays aweek. R equ e st slips are available in
eachcellhou s e . C om plete d requ e sts are placed d irectly into alocked m ed icald rop-box located in
eachcellhou s e . M e d icalstaff, eitheraR N orLP N /C M T workingthe 7a.m . to 3p.m . shift collects
the requ e sts eachd ay. W hen back in the healthcare u nit, the R N orLP N /C M T who collected the
requ e sts reviews each slip for rou tine vers u s u rgent health care need s and d ocu m ents on each
ind ivid u alcellhou s e sick calllogthe inm ate’s nam e, nu m ber, d ate, tim e, com plaint and d ate to be
evalu ated . If the R N orLP N /C M T d eterm ines the requ e st is ofan u rgent natu re, the inm ate is
im m ed iately evalu ated by eitheraR N orLP N . Ifthe R N orLP N /C M T d eterm ines the requ e st is of
arou tine natu re, the inm ate is sched u led fornu rsingsickcallwithin48hou rs.Eachd ay,LP N /C M T s
as signed to eachcellhou s e obtain theircellhou s e sick calllogforthe d ay and cond u ct sick callin
ad e signated room ineachcellhou s e . O nce the nu rsingsick callencou nterhas occu rred , the original
inm ate requ e st slipis d e s troyed and allthat rem ains is the d ocu m entation on the sick calllogand
in the patient specificm ed ical record . D epartm ent of C orrections O ffice of H ealth Services
approved treatm ent protocols are u s e d foreachnu rsingsick callencou nter. The protocols are on a
pre-printed form and provid e apathway oftreatm ent based on inm ate provid ed inform ation and
physicalfind ings. N u rsingsick callcou ld be cond u cted by either aR egistered N u rs e (R N )or
License d P ractical N u rse (LP N ). P er ID O C policy, allnu rsingstaff are initially trained by a
physician on appropriate u s e ofthe treatm ent protocols and retrained annu ally. A d d itionally, each
facility M e d icalD irectoris requ ired to m onthly review two m ed icalrecord s pernu rsingprovid er
for the appropriatene s s of u s e of the protocols. The re s u lts of the M e d icalD irectorreview are
d iscu s s e d with eachind ivid u alnu rsingprovid er and inclu d e d as apart of the m onthly Q u ality
Im provem ent m ee ting.

The room s cu rrently in u s e in eachcellhou s e for sick callare le s s than id ealand cannot be
consid ered as clinical se ttings. Inspection of each of the areas ind icated noisy, clu ttered and
insu fficiently equ ipped room s withno privacy. N o exam inationtables were available inthe Sou th-
U pperand Lowersick callroom s and the N orth2LP N /C M T room . A d d itionally, the Sou th-Lower
room had no scale, e ye chart orsink forwashinghand s. In the N orth2sick callarea, there are no
accom m od ations forprivacy and , as ares u lt, proced u re s orexam inations requ iringprivacy cannot
be cond u cted . There appeared to be no u s e ofapaperbarrierbetweenpatients on the exam ination
table s , whichis an infectioncontrolis s u e .

R enovations have begu n in the East C ellH ou s e to im prove the sick callse tting. A n inspection of
this areaind icated asignificantly im proved situ ationand cou ld be consid ered anappropriate
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clinicalse ttingd epend ent on properly equ ippingthe area. H ighpriority shou ld be placed on the
com pletion ofthis space and prom pt renovation ofthe rem ainingcellhou s e sick callareas.

Segregation s tatu s inm ate s acces s d aily sick callin the sam e m anneras the generalpopu lation. In
the s egregation cellhou s e (N orth2)there is ad e signated “sick call”areathat bothnu rsingstaff
and the physician u se to cond u ct sick call. The room is equ ipped withan exam ination table, and
nu rsingstafftakes otherequ ipm ent and s u pplies nee d e d forsick call. The nu rs e provid e s alist of
inm ate nam e s to the s egregationu nit “wingofficer”who then takes inm ate s one-by-one to the sick
callroom forthe nu rse to evalu ate. A s are s u lt, the inm ate benefits from aprivate, confid ential
encou nterwiththe benefit ofanappropriate exam ination ifind icated . A gain, the O ffice ofH ealth
Services approved protocols are u s e d for each sick callencou nter. The sick callencou nter is
d ocu m ente d in eachd etainee’s m ed icalrecord .

Segregation “wellne s s checks”are cond u cted foreachinm ate d aily on the 7a.m . to 3p.m . shift.
N u rsingstaffad m inisteringm orningm ed icationproceed s cell-to-cell, talkingwitheachinm ate in
segregation s tatu s . D ocu m entation ofthe “wellne s s check”is note d on the s egregation log.

Sixte en generalpopu lation m ed icalrecord s were reviewed for sick callencou nters . O ne patient
chose to go to yard ratherthan stay in his cellforsick call. A s are s u lt, asam ple of15sick call
record s willbe u s e d .

1. O f the 15 sick callencou nters , 10were perform e d by aregistered nu rs e and five were
perform ed by alicens e d practicalnu rse .

2. O fthe 15encou nters , five re s u lte d inareferralto the physician, withtwo ofthe five being
u rgent referrals. Fou rofthe referrals were m ad e by aR N and one by aLP N .

3. O fthe five referrals, two patients were evalu ated im m ed iately, and the otherthree patient
appointm ents occu rred on the d ay sched u led , and the physician or m id -levelprovid er
ad d re s s e d the is s u e that led to the referral.

4. In eachofthe 15encou nters, the O ffice ofH ealthServices approved pre-printed protocol
form was u s e d , the d ate and tim e were note d , the provid ersignatu re and title were note d ,
e d u cationwas provid ed and aphysicalexam ination specificto the com plaint was note d .

5. In one encou nter, the d u ration ofcom plaint was not note d . This encou nterwas cond u cted
by aR N .

6. In ten ofthe 15encou nters , com plete vitalsigns were note d . Five encou nters inclu d e d no
weight, and one encou nterinclu d e d no tem peratu re. In thes e encou nters , aLP N d id not
provid e the tem peratu re and three tim e s d id not record aweight. A R N d id not record a
weight in two ofthe encou nters .

7. Inone encou nter, the LP N d id not specify aleft orright ankle sprain, and inone encou nter
the R N d id not specify the location ofjoint pain.

Chronic Disease Management

There are 1170 inm ate s enrolled in the chronicd isease program in separate clinics. This is
approxim ately 36% ofthe popu lationat C I. The d is tribu tion inclinics is as follows:

 C ard iac/H ypertension(665)
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 D iabete s (173)
 GeneralM e d icine (158)
 H IV Infection/A ID S (33)
 Liver(135)
 P u lm onary C linic(350)
 Seizu re C linic(54)
 TB Infection C linic(10)

There was no backloginchroniccare clinics at the tim e ofou rvisit. O ne ofthe nu rse practitioners
is d evote d exclu sively to chronicd isease m anagem ent and is assis te d by one ofthe physicians
d epend ingon volu m e s , whichreporte d ly can ru n qu ite high(25-30perd ay). W e fou nd the care
provid ed by this nu rse practitionerto be ofhighqu ality, withagood knowled ge base and solid
d ecision-m akingskills.

P atients withm u ltiple chronicd isease s are enrolle d in what they callthe “com bo clinic”and all
cond itions are ad d re s s e d at eachclinicvisit. This shou ld be (bu t isn’t)the practice at allother
facilities;however, the sched u ler m u s t take into consid eration the tim e requ ired to provid e
thorou ghcare.

The chroniccare nu rse has d eveloped and im plem ente d ad atabase u singM icrosoft A cces s which
tracks d ataforallchroniccare clinics and can be u s e d to generate reports ofcou ntle s s type s . The
d atareaches only as far back as A u gu s t 2013 and so was not ye t acom plete pictu re of this
popu lation, bu t willbe able to cru nchthe d atain innu m erable and very valu able ways.

A s wond erfu las this d atabase has the capacity to be, it is only as good as the qu ality ofthe d ata
fed into it. U nfortu nately, the provid ers are not consis tently as s e s singthe d egree of control
accu rately, whichis corru ptingthe reliability ofthat portion ofthe d ata. C u rrently, it is u s e d only
as awarehou s e ofinform ation, and not as atoolto im prove clinicalqu ality as it u ltim ately shou ld
be.

A s econd chroniccare nu rse ru ns allthe infectiou s d isease clinics (H IV , hepatitis C and TB ). She
s e e m s conscientiou s and organized .

Cardiovascular/Hypertension

O f665patients enrolled in the clinic, 461(69%)were at goalblood pres s u re and 195(31%)were
not at goalat theirm os t recent chroniccare visit. O fthose patients whose blood pres s u re was not
at goal, 66(34%)had no change in theirplanofcare. This m ay be partly d u e to the way the form
is constru cted . A s part ofthe “com bo clinic”form , the provid eris asked ifthe blood pres s u re was
at goalfor2ofthe last 3read ings. Thu s the provid er is not prom pted to ad ju s t m e d ications in
response to an elevated blood pres s u re read ingu nles s there is apattern. Rarely d id we observe the
provid ers to ord erblood pres s u re checks whencontrolwas inqu e s tion. The case below illu s trate s
this is s u e .

Patient #1
This is a51-year-old m an withd iabete s , hypertension and asthm a. H is blood pres s u re was at goal
at two ofthe last three chroniccare visits , bu t has been elevated on m u ltiple occasions when

Ju ne 2014 M enard C orrec tionalC enter P age 12



he has been s e en by provid ers forotheriss u e s:150/80, 148/84, 140/94, 140/100(x 2), 166/94.
N one ofthes e elevated read ings were ad d re s s e d by the provid ers.

Opinion:Thou ghthe patient’s blood pres s u re has beenat goald u ringthe chroniccare clinicvisits ,
it is wellabove goalat alm os t every otherclinicalencou nter. P rovid ers are not ad d re s singthis
patient’s blood pres s u re, d e spite d ocu m entingthe elevated read ings in theirown hand writing.

Diabetes

O f173patients enrolled in the d iabete s clinic, 41% were le s s than wellcontrolled with17(10%)
rated as poorly controlled and 53(31%)u nd erfaircontrol. O u t ofthe 70patients who were le s s
thanwellcontrolled , only 41(59%)had achange in the planofcare. The facility is s tillu singthe
ou td ate d term inology ID D M and N ID D M ;this shou ld cease. U pon arrival, all patients on
physiologicinsu lin replacem ent (Lantu s , lispro)are au tom atically switched to N P H and regu lar
insu lin regard le s s ofthe type ofd iabete s they have. This is inappropriate, particu larly in the cas e
ofpatients withtype 1d iabete s .

W e reviewed five record s of patients enrolled in the clinic. R ecord review showed lack of
tim elines s in two case s and s everalinstances ofseriou s problem s withclinicald ecision m aking.

Patient #2
This is a47-year-old m an withH IV infection and d iabete s who arrived at M enard in Ju ly 2013.
A bou t am onthafterhis arrival, the patient pres ente d withad iabeticfoot u lcer. H e was s e en by
the d octorafterhe had pu lled his own toenailoff. The physician d ocu m ente d , “no active sore on
his toe at pres ent” d e spite d e scribinga“healingexpose d nailbed .” H e ord ered N eosporin and
follow u pas need e d .

O ne m onthlater, another d octor saw the patient forwhat is d e scribed as agangrenou s toe and
ad m itte d him to the infirm ary forIV antibiotics and betad ine soaks. D e spite d e scribingthe le sion
as “r/o gangrene,”she d id not ord erany ad d itionalworku porconsu ltations. Finally, the previou s
M e d icalD irectorsaw the patient on9/24, recogniz ed the s everity ofthe situ ationand referred the
patient to orthoped icsu rgery foram pu tation, whichwas perform ed on10/2.

Laterin O ctober, his baseline d iabete s clinicwas perform ed . It was d e term ined that he is atype 1
d iabeticwithonse t ofd isease in his 20s. H e has been s e en tim ely in d iabete s clinicand was very
wellcontrolled on acom bination oforalm ed ications and insu lin. Then at the Febru ary visit, the
d octor d iscontinu ed his insu lin (he was on 26 u nits of N P H twice ad ay), as his last two A 1c
read ings were le s s than 6% (5.9and 5.5). W hen he was s e en again in fou rm onths, his d iabete s
controlhad d e teriorated d ram atically withan A 1cof9.8%. The d octorthen re s u m e d the insu lin
and d iscontinu ed his oralm ed ication.

Opinion:This patient was not m anaged aggres sively enou ghforhis d iabeticfoot u lcer. The firs t
d octorapparently d id not recogniz e the im portance oftreatingd iabeticfoot u lcers aggre s sively
and followingthem closely. The s econd d octor se em e d able to m ake the correct d iagnosis bu t
u nable to form u late an appropriate treatm ent plan. H ad this wou nd been m anaged properly, the
chances ofit progres singto am pu tationwou ld have been s u bs tantially red u ced .
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D iscontinu inginsu lin onatype 1d iabeticreflects alack ofu nd ers tand ingofthe basicphysiology
ofthis d isease , whichis acond ition ofabsolu te ins u lin d eficiency.

Patient #3
This is a55-year-old m an withpoorly controlled d iabete s , hypertension and hyperlipid em iawho
has be en se enperpolicy inchroniccare clinic. H e was beingappropriately m anaged by the nu rse
practitionerwithim provem ent in his d isease control. Then, at the D ecem bervisit, he was s e enby
one ofthe travellingm ed icald irectors. H is controlhad d e teriorated since the last clinicvisit, bu t
no change s were m ad e.

A t the A pril2014visit, his A 1cwas 9.8%.The d octorord ered atrem end ou s increas e inhis insu lin
(from 22to 80u nits d aily)and qu ad ru pled the d os e ofhis oralm ed ication. O ne week later, the
patient was at nu rse sick callcom plainingofhypoglycem iaand havingbeen refu singhis regu lar
insu linforthe last five d ays. H e was referred back to the d octor,who ad ju s te d the d os e s d ownward .

Opinion:This d octor is clearly u nfam iliar with the basicprinciple s of ins u lin ad ju s tm ent and
s e e m ingly obliviou s to the d angers ofhypoglycem ia. A nincrease ininsu linofthis m agnitu d e (over
360%)cou ld easily have re s u lte d in harm to this patient, inclu d ingthe realpos sibility ofafatal
hypoglycem icevent. Lu ckily, the patient had the good s ens e to refu s e the m ed ication.

Patient #4
This is a50-year-old type 1d iabeticwithhypertension. H e is beingtreated withnon-physiologic
N P H insu lin twice ad ay and it is therefore not s u rprisingthat his d iabete s is poorly controlled . A t
the A pril2013chroniccare visit, the d octorm ad e no change s to the insu lin regim en d e spite an
A 1cof9%, bu t ratherord ered aone m onthfollow-u pto d eterm ine ifchanges shou ld be m ad e.
This visit d id not happen.

H e was not s e en ford iabete s again u ntilthe A u gu s t chroniccare clinic, at whichtim e atraveling
m ed icald irector increased the insu lin d ose . Six weeks later, the patient saw one of the nu rs e
practitioners in sick callcom plainingofvariable blood glu cose and the insu lin d ose was ad ju s te d
d ownward .

The next chroniccare visit d id not occu ru ntilA pril2014, at whichtim e the patient’s A 1cwas
u nchanged at 9.1%.The nu rse practitionerincrease d the insu linand requ e s te d avisit in two weeks
to review the A ccu C hecks;this d id not happen.

Opinion:This patient’s poorly controlled d iabete s has not been m anaged aggre s sively enou gh. A s
ares u lt, he has be en expose d to the d ele teriou s effects ofhyperglycem iaforoverayear. Follow-
u pappointm ents have not occu rred as requ e ste d .

Patient #5
This is a51-year-old m an withd iabete s , hypertension and asthm a. H e has been s e en qu arterly in
chroniccare clinicand m anaged appropriately, except forthe D ecem ber2013visit when the form
was com pletely blank and the patient’s A 1cof9.7% was ignored .

Patient #6
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This is a54-year-old m an with d iabete s , hypertension, and paraplegiasecond ary to agu nshot
wou nd . W hen he was s e en in d iabete s clinicin Septem ber2013, his A 1cwas 9.6%, whichwas
actu ally betterthan the priorread ingof12.5%. A s glipizid e had been recently ad d e d , the nu rse
practitionerd ecid ed to s e e the patient in three m onths before d e term iningwhetherto change the
m ed ications. This follow-u pvisit d id not occu r. The patient was not s e en ford iabete s again u ntil
4/21/14, thou ghhis glipizid e was increased from 10twice ad ay to 15twice ad ay by one ofthe
d octors in N ovem ber. There was no note correspond ingto this change. A t the A prilvisit, the A 1c
was 9.9% and the nu rse practitioners topped the glipizid e and s tarte d insu lin. She requ e s te d aone
m onthfollow-u pto review the blood glu cose read ings, bu t the patient had not been se enas ofthe
d ate ofou rvisit on6/18.

Opinion:This patient has not been se enforfollow-u pas requ e s te d by the nu rse practitioner. The s e
d elays are increasinghis exposu re to hyperglycem ia

General Medicine

There were fou rpatients on C ou m ad in at the tim e ofou rvisit. Three ofthe patients spent the
m ajority oftim e in the therapeu ticrange and labs were d rawn m onthly.

HIV Infection/AIDS

P atients were generally se en tim ely by the ID telem e d icine d octorbu t are not co-m anaged on site;
this is tru e ofevery site we have visited so far. W e reviewed six charts and fou nd is s u e s with
tim eline s s in two case s There were afairnu m berofcancellations d u e to equ ipm ent m alfu nction.

Patient #7
This is a60-year-old H IV patient withasthm a. H e is allowed to carry his H IV m ed ications even
thou ghhe is on m entalhealthm ed ications whichare d irectly observed . M A R s revealthat the
m ed ications have been d ispense d to the patient m onthly. H owever,he d eveloped anincreased viral
load in Septem ber2013afterhavingbeen s u ppres s e d on the sam e regim en, thu s raisingconcern
fornoncom pliance. The ID d octorrecom m end e d s toppingthe m ed ications and checkingan H IV
genotype. H e wanted to s e e the patient back in2-3weeks.

The patient was s e en six weeks laterbu t the viralload was not highenou ghto d o agenotype and
had to be repeated . The re s u lts were pend ingat the tim e ofthis visit. H e recom m end e d continu ing
to hold the m ed ications and follow-u pintwo weeks. H owever, the patient was not s e enagainu ntil
M arch2014, as the ID telem ed icine clinichad been canceled once d u e to equ ipm ent m alfu nction
and once d u e to weather.

W hen he was finally se en on 3/17, the labs from O ctober were reviewed , and showed new
re sis tance m u tations to his previou s regim en. H e was s tarte d on new m ed ications and the s e too
were d ispense d to him . Follow u pwas ord ered forsix weeks bu t he was not s e en d u e to problem s
withthe equ ipm ent. H e had not been se enas ofthe d ate ofou rvisit 6/17.

Opinion:This patient has not been se en tim ely in ID telem ed icine d u e to avoid able d elays. This
patient shou ld be on D O T in ord erto m ore closely m onitorhis m ed icationad herence;

d evelopm ent of re sis tance is highly su gges tive of noncom pliance. This patient shou ld be co-
m anaged onsite by afacility provid er.
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Patient #8
This is a51-year-old m an with H IV infection and asthm a. H e d eveloped persis tently low level
virem iain A u gu s t 2013d e spite 100% com pliance on d irectly obs erved therapy. The ID d octor
was initially not concerned , bu t when it persis te d at the D ecem ber2013visit, he recom m end e d
repeatingthe te s t im m ed iately and followingu p in two weeks. That visit d id not occu r d u e to
equ ipm ent m alfu nction, thenagain d u e to weather. H e was not s e enagain u ntilM arch2014.

Opinion:This patient has not been se en tim ely by the ID d octord u e to avoid able d elays.

Pulmonary Clinic

O fthe 350patients enrolled in the clinic, none were rated as poorly controlled , even thou gh52
(15%)had persis tent s ym ptom s. W e reviewed five record s ofpatients withpu lm onary d is ease s
and fou nd that in each case either the patient’s d egree of controlwas overe s tim ated , or his
m ed ications were not ad ju s te d in response to his s ym ptom s, orboth. The chroniccare form is
d e signed for asthm a, not C O P D ;this is afu nction of the s tatewid e treatm ent gu id eline which
speaks only to asthm a. The treatm ent gu id eline allows forovere s tim ation ofd isease controlwhen
com pared withnationally pu blished gu id eline s , inclu d ingthe N ationalH eart, Lu ng, and B lood
Ins titu te (N H LB I)Expert P anelR eport 3(EP R 3)u pon whichit appears the s tate gu id eline is
based . The case s below illu s trate the s e is s u e s .

Patient #9
This is a51-year-old m an withd iabete s , hypertension and asthm a. A t the A u gu s t 2013visit, the
patient reporte d sym ptom s consis tent withm ild persis tent asthm a, withd aytim e s ym ptom s and
albu terolu s e m ore than twice weekly bu t was ju d ged to be u nd ergood controland no change s
were m ad e. A t the D ecem bercom bo visit,as thm awas not ad d re s s e d at allby the travelingM ed ical
D irector. A t the A pril2014visit, the patient’s asthm aseverity was not d ocu m ente d by the nu rse
practitioner, who d ecid ed that the patient was ingood control.

Opinion:This patient’s s ym ptom s were not ad equ ately d ocu m ente d at two ofthe last three chronic
care clinics. O n at leas t one occasion, his d is ease controlappeared to be worse than the provid er
recognized .

Patient #10
This is a60-year-old H IV patient withasthm a. H e has been se en qu arterly in chroniccare clinic
bu t his d egree ofcontrolhas not been ass e s s e d accu rately. Forexam ple, at the D ecem bercom bo
clinic, he reporte d d aily betaagonist u s e and d aily d aytim e s ym ptom s as wellas som e lim itation
withnorm alactivity, ye t the d octorrated this as good control.

A t the Ju ne 2014chroniccare clinicvisit, the patient reporte d s ym ptom s consis tent withm od erate
persis tent C O P D (d aily albu terolu s e , d aily d aytim e s ym ptom s, wakingm ore than once weekly
and som e lim itation ofnorm alactivity), and had expiratory whe ezingon exam , ye t was rated as
good controlby the coveringd octor.



Opinion:This patient’s asthm ahas not beenaccu rately ass e s s e d . It is likely he wou ld benefit from
m ore aggres sive asthm atherapy. P art ofthe problem here is that the controlcriterialiste d on the
form allowed the d octors to d raw the inappropriate conclu sion:

Patient #11
This is a51-year-old m an withH IV infection and asthm a. A t the D ecem ber2013chroniccare
visit, the coveringd octorobtained nearly no historicalinform ation and the form is alm os t blank.
A t the Febru ary 2014 visit, the nu rse practitioner note d that the patient was havingd aytim e
s ym ptom s and u singhis re scu e inhalerle s s than d aily bu t m ore than two d ays perweek. H e was
rated as good control. A t the Ju ne visit, the travelingM ed icalD irector d ocu m ente d m inim al
inform ation bu t rated him as good control.

Opinion:This patient was not ad equ ately evalu ated at two ofthe three m os t recent chroniccare
clinics. H is d isease controlhas been overe s tim ated accord ingto nationally pu blished gu id elines .

Patient #12
This is a68-year-old m an with severe C O P D and hypertension. There have been d elays in his
chroniccare follow-u pappointm ents and he has been se en s everaltim e s forC O P D exacerbations.
Thes e are not m entioned d u ringhis chroniccare visits and althou ghhis s ym ptom s are m od erate to
s evere, there have been no changes to his baseline pu lm onary m ed ications.

Opinion:This patient’s d isease shou ld be m anaged m ore aggres sively consid eringhis poorcontrol.

Patient #13
This is a33-year-old m anwithm od erate persis tent as thm awho has been se enqu arterly inchronic
care clinic. There have been no changes to his m ed icationregim en d e spite his repeated
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reports ofd aily sym ptom s and re scu e inhaleru s e , asid e from the ad d ition ofC laritin at his m os t
recent clinicvisit.

Opinion:This patient’s treatm ent regim en shou ld be intensified consid eringhis reports ofd aily
sym ptom s.

Seizure Clinic

N one ofthe 54patients enrolled in the s eizu re clinicwere d e em e d to be in poorcontrol. This m ay
be becau se patients’reports ofbreakthrou ghseizu re s m ay be d iscou nte d ifthey are not witne s s e d
by s taff. O fthe six patients who reported s eizu re s since the last clinicvisit, only two had achange
ofcare d ocu m ente d . W e reviewed fou rrecord s ofpatients enrolled in the s eizu re clinicand fou nd
d elays incare and opportu nities forim provem ent in two case s d e scribed below.

Patient #14
This is a57-year-old m an with seizu re s , hyperlipid em ia, and aorticvalve replacem ent. H e is
chronically anticoagu lated withC ou m ad in. H e has only been se en twice in chroniccare clinicin
the past year. A t the Septem ber2013visit, his D ilantin levelwas s u btherapeu ticat 6.5and he
reporte d 7-8seizu re s since the last visit,bu t none are d ocu m ente d inthe healthrecord . H is D ilantin
is s elf-carried and has been d ispense d to him m onthly, thou gh he gets his C ou m ad in nu rse-
ad m inistered .

A t the next chroniccare clinicon 5/8/14, he reporte d one breakthrou ghseizu re, thou ghagain it
was not d ocu m ente d in the health record . H is m os t recent D ilantin level was even m ore
s u btherapeu ticon 3/28/14 at 4.5. The d octor recom m end e d that the d os e be increased bu t the
patient refu s e d .

Opinion:This patient shou ld be on D O T to m onitorhis m ed ication ad herence m ore closely. H e
alread y receives D O T forhis C ou m ad in. H e has not been se en tim ely inchroniccare clinic.

Patient #15
This is a47-year-old m an with hypertension, H IV and absence seizu re s who reports frequ ent
breakthrou ghseizu re activity d e spite therapeu ticm ed ication levels. The d os e was increas ed once
d u ringthe past year bu t he continu ed to report s eizu re activity. This has evid ently only been
witne s s e d by the patient’s cellie. H e has been se en rou ghly qu arterly inchroniccare clinic. A t the
D ecem ber 2013 clinic, the d octor’s note contains alm os t no history and the m ed ication was
reord ered incorrectly, d ecreasingthe d os e by half. This was cau ght by the pharm acy who
qu e s tioned the change, and the patient was referred to the nu rse practitioner, who referred the
patient back to the prescribingd octor. It took two m onths forthe patient to be s e en by the d octor
and have the m ed ication d os e clarified .

Opinion:This patient shou ld not have waited two m onths to have his m ed ication d os e clarified .
Even when his levels were therapeu tic, his seizu re s d id not appearto be u nd ercontrol. C onsid er
switchingthis patient to anotherm ed ication.
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TB Infection Clinic

There were eight patients on treatm ent forlatent TB infection(LTB I)at the tim e ofou rvisit, fou r
ofwhom appeared to have converte d their skin te s ts at M enard (se e P atients #1-4below). W e
d iscu s s e d the s e withthe H C U A , who s tate d that acontact inves tigationwas perform ed fortwo of
the patients who had beenhou s e d in the sam e u nit and no sou rce was id entified . It was heropinion
that the others were not read properly to begin with(i.e., fals e negatives)and so were not new
conversions bu t ratherm iss e d on the initialskin te s t. W hile this is pos sible, s u chan ass u m ption
shou ld not preclu d e som e form ofinve s tigation. W e d id not have the opportu nity to d iscu s s this
withthe infectioncontrolnu rs e who was ou t on m ed icalleave.

In two othercase s (P atients #7and #8), patients were prescribed treatm ent when it was not clear
that they tru ly requ ired it.

A llreactive te sts are read by two nu rse s and aprovid er.

Patient #16
This is a22-year-old m anwho was received at N R C on2/7/12at whichtim e he was d ocu m ente d
to be P P D negative. H e was transferred to M enard on 5/1/13. O n 4/7/14, his annu alTB skin te s t
was 10 m m reactive. N o contact inves tigation was d ocu m ente d in the health record . U pon
qu e s tioningby the provid er, the patient d enied ahistory ofpriorpositive skin te s ts . The patient
was referred forTB treatm ent and had appropriate pre-treatm ent work-u pand clinicalevalu ation.
H e s tarte d m e d ications on5/19/14.

Patient #17
This is a43-year-old m anwho was received at Graham on2/26/13and transferred to M enard on
3/20/13. O n reception, his P P D was read as negative. H is yearly P P D was placed at M enard on
3/4/14and was read as negative.Forreasons that are not clearfrom chart d ocu m entation, the P P D
was repeated on5/5/14and was reactive at 18m m . N o contact inves tigationwas d ocu m ente d . H e
was appropriately evalu ated fortreatm ent on5/14/14and treatm ent was ord ered .

Patient #18
This is a46-year-old m an who was received at N R C on 10/4/12and transferred to M enard on
10/17/12. H is P P D was read as negative onintake. H is annu alP P D at M enard on1/7/13was read
as negative.Foru nclearreasons, it was repeated on1/16/13and was againread as negative. A year
later, his annu alP P D was reactive at 16m m on3/4/14. H e was s e en by the d octorand referred to
T B clinicfortreatm ent. O n5/1, the patient told the d octorthat his te s t was not positive, that it was
his cellie’s te s t that was reactive. The te s t was therefore repeated on 5/5and was reactive at 22
m m . H e was referred back to the d octorforpretreatm ent evalu ation and therapy was ord ered . N o
contact inves tigationwas d ocu m ente d .

Patient #19
This is a44-year-old m anwho arrived at M enard reception in A u gu s t 2013bu t was not te s te d for
TB ,as it was note d that he was nonreactive perthe jailrecord s . W henhe was next te ste d on3/1/14,
he was reactive at 12m m . H e was evalu ated appropriately by the d octorand s tarte d treatm ent on
3/18. H e has been se en m onthly by the ID clinicnu rse .

Patient #20
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This is a31-year-old m anwho was received throu ghM enard ’s receptioncenterin Febru ary 2014
and was note d to be reactive on intake. H e was ad m itte d to the infirm ary by verbalord erofthe
M e d icalD irector when the read ingR N note d the positive te s t. The M e d icalD irector saw the
patient the next d ay, took no history, and d ocu m ente d am inim alphysicalexam . U ponqu e s tioning
by the nu rse , the patient reporte d that he had ahistory of+P P D , bu t this box was checked “no”on
the intake screeningform . A ches t x-ray was perform ed as part ofthe pretreatm ent work-u pand
showed aright hilarm as s vs ad enopathy as wellas ad d itionalad enopathy in the right paratracheal
region. H e was awaitingaC T su rgery consu lt forbiopsy as ofthe tim e ofou rreview. O n5/12/14,
he was s e en by the M e d icalD irector for his bas eline TB clinicand was prescribed IN H and
rifam pin (ratherthan rifapentine)weekly for12weeks. H e was then ano-show forhis follow u p
TB clinicon6/17.

Opinion:This patient appears to have biggerproblem s thanhis latent T B infection.The prescribing
errorwas brou ght to the attention ofthe M e d icalD irectorforcorrection. There shou ld be no s u ch
thingas ano-show inam axim u m s ecu rity prison.

Patient #21
This is a31-year-old who was received at N R C on11/6/13and transferred to M enard on3/20/14.
H e d id not have aP P D placed at the reception center bu t rather aches t x-ray “d u e to rapid
tu rnarou nd ofthis R & C inm ate.”N o one at M enard knew the m eaningofthis. A fterhe arrived at
M enard , his P P D was reactive at 19m m . H e was appropriately evalu ated and s tarte d on treatm ent
on5/28/14.

Patient #22
This is a50-year-old m an who had apositive P P D on reception at N R C on 1/12/07. H e was
transferred to M enard in Febru ary 2007and was evid ently not offered treatm ent (thes e record s
were thinned from the cu rrent volu m e). There were no P P D te s ts d ocu m ente d on the d atabas e for
2008–2012. H e was screened in D ecem ber2013by sym ptom ass e s s m ent, pre s u m ably d u e to his
history ofapriorpositive skin te s t. H e then had aP P D placed on 2/13/14, whichofcou rse was
reactive at 20m m . The M e d icalD irectorsaw him forhis baseline TB clinicon 2/18and took no
s ym ptom history, bu t ord ered labs and ache s t x-ray. H e saw the patient back on 3/27, at which
tim e the patient reporte d receivingB C G as achild . Treatm ent was ord ered . H e was s e en m onthly
thereafterby the TB clinicnu rse .

Opinion:P atients withahistory ofpriorpositive skin te s tingshou ld not have repeat te s ting. Given
his history ofB C G vaccine, this patient shou ld probably have gotten alternative te s tingwithan
interferon gam m aas say s u chas the qu antiferon gold to d eterm ine his exposu re s tatu s prior to
com m ittinghim to treatm ent withm ed ications that have potentialtoxicitie s .The s tate T B gu id eline
is silent on the is s u e ofwhenand whetherto u s e the interferongam m ate s ts , bu t ratherleave s it to
the d iscretion ofthe provid ers. It is therefore im portant that provid ers have an u nd ers tand ingof
the variou s m e thod s ofscreeningforLTB I and when to u s e them .

Patient #23



This patient reporte d apositive P P D u ponreceptionat N R C in A pril2014and that he had receive d
treatm ent in 1999. D e spite this history, anotherP P D was placed when he transferred to M enard
and was, not s u rprisingly, positive. H e was then referred fortreatm ent.

Opinion:There shou ld have be en an effort to confirm the patient’s history ofpriorTB treatm ent
priorto com m ittinghim to therapy withm ed ications withpotentialtoxicities .

Pharmacy/Medication Administration

B oswellP harm aceu ticals, located in P ennsylvania, provid e s allprescription and over-the-cou nter
m ed ications for the facility. B oswell is license d as a W holesale D ru gD istribu tor/P harm acy
D istribu torand has acu rrent license throu ghM arch2016. The service is a“fax and fill”sys te m ,
whichm eans patient new prescriptions faxed to the pharm acy by noon M ond ay throu ghFrid ay
willarrive at the facility the next d ay. The facility receives m ed ication d eliverie s six d ays aweek,
M ond ay throu gh Satu rd ay. A local retail pharm acy and the local hospital are the back-u p
pharm acie s forobtainingm ed ication whichis ne e d e d im m ed iately and is not available in stock.
P atient specificprescriptions, s tock prescriptions and controlled m ed ications arrive packaged ina
30-d ay bu bble pack. O ver-the-cou nterm ed ications are provid ed in bu lk by the bottle, tu be, e tc.
The m ed ication preparation/storage areais s taffed withtwo fu ll-tim e pharm acy technicians;one
has 20 years of experience, and the other has eight years of experience. B oswellprovid e s a
consu ltingpharm acist to com e on-site once am onth to review prescription activity, to as s e s s
pharm acy technician perform ance and techniqu e and to d e s troy ou td ate d or no longer need e d
controlled m ed ications pu rs u ant to the requ irem ents ofthe Fed eralD ru gA d m inistration (FD A )
and D ru gEnforcem ent A gency (D E A ). Inspection of the m ed ication preparation/storage area
revealed alarge, clean, organized , well-lighted and well-m aintained area. Interviews with the
pharm acy technicians revealed knowled geable ind ivid u als.Fu rtherinspectionofthe areaind icated
tight accou ntingofcontrolled m ed ications, boths tock and retu rn item s . A rand om inspection of
perpetu alinventorie s and cou nts forcontrolled m e d ication ind icated allwere correct.

A cces s to the m ed ications torage room is re s tricted to the two pharm acy technicians and the central
su pply s u pervisor. A llthree are requ ired to d raw keys to theirrespective areas at the beginningof
eachshift and re tu rn the keys when leavingat the end oftheirshift. In the event they wou ld leave
institu tionalgrou nd s withthe keys , they are contacted by arm ory personnelto im m ed iately re tu rn
to the ins titu tion. K e ys to the “back stock” caged area are re stricted to the two pharm acy
technicians. R efrigeratortem peratu re s are m onitored and d ocu m ente d d aily.

A ll pre scriptions and controlle d m e d ications are ord ered , receive d and inventoried by the
pharm acy technicians. O nce receive d and cou nts verifie d , eachofthe item s is ad d e d into the ite m
specificperpetu alinventory. Ite m s placed in “back stock”are s tored inalocke d cage areainsid e
the locked and re s tricted access s torage room . The perpetu alinventorie s forallitem s located in
the cage are verified weekly by the pharm acy technicians. P erpetu alinventorie s forcontrolle d
m e d icationin“front orworkingstock”are verifie d eachshift by on-com ingand off-goingnu rsing
staff. The crashcart, located in the u rgent care area, is inventoried weekly orany tim e the plastic
secu rity s ealis broken. C ontrolle d m ed ications, s yringe s/ne ed le s and m ed icaltools in this area
are inventoried at the beginningand end ofeachshift by on-com ingand off-goingnu rsingstaff.
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In the abs ence ofthe pharm acy technicians, nu rsingstaffcan access the pharm acy storage area,
inclu d ingthe cage area, to obtainneed e d m e d icationonly by contactingthe Shift C om m and erwho
au thorize s aLieu tenant to d raw the keys to the area. The Lieu tenant reports to the healthcare u nit
and u nlocks the d oors forthe nu rse . B oththe Lie u tenant and nu rse are requ ired to sign into the
pharm acy on aP harm acy Lognotingthe d ate, tim e, nam e, title, reason for enteringand tim e
leaving. The nu rse obtains the nee d e d m e d ication, leave s anote as to whichitem s were rem ove d
and is requ ired to com plete an Incid ent R eport as to the nee d forenteringthe area. The Lieu tenant
s ecu re s the d oors and retu rns the keys to the arm ory. The next m orning, the pharm acy technicians
cond u ct acou nt ofallitem s onaperpetu alinventory.

The centralsu pply s u pervisor, who has been in the position 18m onths, is re sponsible to ord er,
receive and m aintainperpetu alinventorie s onallsyringes/need le s , sharpinstru m ents and m ed ical
tools. W ithin the central su pply area is a caged area where the “back stock” su pply of
syringe s/need le s , sharp instru m ents and m ed ical tools are s tored . A perpetu al inventory is
m aintained foreachitem . P erpetu alinventories are verified m onthly. K e ys to the centralsu pply
areaare re s tricted to the s u pervisorand ad m inistrative assis tant. N u rsingstaffcan enterthe area
afterhou rs u nd erthe sam e proced u re s forenteringthe m ed ication s torage area.

D ose-by-d os e m e d ication is ad m inistered by licens e d nu rsingstaff. M e d ication is d elivered to
inm ate s and ad m inistered d os e-by-d os e at cellsid e . N u rsingstaffobtains one d os e ofm ed ication
from the patient specificblisterpack and places it in apillenvelope whichhas been hand labeled
withthe patient’s nam e and nu m ber, the nam e ofthe m ed ication, s trength, d osage and tim e to be
ad m inistered . The nu rse carries the envelopes to the cellhou s e and is e scorte d by secu rity s taff
cellto cell. A t eachcell, the inm ate is requ ired to com e to the celld oor, show his id entification
card , s tate his nam e and have som e thingto d rink. The nu rse positively id entifie s the inm ate, give s
him the m ed ication, observes inges tion and perform s am ou thinspection. W hen com plete d , the
nu rse re tu rns to the healthcare u nit and d ocu m ents ad m inistration orrefu salofthe m ed ication on
eachpatient specificm ed icationad m inistrationrecord (M A R ).

License d nu rsingstaffgoes to the cellhou s e s be tween 2:30 a.m . and 3:30 a.m . to ad m inister
m orninginsu lin. Inm ate s are s erved breakfast in theircellbetween 4:30a.m . and 5:00a.m . The
eveninginsu lin is provid ed between 1:30 p.m . and 2:30 p.m . with d inner beingserved at
approxim ately 3:00p.m .

Laboratory

Laboratory s ervices are provid ed throu ghthe U niversity ofIllinois-C hicago H ospital(U IC ). Two
fu ll tim e phlebotom ists d raw and prepare the sam ple s for transport to U IC . R e s u lts are
electronically transm itte d back to the facility, generally within24hou rs viasecu re fax line located
in the m ed icald epartm ent. U IC reports allreportable case s bothto the facility and the Illinois
D epartm ent ofP u blicH ealth. There is acu rrent C linicalLaboratory Im provem ent A m end m ent
(C LIA )waivercertificate that expire s Janu ary 27, 2016, on file. There were no reports ofany
problem s withthis s ervice.
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Urgent/Emergent Care/Unscheduled Offsite Services

W e reviewed nine record s of patients s ent ou t for em ergencies. M ore than half d em ons trated
significant d eficiencie s. In general, the d eficiencies related to inad equ ate follow u p, som e tim e s
related to the abs ence ofavailability ofappropriate paperwork and also inad equ ate m onitoringof
patients who are hospitaliz ed afterm ajorproced u re s . The m onitoringd eficiencies began withthe
nu rsingstaff.

Patient #1
This is a57-year-old with hypertension, hepatitis C d is ease and s u bs tance abu se is s u e s . H e
pre s ente d on 3/28/14to sick callcom plainingoflowerabd om inalpain, achingand bu rningwith
five loose stools. H e was s e enby aC M T , whichis com pletely inappropriate since he shou ld have
been ass e s s e d , at am inim u m , by anu rse oram id levelprovid er. H e was referred to the physician
the next d ay and when se en by the physician he was im m ed iately s ent ou t to ru le ou t acu te
append icitis. In fact, he had an acu te append ectom y and was re tu rned on 3/31, and after an
asse s s m ent by the M e d icalD irector, was s ent to his cell. A lthou ghthere was arecom m end ation
forhim to be followed u pat the hospitalthis neverhappened , noris there any note ind icatinga
change from that recom m end ation.

Patient #2
This is a61-year-old withos teoporosis who was sent ou t on 1/26/14. O n that d ay at abou t 2:10
p.m ., he com plained ofches t painfortwo hou rs. H e d e scribed it as apres s u re inhis che s t and was
givennitroglycerin, withsom e relief. H is blood pres s u re was elevated at 154/90and his pu ls e rate
was 116. The physicianwas called and the ord erwas to s end him to the hospital. The patient went
to the hospitaland re tu rned one week lateron2/3and was placed in the infirm ary forobservation.
H e was s e en that d ay by the nu rse who d id not ask any qu e s tions regard ingches t pain, shortne s s
ofbreathorany incisionproblem s. H e was then se en by anu rse practitionerwhose note ind icate s
history ofrecent coronary artery bypas s graft s u rgery bu t no s u bjective d atais elicited from the
patient. The patient was u ltim ately released to the cell. The record s till lacks any d ischarge
su m m ary or, m ore im portantly, the catheterization and echo reports , criticalpieces that shou ld be
part ofthe m ed icalrecord .

Patient #3
This is a30-year-old who on5/4/14was ad m itte d to the infirm ary priorto am ed icalfu rlou ghfor
aleft ingu inalherniarepair. The repairwas d one on 5/5and afterthe patient retu rned , he went to
his cell. O n 5/6, one d ay later, he com plaine d ofblood y d iarrheaand was placed in the infirm ary
forobservation. H e was thenad m itte d to the infirm ary and on5/9was sent to C arbond ale H ospital
as an em ergency fu rlou gh. H e stayed in C arbond ale H ospitalforaweek afterbeingd iagnosed
withsevere colitis from the rectu m to the hepaticflexu re, bu t in ad d ition he had aseizu re, for
whichthe work-u pwas negative. H e retu rned to the infirm ary on 5/16and again the nu rse note s
onm onitoringcontainvirtu ally no qu e s tions regard inghis cu rrent s ym ptom atology inrelationship
to the problem s forwhichhe was sent ou t. H e s tayed in the infirm ary foraweek and then was
followed u pas an ou tpatient.

Patient #4
This is a48-year-old withhypertension and glau com a. Those are the only d iagnosis liste d on the
problem list. O n1/13/14, he com plained ofches t painand was s ent to the hospital. The work-u p
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at the hospitalwas negative foracu te coronary artery d isease and the d iagnosis was reflu x d isease .
H e retu rned from the hospitaland at the tim e ofre tu rn his vitalsigns were norm al. There is an
ord erforan electrocard iogram and aphysicianass e s s m ent. The card iogram was sched u led forthe
17th, bu t it was not d one becau s e oflockd own. In fact, it was not d one u ntileight d ays laterand at
the tim e ofou rvisit, there was s tillno card iogram inthe chart. This is apatient who had apreviou s
history ofbothaheart attack and s u praventricu lartachycard ia, althou ghneitherofthes e problem s
were on the problem list. A n EK G was ord ered bu t it was d elaye d u nacceptably, and in fact fou r
m onths laterthere was no report in the chart.

Patient #5
This is a48-year-old withasthm awho was sent ou t on3/14/14inord erto ru le ou t anacu te stroke.
H e was s e en by the M e d icalD irectoron 3/14 com plainingofche s t pain, bu t at that visit the
M e d icalD irectornoticed that he s e e m e d to have expres sive aphasiaand afaciald roop. H e was
s ent to the hospitaland re tu rned two d ays later. U pon retu rn his blood pres s u re was 144/98,
ind icatinghypertension. H e was s e en the followingd ay, on3/17, withad iagnosis ofastroke and
reflu x d isease . H is blood pres s u re was rechecke d on 5/28 and it was significantly elevated at
165/88. H e was s u ppose d to be s e en on5/29, bu t this d id not occu r. H e was referred to aphysician
on5/23, bu t this d id not happen d u e to cu s tod y em ergencie s. H e was in fact not s e en u ntil6/13, at
whichpoint his legs were swollen. A blood pres s u re check two tim e s aweek fortwo weeks had
been ord ered , bu t there were no blood pres s u re checks perform ed or available in the m ed ical
record . This is apatient potentially at risk forwhom follow throu ghd id not occu r.

Scheduled Offsite Services (Consultations and Procedures)

A s we u nd ers tand the proces s , allreferrals by onsite physicians or m id levelpractitioners are
referred to the M e d icalD irector, who either approves them and pres ents them at the collegial
review or tells the ord eringclinician that they are not approved and he s u gge s ts an alternative
s trategy. H owever, when an alternative s trategy is recom m end e d , there is no follow-u pvisit with
the patient and the originatingclinician. Thu s , the patient receive s no explanationas to why there
is achange in plan. W e were inform ed that m os t au thorizations arrive within one week from
W exford centraloffice. Form os t consu lts and proced u re s , an appointm ent is obtained within 30
d ays;however, there are exceptions whichtake longer. W e were inform ed that at the collegial
review there is significant variation in response s bas ed on the physician in P ittsbu rghwho is
hearingthe pres entations. W e were inform ed that one orthospine case has been awaitingan
appointm ent since Febru ary and ye t inJu ne no appointm ent has beenarranged . O verall, there were
problem s withthe proces s , particu larly withregard to insu ringappropriate follow u p. This was
problem atic becau se critical d ocu m ents that d e scribe offsite s ervices find ings and
recom m end ations were com m only not available in the m ed icalrecord . Therefore, follow u p is
m ore likely to have been incom plete ord elayed .

W e reviewed six record s ofpatients s ent offsite forconsu lts . Five ofsix contained problem s.

Patient #1
This is a34-year-old who had priorm u ltiple gu nshot wou nd s to the abd om en as wellas asthm a.
H e also had ahistory ofhem orrhoid s since 2009. H e was s e en forhis hem orrhoid s fou rtim e s over
aperiod ofm onths before he was s ent ou t forem ergency m ed icalfu rlou gh. H e was
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d iagnosed at the tim e ofsend ou t withathrom bose d hem orrhoid and was sched u led fors u rgery.
W hen he was s ent ou t, no em ergency room report from the hospitalwas available in the m ed ical
record . There was abriefhand written note by aphysician. Su rgery was sched u led bu t d elaye d a
few d ays d u e to an inability to perform the s u rgery in an office. The operative report is s tillnot
available. H e has received follow-u pby the prim ary care clinician althou ghthis clinician at the
tim e ofthe encou nterlacked the requ ired d ocu m ents ..

Patient #2
This is a68-year-old withasthm aand hypertension. O n3/17/14, he was note d to have an elevated
pros tate specificantigen and was referred to the u rology clinic. H e was s e en there on 4/8and a
recom m end ationwas m ad e foratransrectalgu id e d biopsy. This was referred to collegialreview
and was approve d . The patient was then se en bu t there is no d iscu s sion regard ingthe plan fora
biops y. There has been no follow u p regard ingthe biopsy and thou ghabone scan has be en
ord ered , there has been no d iscu s sionwiththe patient regard ingthe bone scan. There was ad elay
in receivingany report from the offsite s ervice. This patient ne e d s appropriate follow.

Patient #3
This is a60-year-old whose problem list contains hypertensionand aright ingu inalhernia.D e spite
the fact that since beinginprisonhe has had aheart attack and the placem ent ofcoronary s tents in
his heart (and had received three s tents in 2005), this inform ation is not on the problem list. O n
1/22/14, he was s ent ou t to card iology afterthe requ e s t had been m ad e on 12/16/13. A t that tim e,
acard iaccatheterizationwas recom m end e d . The card iaccatheterizationreport d em ons trated 100%
right coronary occlu sion and there was arecom m end ation to optim ize m ed icalm anagem ent. The
patient retu rned on3/25and was s e enby the physicianon3/26. H e was s e en three weeks lateron
4/15and the recom m end ationwas m ad e that he re tu rn in one to two weeks . H e has not been se en
since. There is no d iscu s sionregard ingthe find ings of100% occlu sions to his right coronary. This
patient nee d s appropriate follow u p.

Patient #4
This is a66-year-old withhypertension, d iabete s and ahistory ofapositive TB skinte s t. O n4/1/14,
he was sched u led foranoncology visit d u e to apriord iagnosis ofpros tate cancerin2011. H e had
been treated , bothwithrad iation and horm onaltherapy. The horm onaltherapy was d iscontinu ed
afterthree years. There is an oncology note in the chart bu t it lacks any plan orrecom m end ation.
The patient was s e en on retu rn by the physician and re tu rned to the cellhou s e forafollow u pin
six m onths. It is not clear how the physician knew that this was appropriate since there is no
recom m end e d plan. The patient was s u ppose d to be s e en two d ays laterby the nu rse practitioner,
bu t this visit was cancelled d u e to alockd own. A few d ays later,acheck ofhis blood pres s u re was
also cancelled d u e to alockd own. The offsite s ervice note was not retrieved u ntil5/16from a4/1
visit;it contains no s u bjective d ata, no objective d ata, no ass e s s m ent and no plan. It is not clear
how anyone knows what to d o next withthis patient.

Patient #5
This patient was sched u led foran ortho visit on 3/19/14. H e is a53-year-old withhypertension.
H e has com plained ofhippain since agu nshot wou nd to the hipm any years ago. In D ecem berhe
had anx-ray whichd em ons trated worseningofhis hipproblem withafem oralhead collaps e.
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O n3/19, he was s ent foranortho consu lt, whichrecom m end e d atotalhipreplacem ent. There has
been no follow u pafterthis visit withan explanation to the patient. O n5/15, the M e d icalD irector
was s u ppose d to have had acollegialreview bu t this was cancelled . O n5/22, the collegialreview
proces s approved the referralbu t as ofthis d ate nothingfu rtheris in the record . This patient, with
acollapse of his fem oral head viewed in D ecem ber 2013 continu e s to await an appropriate
intervention.

N ext, we reviewed eight case s forpatients forwhom proced u re s were sched u led and in five ofthe
eight there were s eriou s problem s withpatients receivingthe services they nee d e d .

Patient #6
This is a31-year-old who has ahistory ofapositive T B skin te s t bu t the problem list d oe s not
d e scribe where he is at in the proces s . H e was sched u le d foraC T scan ofthe thorax on 4/24/14.
A che s t x-ray had reveale d ahilarm as s in the ches t. The C T scanwas perform ed on4/24/14after
the nee d forit was d e scribed on 2/26/14. There has been no clinician follow u pwiththe patient,
even thou ghthe C T scan report d e scribe s a3.5centim e terhilarm ass orpos sibly ad enopathy in
the right inferiorhilu m . There are no note s on follow-u potherthanacollegialreview, cancelle d
on5/15d u e to the P ittsbu rghphysician not beingavailable. This case ne e d s u rgent follow-u p.

Patient #7
This is a68-year-old withirritable bowels ynd rom e and coronary artery d isease withs tents placed
in2008. H e also has GER D and low back pain. H e was s ent foracolonoscopy on4/25/14. H e has
had GI com plaints since 2013and it is record ed that his com plete blood cou nt hem oglobind ropped
from 15.7to 12.1withinles s thanayear. O n3/14/14,this was d iscu s s e d at collegialreview interm s
of obtainingcolonoscopy. This was sched u led for 4/25 and he received it. The colonoscopy
revealed left-sid ed d iverticu losis. M eanwhile,inJanu ary 2014his hem oglobinhad d ropped to 10.1,
s u gges tingthat he had lost athird ofhis blood . H e was followed u pon 6/16, bu t only becau se he
com plained ofd izzine s s . The recom m end ation from GI that he receive ahighfiberd iet was never
followed u p. H e has neverhad appropriate follow-u pafterthe colonoscopy. H e nee d s acom plete
blood cou nt and aprim ary care clinicianfollow-u p.

Patient #8
This is a44-year-old withapositive hepatitis B te s t and cirrhosis. O n 2/27/14, aliverspecialist
recom m end e d an e sophagogastrod u od enoscopy and an u ltrasou nd for cirrhosis. The EGD was
com plete d and it d em ons trated s evere reflu x d isease . H e was s e enat the U niversity ofIllinois for
hepatitis B treatm ent and they were relu ctant to s tart m ed ications becau se he wou ld be released
soon and they wanted to insu re that he wou ld be able to continu e treatm ent on the s treet. D e spite
the d iscu s sion withU ofI, there has been no follow-u p. W e pres s e d the is s u e and he d oe s have a
private physicianand they ind icated to u s they wou ld work on the arrangem ents so that they cou ld
contact U ofI, who cou ld initiate treatm ent and then his continu ity u pon releas e wou ld becom e
s eam le s s .

Patient #9
This is a42-year-old withcoronary artery d isease , ahistory ofaheart attack, asthm a, d iabete s and
hypertension. This patient was sched u led foran M R I on4/21/14. O n2/19, the physician saw
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him forlow back pain and ord ered an M R I ofhis spine. O n 4/21, the M R I was d one. H e had
alread y d em ons trated really significant d egenerative joint d isease ofthe spine. This patient has
had no follow u pregard ingthe M R I and anapproachto his problem . This patient requ ires follow
u pby the program .

Patient #10
This is a45-year-old with ahistory of high blood pres s u re who in Febru ary com plained of
d ifficu lty swallowing, increasingfor two years. H is problem is e specially withsolid food s . O n
2/18/14, the d octorord ered an u pperGI and this was sched u led for4/11/14. A s of5/22/14, there
was no report ye t from the hospital. There has be en no follow-u pvisit withthe patient and no
report. This particu larcase ne e d s follow u p.

Infirmary Care

The infirm ary is located on the third floorofthe healthcare u nit and canbe access e d by elevatoror
astairway. The areacan accom m od ate 26bed s and is configu red as two fou r-bed room s, s even
two-bed room s and two two-bed negative air-pres s u re re spiratory isolation room s. The two fou r-
bed room s have no toilets orsinks within the room s. The infirm ary areais d e signed in arectangle
withthe patient room s alongthe ou terperim eterand acenterareacontainingthe nu rsingstation,
s u pply room , patient showerand s eparate cleanand d irty u tility room s.

There is no “nu rse call” sys te m and patients are pad locked in their room s. P atients requ iring
attentionwou ld have to yellorpou nd on theircelld oorto obtainastaffm em ber’s attention. In the
event the patient was u nconsciou s , he wou ld not be fou nd u ntileithernu rsingor secu rity s taff
perform ed rou tine rou nd s ofthe area. In the event ofan environm entalem ergency, s u chas afire,
s ecu rity s taffwou ld nee d to go to eachroom to u nlock the pad lock in ord erto evacu ate patients .
O n the d ay ofthe infirm ary inspection, there were 13patients and two patient care attend ants in
the infirm ary.

The u nit is s taffed withat least one registered nu rs e 24hou rs ad ay, s even d ays awe ek. Secu rity
s taffthat is as signed to the healthcare u nit perform s rou tine rou nd s throu ghou t the infirm ary.

Inm ate porters perform allthe janitoriald u tie s inthe infirm ary bu t provid e no m ed icalcare. P orters
have received no traininginblood -borne pathogens,infectiou s and com m u nicable d isease s ,bod ily
flu id clean-u p,propersanitationofinfirm ary room s , toilets and showers,bed s , fu rnitu re and linens
and confid entiality ofm ed icalinform ation.

A n infirm ary d aily logis m aintained whichlists the patient’s nam e and nu m ber, ad m is sion d ate
and tim e, s tatu s, for exam ple m entalhealthorm ed ical, d iagnosis, d ischarge d ate and tim e and
com m ents .

EachW ed ne s d ay,as agrou p,the M e d icalD irector, s taffphysicians, infirm ary R N and s u pervising
R N review eachpatient’s m ed icalrecord and visit eachpatient.

O fthe 26bed s , only fou rare the trad itional“hospital-style”bed . The rem aind erofthe bed s are
approxim ately 18to 24inches highand constru cted ofaste elfram e withasolid bottom and

Ju ne 2014 M enard C orrec tionalC enter P age 27



perm anently attached to the floor. O fthe fou r“hospital-style”bed s , only one has fu lllengthsid e
rails.

Infirm ary be d d ingand linens were ofpoorqu ality, in that m any were tornand had ragged ed ges .
A d d itionally, infirm ary s taff reporte d linens were short in s u pply. D u ring the infirm ary
inspection, it was learned that the infirm ary porters lau nd erthe infirm ary bed d ingand linens in a
resid entialstyle washingm achine located on the u nit. Since allinfirm ary be d d ingand linens m u s t
be consid ered contam inated , it is d ou btfu lthey are beingad equ ately sanitiz ed when washed on
the u nit d u e to the water tem peratu re not beinghighenou gh. Staffwas ins tru cted to have the
washingm achine water tem peratu re checked to as s u re at leas t 140d egree s Fis beingattaine d
d u ringthe washcycle. Staff was fu rther instru cted that in ord er to properly sanitiz e bed d ing
linens, they nee d to be washed foram inim u m of25m inu te s withlau nd ry d e tergent at awater
tem peratu re ofat least 160 d egree s F, or washe d for am inim u m of10 m inu te s withlau nd ry
d e tergent and abeginningbleachbathofat least 100ppm at awatertem peratu re ofat least 140
d egree s F.

O n the d ay ofthe infirm ary inspection, there were five m ed icalpatients in the infirm ary. Three of
the patients were clas sified as acu te care and two as “board ers” rather than chroniccare, with
d ocu m entation m ore frequ ently than requ ired by O ffice ofH ealthServices policy and proced u re.
A llfive record s contained physician and nu rsingad m is sion d ocu m entation. A lld ocu m entation
was in the Su bjective-O bjective-A s s e s s m ent-P lan (SO A P )form at as requ ired by the D epartm ent
ofC orrections O ffice ofH ealthServices. V italsigns,intake and ou tpu t,and weights were record ed
as ord ered by the physician forthe acu te care patients and pu rs u ant to d epartm ent policy forthe
chroniccare patients . M e d ications were d ocu m ente d on each patient specificm ed ication
ad m inistration record . D epartm ent of C orrections O ffice of H ealth Services policy requ ire s
infirm ary patients to be clas sified at the tim e ofad m is sionas to theirm ed icalacu ity levelby u sing
the term s either “acu te care” or “chroniccare”. The facility is inappropriately u singthe term
“board er”instead of“chroniccare.”The term “board er”is ahou singd e signationwhereas the term
“chroniccare”is am ed icalacu ity d e signation. A d d itionally, in the SO A P d ocu m entation form at,
the “A ”repres ents “as s e s s m ent.”Forchroniccare classified patients , physicians and nu rsingstaff
are inappropriately d ocu m enting“board er” for the ass e s s m ent. A gain, the term “board er” is a
hou singd e signation and in no way d e scribe s the patient’s m ed icalcond ition, whichshou ld be
d ocu m ente d in the ass e s s m ent.

Infection Control

A nam ed registered nu rs e fu nctions as the facility infectioncontrolnu rse (IC -R N )and has beenin
the position 31/2 years. W hen requ ired , she interfaces withthe D epartm ent ofC orrections O ffice
of H ealthServices, C ou nty D epartm ent ofP u blicH ealthand the Illinois D epartm ent ofP u blic
H ealth(ID P H ). D aily, the ind ivid u alreviews laboratory reports and com plete s and s u bm its to
ID P H allreportable case s . Skin infections and boils are aggre s sively m onitored , cu ltu red and
treate d . P er the infection controlnu rse , there is alow incid ence ofcu ltu re-proven m e thicillin
resis tant Staphylococcu s au reu s (M R SA )infections.

The IC -R N cond u cts m onthly safety and sanitation inspections in the d ietary d epartm ent, allcell
hou s e s and the healthcare u nit and ass u re s personalprotective equ ipm ent (P P E)is available in
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all clinical areas. A d d itionally, she perform s pre-assignm ent and annu al “food hand ler”
exam inations for s taffand inm ate s to work in the d ietary d epartm ent and m onitors tu bercu losis
screeningand te s tingforinm ate s , s taffand volu nte ers , as wellas offers and m onitors H epatitis A
and B vaccine to staff. The IC -R N has trained 11inm ate peered u cators in H IV d isease , hepatitis
C , s exu ally transm itte d infections, tu bercu losis and properhand washing.

N egative air-pres s u re read ings in the two re spiratory isolation room s are m onitored from gau ge s
located inthe infirm ary nu rsingstation. In the event ofthe los s ofnegative airpres s u re, the gau ges
ind icate s u ch, bu t there are no visu alorau d ible alarm s to im m ed iately bringto the attention of
infirm ary s taff the los s of negative air pres s u re. A tou r of the health care u nit, inclu d ingthe
infirm ary, verified personalprotective equ ipm ent (P P E)available to s taffin allareas as nee d e d .
A d d itionally, P P E is inclu d e d in the em ergency re sponse bags. P u nctu re proofcontainers forthe
d isposalofsyringe s/need le s and othersharpobjects are in u s e in allareas ofthe healthcare u nit
as nee d e d . The facility u s e s anationalcom m ercialwaste d isposalcom pany for d isposingof
m ed icalwaste . Ins titu tionalstaffis trained in com m u nicable d isease s and blood -borne pathogens
annu ally.

The u nit is clean withthe janitoriald u tie s perform ed by inm ate porters . P orters have received no
trainingin blood -borne pathogens, infectiou s d isease s , bod ily flu id clean-u p, propersanitation of
infirm ary room , bed s , fu rnitu re and linens and confid entiality ofm ed icalinform ation. H ealthcare
u nit porters lau nd erinfirm ary linens in ahealthcare u nit lau nd ry room u singare sid entialstyle
washingm achine. A te s t ofthe washingm achine hot watertem peratu re ind icated atem peratu re of
only 125d egree s F. This tem peratu re is too low to ass u re the propercleaningand sanitizingof
potentially bod ily flu id soiled bed linens. In ord er to properly sanitize, linens are to be washe d
u singlau nd ry d e tergent inwaterat am inim u m tem peratu re of160d egree s Fforam inim u m of25
m inu te s orforam inim u m of10m inu te s in waterat am inim u m tem peratu re of140d egree s F
u singlau nd ry d e tergent and ableachbathhavingan initialstartingconcentration of100parts per
m illion.

The im perviou s vinylcoatingonexam inations tools and tables and infirm ary m attre s s e s was note d
to be torn or cracked , which prevents proper sanitizing and allows for potential cros s-
contam inationbetweenpatients . The item s inqu e s tion shou ld eitherbe reu phols tered orreplaced .
A d d itionally, it was note d there was no u s e ofpaperon exam ination table s between patients in
either the cellhou s e s or the health care u nit exam ination room s, and there was no policy or
proced u re to m anu ally d isinfect the tables between patients .

O ne cellhou s e sick callroom d id not have asink forwashinghand s.

Inmates’Interviews

Twelve insu lin d epend ent inm ate s , six from Sou thhou s e and six from N orth2, were rand om ly
chosen and interviewed . A ll 12 had been d iagnosed s everal years previou sly, and all were
knowled geable regard ing their chronicd isease . A ll 12 were knowled geable regard ing the
significance of their hem oglobin A 1cblood level and knew the re s u lts of their m os t recent
hem oglobinA 1cblood level. A llreported beingevalu ated by the physicianorP A every 3-4m onths
and havingthe ability to perform blood glu cose m onitoringpriorto the ad m inistrationof
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insu lin. A llreporte d they are inform ed oftheir m ost recent hem oglobin A 1cleveld u ringeach
d iabeticclinic. A llofthe inm ate s as signed to Sou thhou s e were ofthe opinion that the fem ale P A
was very thorou ghin m anagingtheird iabeticcare.

It was reporte d breakfast is s erved between3:00a.m . and 5:00a.m .;lu nchis served between8:30
a.m . and 9:30 a.m . and d inner is s erved between 3:30p.m . and 5:00 p.m . It was reporte d that
m orninginsu lin is ad m inistered between 2:00a.m . and 3:00a.m ., and afternoon insu lin between
2:30p.m . to 3:30p.m .

A llthe inm ate s agreed on the followingiss u e s:
1. C linics and blood work are frequ ently cancelle d withno explanation.
2. D u ringclinics, e ye s and fe e t are frequ ently not exam ined .
3. There is aseriou s lack ofad equ ate exercise tim e.
4. The d iet is “d iabeticu nfriend ly.”It is too highincarbohyd rate s and low inprotein.
5. In N orth2(segregation), insu linis ad m inistered by healthcare s taffthrou ghthe openfront

celld oorand nu rsingstaffd o not rotate injection site s . (This is u nacceptable.)
6. A llreporte d u singtheircom m is sary to m anage theird iabete s .
7. Som e tim e s they receive insu lin prior to eatingand som e tim e s after eating. (This is

u nacceptable.)
8. Eventhou ghhard cand y is approved forsale inthe inm ate com m is sary,wheninm ate s carry

cand y to s elf-treat low blood s u gar, som e s ecu rity s taffwilltake the cand y d u ringrand om
shaked owns. The policy is not consis tent.

A llthe inm ate s were generally inagreem ent that s ecu rity officers are qu ick to re spond to ad iabetic
inm ate low blood s u gariss u e .

In re sponse to qu e s tioningas to what two iss u e s , ifchanged , wou ld positively im pact theirability
to betterm anage theird isease , all12im m ed iately answered by voicingto im prove the d iet and
increase the am ou nt ofexercise tim e.

A review of11ofthe 12(one chart not available)d iabeticpatient m ed icalrecord s ind icated the
following:

1. “D iabete s”was note d on eachproblem list.
2. The O ffice ofH ealthServices approved , pre-printed chronicclinicform was u s e d at each

chronicclinicvisit.
3. A ll11 patients were evalu ated in d iabeticclinicevery fou r m onths as requ ired by the

D epartm ent ofC orrections policy.
4. Three patients were clas sifie d as beingin “good ”control, six in “fair”controland two in

“poor”control.
5. O fthe two patients clas sified as beingin “poor”control, there was no d ocu m ente d plan to

helpm ove them into “fair”or“good ”controland there was no increase in the frequ ency
ofchronicclinicevalu ations.

6. In three of the 11 record s , the exam ination was incom plete , in that there was no
d ocu m ente d com m ent as to the pres ence,absence orqu ality offoot pu lse s orfoot s ensation.
This om is sionwas specificto one nu rse practitioner.

7. A ll11patients were receivingtwice ad ay A ccu C hecks priorto insu linad m inistration.
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Dental Program

Executive Summary

O nJu ne 17-19,2014,acom prehensive review ofthe d entalprogram at M enard C C was com plete d .
Five areas ofthe program were ad d re s s e d inclu d ing:1)inm ate s’access to tim ely d entalcare;2)
the qu ality ofcare;3)the qu ality and qu antity ofthe provid ers;4)the ad equ acy ofthe physical
facilities and equ ipm ent d evote d to d entalcare;and 5)the overalld entalprogram m anagem ent.
The followingobservations and find ings are provid ed .

There are three s eparate d entalclinics at M enard C C . A single chairclinicat N orth2,asingle chair
clinicat the R eceivingand C lassification clinic, and afou r-chair cliniclocated in the H ealth
Service U nit (H SU ). The chairs/u nits at the H SU are only two years old and in excellent repair.
The cabinetry is old , ru s tingand has severalareas ofchippingpaint. The clinics at N orth2and the
R eceivingand C las sificationare sim ilarly old and worn.The x-ray d evelopers at N orth2and R & C
d o not work at all. They shou ld be replaced or repaired im m ed iately. Ins tru m entation was
s u fficient.

Staffingwas ad equ ate to m e e t the d entalne ed s at M enard C C .

C om prehensive care d elivery was anareaofconcern. N o com prehensive exam inationortreatm ent
plans were d ocu m ente d preced ing the d elivery of com prehensive care. N o d ocu m ente d
exam ination of the soft tis s u e s nor period ontal ass e s s m ent was part of the exam ination and
treatm ent proces s . H ygiene care and prophylaxis were not provid ed prior to re storations.
R e s torations proceed e d withou t appropriate intra-oralrad iographs. O ralhygiene ins tru ctions were
neverd ocu m ente d .

D ental extraction proced u re s were provid ed in com pliance with the elem ents of the review.
Rad iograph were cu rrent and ad equ ate, the reason for the extraction was d ocu m ente d , and a
consent form was always com plete d priorto orals u rgery.

R em ovable partiald entu re s shou ld be constru cted as afinalstepin the s equ ence ofcare d elivery
inclu d e d in the com prehensive care proces s . A record review revealed that partial d entu re s
proceed e d withou t acom prehensive exam ination and treatm ent plan. A period ontalexam and
ass e s s m ent and period ontalcare was neverprovid e d . B ecau se the com prehensive exam inationand
treatm ent plans are absent, it was im pos sible to ascertainifallneces sary care was com plete d prior
to fabrication ofrem ovable partiald entu re s .

Sick callis acces s e d throu ghthe inm ate requ e s t form or staffreferrals ifthe perceived nee d is
im m ed iate.The SO A P form at was u s e d and the patient’s com plaint ad d re s s e d . H owever, treatm ent
s eld om proceed e d withaproperd iagnosis.

A n inad equ ate triage is accom plished throu gh the requ e s t form . The form s are evalu ated and
inm ate s sched u led accord ingly. U rgent care need s (painand swelling)are id entified from the form
and s e en in five to ten d ays. This shou ld be d one within 24-48hou rs from the d ate ofthe requ e s t.
There is no s ys te m in place to provid e atim ely face-to-face evalu ation withm ed ical/d entals taff
forinm ate s withu rgent care com plaints .
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Inm ate s who requ e s t rou tine care are s e en and evalu ated within 14 d ays. They are placed on
waitinglists forrou tine care orcleanings.

The healthhistory s ection ofthe d entalrecord is not thorou ghand is poorly d eveloped . There is
no s ys te m inplace to “red flag”patients withm ed icalcond itions that requ ire m ed icalconsu ltation
orinterventionpriorto d entaltreatm ent.

B lood pres s u re s shou ld , at the leas t, be taken on patients withahistory ofhypertension. W hen
asked , the clinician ind icated that they d o not rou tinely take blood pres s u re s on thes e patients .

The s terilizationareais ratherlarge and shared withthe d entallaboratory. P ropersterilizationflow
was interru pte d by laboratory equ ipm ent. D isinfectionproced u re s were ad equ ate inallthe clinics.
O fconcern was the fact that the s team au toclave s were beingspore te s te d only once am onth.
P rofe s sionalgu id eline s callforweekly te s ting. Im m ed iate correction is called for.

Safety glass e s were not wornby patients d u ringtreatm ent. N o rad iationhazard signs were pos te d
in the areas where x-rays are taken.

The continu ingqu ality im provem ent program was inad equ ate and poorly u tilized . The d ental
program shou ld d evelopstu d ie s and corrective actions to ad d re s s the weaknes s e s d e scribed in the
bod y ofthis review.

The M enard C C P olicy and P roced u re s M anu alford entalwas d ated 1995withno ind ication that
it had been u pd ated . This is an inad equ ate d ocu m ent from whichto ru n the d entalprogram .

Failed appointm ent rate s approached 40%. This is very highand m u s t be ad d re s s e d . Secu rity
preced ence and u navailability ofe scort s taffshou ld be ad d re s s e d ad m inistratively.

Staffing and Credentialing

M enard C C has ad entals taffofthree fu ll-tim e d entis ts , one d entalhygienist, and three fu ll-tim e
d entalas sis tants . A ll are W exford H ealth Services em ploye e s e xcept one of the d entis ts . In
ad d ition, one P R N d entis t and three P R N as sis tants are available if need e d . This m e e ts the
A d m inistrative D irective s taffinggu id eline s and shou ld be ad equ ate to provid e m eaningfu ld ental
services forM enard ’s 3700inm ate s .

A ll provid ers have cu rrent cred entials on file and all the s taff are cu rrent with their C P R
certification. The s taffingis ad equ ate to m e e t the nee d s ofM enard C C .

Recommendations: N one. M enard is ad equ ately s taffed and allprivileges and cred entials are in
place.

Facility and Equipment

There are thre e s eparate d entalclinics at M enard C C . A single chairclinicis at N orth2and
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s ervices the s egregationinm ate s and ageneralpopu lationhou s e d in that u nit. A nothersingle chair
u nit is in the R eceivingand C las sification clinicand is u s e d for the sou thern Illinois reception
screeningexam ination. It contains apanorex x-ray and d eveloper. The third is afou rchairclinic
located in the H ealthService U nit and s ervices the re s t of the ins titu tion. There is a400 bed
m ed iu m -secu rity satellite ins titu tion, bu t it d oe s not have ad entalclinic. This popu lation is
s erviced by the clinicin the H ealthService U nit.

The chairs/u nits in the H SU clinicare only two years old and in excellent repair. There is asingle
x-ray u nit forthis entire clinicand it is very old , fad ed and worn. There is apanorex u nit on the
s econd floorofthis bu ild ing, above the d entalclinic. The m e talcabinetry is old , ru s tingand has
severalareas ofchippingpaint. P roperd isinfection is d ifficu lt.

The clinicat N orth2is sim ilarly old and worn, as is the clinicat R eceivingand C las sification.

A realconcernis that the x-ray d evelopers in the N orth2clinicand the R & C clinicd o not work at
all. A llrad iographs ne ed to be brou ght back to the H SU clinicford eveloping.This is u nacceptable
inthat x-rays are oftenneed e d im m ed iately, e specially as ad iagnos tictoolinu rgent care situ ations.
Thes e d evelopers shou ld be replaced orrepaired im m ed iately. Ins tru m entation is ad equ ate.

The fou rchairs/u nits inthe H SU are invery sm allind ivid u alspaces. This space is barely ad equ ate.
The single chairclinics at N orth2and R & C are sm allbu t ad equ ate. The laband s terilizationarea
is large. The exis tingfacility is ad equ ate to m ee t the nee d s ofthe ins titu tion. The x-ray d evelopers
nee d to be replaced orrepaired im m ed iately.

Recommendations:
1. R eplace orrepairthe x-ray d evelopers in the N orth2and R & C clinics.

Sanitation, Safety, and Sterilization

I observed the sanitation and s terilization techniqu e s and proced u re s . Su rface d isinfection was
perform ed between eachpatient and was thorou ghand ad equ ate. P roperd isinfectants were being
u se d . P rotective covers were u tilized on m os t u nit s u rface s.

A n exam ination ofinstru m ents in the cabinets and s torage areas revealed that allwere properly
bagged and s teriliz ed . A llhand pieces were s teriliz ed and in bags.

The s terilizationproced u re s them s elve s at the H ealthService U nit clinicwere im proper. Flow d id
not proceed from d irty to clean. The u ltrasonicwas on the wrongsid e ofthe sink and ad entallathe
and protective covers were situ ate d between the sink and the au toclave.

The R eceivingand C lassificationclinicu s e d d isposable ins tru m ents .

The clinicat N orth2had aproperflow ofs terilization from d irty to clean. Su rface d isinfection
was ad equ ate and properd isinfectants were in u s e . P rotective covers were extensively u s e d .
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N o biohazard warningsigns were poste d in the sterilization areas. Safety glasse s were not always
wornby patients . Eye protectionis always nece s sary, forpatient and provid er. I also observed that
no warningsigns were posted where x-rays were beingtaken to warnofrad iationhazard .

Review Autoclave Log

A review of spore te stinglogs revealed that spore te s tingof the s team au toclaves was being
accom plished only once am onth. This is highly irregu larand violate s O SH A gu id elines calling
forweekly spore te s tingofau toclave s. The d ry heat steriliz eris te s te d on an irregu lar, som ewhat
qu arterly basis. The s e are rather egregiou s d eficiencie s that shou ld be corrected im m ed iately.
Steam au toclaves and d ry heat s teriliz ers shou ld be te s te d weekly.

There were no biohazard signs in the s terilizationarea.

Recommendations:
1. D evelopasterilization sys te m that im plem ents aproperflow from d irty to sterile. Spore

te st the au toclaves and s teriliz ers onaweekly basis and m aintainproperlogs.
2. P rovid e safety glas se s to patients receivingd entalcare.
3. P lace biohazard warningsigns in the s terilizationareas in the d entalclinics.
4. P ost warningsigns in the areawhere x-rays are beingtaken to warn pregnant fem ale s of

potentialrad iation hazard s .

Comprehensive Care

W e reviewed 10d entalrecord s ofinm ate s in active treatm ent clas sified as C ategory 3patients .
O ne ofthe m os t basicand e s s entialstand ard s ofcare in d entis try is that allrou tine care proceed
from athorou gh,welld ocu m ente d intraand extra-oralexam inationand awelld eveloped treatm ent
plan, to inclu d e all neces sary d iagnos ticx-rays . A review of 10 record s revealed that no
com prehensive exam inationwas perform ed and no treatm ent plans d eveloped . N o exam inationof
soft tis s u e s or period ontal as s e s s m ent was part of the treatm ent proces s . H ygiene care and
prophylaxis was never part of com prehensive care. R e s torations were, in five of the charts ,
provid ed withou t appropriate d iagnos ticx-rays forcarie s. N o hygiene treatm ent was part ofany
of the rou tine care provid ed . Fu rther, oralhygiene ins tru ctions were never d ocu m ente d in the
d entalrecord as part oftreatm ent.

Recommendations:
1. C om prehensive “rou tine” treatm ent be provid e d only from a well d eveloped and

d ocu m ente d treatm ent plan.
2. The treatm ent plan be d eveloped from athorou gh, welld ocu m ente d intraand extra-oral

exam ination, to inclu d e aperiod ontalas s e s s m ent and thorou gh exam ination ofallsoft
tis s u e s .

3. Inallcase s , that appropriate bitewingorperiapicalx-rays be taken to d iagnose carie s.
4. H ygiene and period ontalcare be provid ed as part ofthe treatm ent proces s .
5. That care be provid ed s equ entially, beginning with hygiene s ervices and d ental

prophylaxis.
6. That oralhygiene ins tru ctions be provid ed and d ocu m ente d .
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Dental Screening

M enard C C is the R eceptionand C lassificationC enterforthe Sou thernR egionofthe Illinois D O C .
A llrecord s reviewed revealed that the exam was perform ed in atim ely m anner, apanoram icx-
ray was taken, and the A P H A categorization was com plete d . I d id not observe the screening
proces s bu t it was d em ons trated to m e and I fou nd it proced u rally ad equ ate. Fou rofthe panoram ic
x-rays were proces s e d im properly and pres ente d as anopaqu e negative. Thes e rad iographs are not
acceptable ford iagnos ticu se . This problem d id not occu rin laterrecord reviews. I was told the
d eveloper in the reception clinicwas not fu nctioningproperly. The rad iographs were being
d eveloped in the m ain clinic.

Recommendations:
1. Ins u re that the equ ipm ent failu re that is cau singthe rad iographproblem is ad d re s s e d and

repaircom plete d A SA P .

Extractions

A review of10record s ofinm ate s who had d entalextractions revealed that nine ofthe 10were in
fu llcom pliance withthe aspects reviewed . The rad iographwas overthree years old in one ofthe
record s and the reason forextraction was not inclu d e d in another. This d oe s not rise to alevelof
concern. A qu ick scanofseveralotherrecord s ofinm ate s who had te e thextracted d id not reveala
repeat ofthes e is s u e s . In two ofthe record s , non-res torable was provid ed as ad iagnosis forpain.
This problem was s e en in otherrecord s reviewed in otherareas.

Recommendations:
1. That properd iagnosis be part ofthe treatm ent proces s .

Removable Prosthetics

R em ovable partiald entu re pros the tics shou ld proceed only afterallothertreatm ent record ed on
the treatm ent plan is com plete d . The period ontal, operative and oralsu rgery need s allshou ld be
ad d re s s e d firs t. In none ofthe record s reviewe d was acom prehensive exam inationand treatm ent
plan d eveloped prior to im pres sions forrem ovable partiald entu re s . In none were oralhygiene
care ororalhygiene ins tru ctions provid ed . P eriod ontalas s e s s m ent and treatm ent was not provid e d
in any ofthe record s . B ecau se there was no com prehensive exam ination norany treatm ent plans
d eveloped , it was im pos sible to ascertain ifallnece s sary care, inclu d ingoperative and /ororal
su rgery treatm ent, was com plete d priorto fabrication ofrem ovable partiald entu re s .

Recommendations:
1. A com prehensive exam ination and well d eveloped and d ocu m ente d treatm ent plan,

inclu d ingbitewingand /orperiapicalrad iographs and period ontalass e s s m ent, proceed all
com prehensive d entalcare, inclu d ingrem ovable prosthod ontics.

2. That period ontalas s e s s m ent and treatm ent be part ofthe treatm ent proces s and that the
period ontiu m be s table before proceed ingwithim pres sions.

3. That alloperative d entis try and oral su rgery as d ocu m ente d in the treatm ent plan be
com plete d before proceed ingwithim pres sions.
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Dental Sick Call

Sick callis acces s e d viathe inm ate requ e s t form orfrom s taffreferralifthe perceived nee d is
im m ed iate. It take s five to ten d ays foru rgent care com plaints to be s e en. This is u nacceptable.
They shou ld be s e enwithin24-48hou rs.

In all10record s reviewed the SO A P form at was u s e d and the patient’s com plaint was ad d re s s e d .
The review showed that the sick callappointm ent was not beingu se d forrou tine care. Treatm ent
proceed e d withad iagnosis in only two case s and an im properd iagnosis in another. This lack ofa
properd iagnosis was s e en inrecord s reviewed in otherareas that inclu d e d sick callentries .

Recommendations:
1. That alltreatm ent proceed s from aproperd iagnosis.
2. That inm ate s withu rgent care need s are s e enwith24-48hou rs.

Treatment Provision

A n inad equ ate triage sys te m is in place that prioritize s treatm ent nee d s . Inm ate requ e s t form s are
evalu ated by the d entalprogram by the followingd ay and theirtreatm ent nee d s , bas ed u pon the
requ e s t form , are prioritized . U rgent care ne ed s are id entified from the requ e s t form and s e en
A SA P , often takingfive to ten d ays. O thers are sched u led accord ingly orplaced on the hygiene
list ifrequ e s te d . A llrequ e s t form s are s e enwithin 14d ays.

Inm ate s s e ek u rgent care viathe inm ate requ e s t form or, if they feel they nee d to be s e e n
im m ed iately, by contactingM enard C C s taff, who can thencallthe d entalclinicwiththe inm ate’s
com plaint. Thes e inm ate s are s e enat the d entis ts’d iscretion. Inm ate s withu rgent care com plaints
(painorswelling)from the requ e s t form often take five to ten d ays to be s e en. They shou ld be s e e n
with24-48hou rs from the d ate ofthe requ e s t. M id -levelpractitioners at the u nits d o not rou tinely
s e e the inm ate face-to-face to evalu ate u rgent care need s as ind icated on the requ e s t form . Ifan
inm ate com plains ofatoothache, swelling, orpain to the nu rse m akingrou nd s , the nu rse can call
the d entalclinicwiththis inform ation. They canprovid e over-the-cou nterpain m ed ication. Som e
inm ate s are s e enim m ed iately ifcorrectionalstaffcanget the inm ate overto the d entalclinic.There
is no s ys te m inplace to provid e aface-to-face evalu ationwithm ed ical/d entals taffforinm ate s that
com plain ofpain or swelling. This shou ld be provid ed within 24-48hou rs from the d ate ofthe
requ e s t.

R equ e s t form s from inm ate s s e ekingrou tine care are evalu ated the next workingd ay and the
inm ate givenanappointm ent to be evalu ated within14d ays. Inm ate s requ e s tingto have theirte e th
cleaned are placed on awaitinglist. Inm ate s for rou tine care are placed on awaitinglist in
sequ entialord er. This list is approxim ately nine m onths long.

Recommendations:
1. A sys te m shou ld be im plem ente d im m ed iately that insu re s that inm ate s withu rgent care

com plaints (painand swelling)are se enand evalu ated by m ed ical/d entals taffwithin2448
hou rs from the d ate on the requ e s t form . It is from this face-to-face evalu ation that
sched u lingand treatm ent shou ld proceed .The appropriate m ed icalstaffin the u nits shou ld
be u tiliz ed in this effort.
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Orientation Handbook

The M enard C C O rientation M anu alis m inim ally bu t ad equ ately d eveloped for d entalservices
and ad d re s s e s type s ofcare, acces s to care and how treatm ent is sched u led .

Recommendation: N one

Policies and Procedures

A n interview withthe M enard C C D entalD irectorreveale d that he was not aware ofa
policy and proced u ralm anu al. A review ofthe M enard C C P olicy and P roced u re s M anu al
revealed alarge s ection d evote d to the policies and proced u re s ford entalcare. It was d ate d
1995withno ind ication that it has been u pd ate d since that tim e. This is not an ad equ ate
d ocu m ent from whichto ru n the d entalprogram .

Recommendations:
1. That the d entalprogram at M enard C C d evelopacu rrent, d etaile d , thorou ghand accu rate

policy and proced u re m anu althat d efine s how allaspects ofthe d entalprogram are to be
ru n and m anaged . O nce d eveloped , it shou ld be reviewed and u pd ated on aregu larbasis
and as nee d e d fornew policie s and proced u re s .

Failed Appointments

The faile d appointm ent rate of abou t 40% is very high. I was told the reasons for m is s e d
appointm ents inclu d e d refu sal, failed , lockd own,and “other.”W henasked , the d entis ts related that
“other”u s u ally m eant s ecu rity preced ence s and u navailability ofe scort staff. The percentage was
very highforthe m onthofA prilwhen 362appointm ents were m is s e d becau se ofalockd own.
W hen only failed appointm ents (inm ate chose not to com e to appointm ent)are inclu d e d , the
percentage d rops to abou t 12%. In an old erhigh-secu rity ins titu tion withm u ltiple m is sions and
s ecu rity concerns s u chas M enard C C , m ovem ent ofinm ate s is arealchallenge. That d oe s not
excu se the problem . Every effort shou ld be m ad e to work withad m inistrative and correctional
staffto correct this is s u e .

Recommendations:
1. D evelop an aggres sive C Q I s tu d y to evalu ate reasons for m is s e d appointm ents and

persis tently s e ek rem ed ie s to correct the problem and im prove gettinginm ate s to their
appointm ents .

Medically Compromised Patients

A review of the d entalrecord s of the fou r inm ate s on anticoagu lant therapy reveale d that two
record s m ad e no m ention ofthis in the healthhistory s ection ofthe d entalchart. It was ind icated
bu t not “red flagged ”in the othertwo. N o treatm ent was provid ed to any ofthes e inm ate s .

W hen asked , the clinicians ind icated that they d o not rou tinely take blood pres s u re s on patients
withahistory ofhypertension.
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Recommendations:
1. That the m ed icalhistory s ection ofthe d entalrecord be kept u pto d ate and that m ed ical

cond itions that requ ire specialprecau tions be red flagged to catchthe im m e d iate attention
ofthe provid er

2. That blood pres s u re read ings be rou tinely taken ofpatients withahistory ofhypertension,
e specially priorto any s u rgicalproced u re.

Specialists

A localO ralSu rgeon,D r. Jay Swanson,is available and u s e d fororalsu rgery proced u re s to inclu d e
trau m a, rem ovalofd ifficu lt wisd om te e thand evalu ation and rem ovaloforalpathology. H e has
offices in Effingham and M t. V ernon, Illinois. Generalanes the siacase s u s e the Effingham office.
A llrecord s reviewed revealed proper case s election and good patient m anagem ent, and good
record d ocu m entation.

Recommendations: N one

Dental CQI

The d ental program contribu te s m onthly d ental s tatis tics to the C Q I com m itte e . The d ental
program cond u cted two stu d ie s , one in 2013and anotherin 2014. O ne involved the effects ofthe
m ed ications D ilantinand N orvascon the incid ence ofgingivalhyperplasia. The otherwas astu d y
ofgrievance s as related to the d ifferent cellhou s e s within the ins titu tion. The re s u lts ofeachwas
pres ente d and s teps taken to ad d re s s the find ings.

N o stu d ie s were inplace to ad d re s s program weakne s s e s and problem areas.

Recommendations:
1. D evelopvigorou s C Q I s tu d ie s that ad d re s s the weaknes s e s pre s ente d in this report and pu t

inplace s teps to correct the problem s.

Mortality Review

From Janu ary 1, 2013, to the d ate ofou rvisit, there were 12 d eaths at M enard , inclu d ingone
hangingand two m u rd ers . O fthe rem ainingnine case s , we chose six forreview here. In three of
the case s , we id entified s eriou s lapse s in care that likely contribu te d to the tim ingofthe patients’
d em is e. Inafou rthcase,apatient withd e terioratingneu rologicstatu s was not worked u pforcau se s
ofhis d ecline.

Patient #1
This was a63-year-old m an who entered ID O C in 2007and d ied on 2/11/14ofcom plications
followingseveralcard iacarres ts . H e had no knowncard iacrisk factors u ponintake. H e was fou nd
to have hypertensionin2011,bu t blood pres s u re checks were d iscontinu ed by the M D withfollow
u pas need e d . H e was not starte d on m ed ication. Likewise, he had an u nfavorable
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lipid profile at that tim e bu t this was not treate d either. H is Fram ingham at this tim e was qu ite
high, at 25%.

In Septem ber 2013, he pres ente d withche s t pain, shortne s s ofbreathand hypertension (blood
pres s u re 180/120, 190/120). H e was given ad ose ofclonid ine and placed in the infirm ary for
observation. The ad m ittingnu rse obtained ahistory oforthopnea. The previou s M e d icalD irector
saw the patient that m orningand note d that he had no com plaints bu t the patient was tachycard ic
withaheart rate of130. N o EC Gwas ord ered . Infact,no otherwork-u portreatm ent was provid ed
and his s ym ptom s grad u ally re solved . H e was d ischarged to his cellthat afternoonwithno specific
follow u pord ered .

O n1/17/14,he pres ente d withorthopnea. H is blood pres s u re was 140/78,pu lse 104.The nu rse d id
athorou ghevalu ationand elicited the history ofarecent d eathin the fam ily. She d e scribed him as
anxiou s , and referred him to M D line and m entalhealth.

O n 1/21, he pres ente d with cou gh, ches t pain, shortne s s of breath, d iarrheaand abd om inal
cram ping. B lood pres s u re was 150/98, pu lse 88. H e was referred to the d octorand s e en that d ay.
The d octor note d that he reporte d bilateral che s t pain when lying su pine. H e appeared
apprehensive. She d ecid ed he had bronchitis vs pne u m oniaand gastroenteritis. She ord ered aches t
x-ray and antibioticand afollow-u pappointm ent in one week. The ches t x-ray su gges te d aright
lower lobe infiltrate, m ild card iom egaly, and a sm all left pleu ral effu sion. The follow-u p
appointm ent on1/28was cancelled .

O n 1/31, the d octorsaw the patient forongoingshortne s s ofbreath. B lood pres s u re was 124/100,
pu lse 108. H is lu ngs were d e scribed as clear, and no ped aled em awas evid ent. She conclu d e d
“pneu m onia, ru le ou t C H F,”and ord ered anotherches t x-ray, EC G, B N P and ad m itte d him to the
infirm ary for23-hou robservation. She retreate d him withthe sam e cou rse ofantibioticthat he ju s t
com plete d , then laters ent him to the localED afterconferringwiththe M e d icalD irector. H e was
ad m itte d withC H Fand s u bsequ ently s u ffered s everalcard iacarrests and u ltim ately d ied .

Opinion:It is not appropriate to treat ahypertensive u rgency in aprison infirm ary;the patient
shou ld have been sent to the ou tsid e ED back inSeptem berwhenhe initially pre s ente d withthe s e
s ym ptom s. It is likely that his card iaccond itionwou ld have beenrecognize d thenand appropriate
treatm ent cou ld have been initiated , thereby s u bs tantially d ecreasinghis risk ofd eath.

Patient #2
This was a62-year-old m an who was ad m itte d to ID O C in 2008 and d ied on 11/16/13 ofGI
bleed ingfrom ru ptu red e sophagealvarices d u e to cirrhosis. H e had ahistory ofd ecom pensated
cirrhosis and priorGI ble ed ingin2007.

H e pre s ente d to the form er M e d ical D irector on 11/13/13 with “severe le thargy, d izzines s ,
d yspnea, m elenax 2d ays.”H e was tachycard icwithaheart rate of104,blood pres s u re was 124/74
and had gros sly positive s tools on exam . The d octorord ered labs and placed him in the infirm ary
at 1:10p.m . A t 1:30p.m ., the ad m ittingR N d e scribed him as pale and pastie (sic). H e
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had asm allblack stool. H e com plained ofm ild abd om inaland che s t pain. H is blood pres s u re was
112/70and heart rate was 100. H is H bwas 10.2g/d L, d ownfrom 13.3in Ju ly.

A t 4:00pm , his blood pres s u re was 110/62, pu ls e 80and he was d e scribed as weak and tired .

A t 8:00p.m ., astat C B C was d rawn perthe d octor’s ord er. It was re s u lte d at 9:13p.m . and was
7.6g/d L. A t 9:45p.m ., the nu rse calle d the d octorregard ingthese re s u lts and he ord ered only IV
flu id s .

O n11/14, at 3:25a.m ., his blood pres s u re was 100/60, pu lse 104. A t 9:20a.m ., the d octorsaw the
patient, who reporte d weaknes s , d iz zines s and ongoingm elanoticstool. H e s ent the patient to the
localhospital, where he d ied two d ays later.

Opinion:To place apatient withknown end s tage liverd iseas e and active GI ble ed ingin aprison
infirm ary is beyond inappropriate;in this case it m ay have accelerated his d em ise . Even when
m assive blood los s was evid ent by the d ram aticd ropinhem oglobin, the d octorfaile d to intervene
appropriately u ntilit was too late.

Patient #3
This was a66-year-old m an with m u ltiple m ed icalproblem s inclu d ingd iabete s , C O P D and
coronary artery d is ease withhistory of5ves s elC A B G in 2009, who was received in ID O C in
2006and d ied on 4/7/13ofm e tas taticrenalcellcarcinom a. H e firs t pre s ente d on 11/12/12with
d ifficu lty breathing, e specially when lyingd own. H e was referred to the M e d icalD irector, D r.
Shearing, and s e en the next d ay. D r. Shearingord ered aches t x-ray and EC G and ad m itte d the
patient to the infirm ary foraC H Fexacerbation and treate d him withd iu re tics. The ches t x-ray
was perform ed on11/13/12and d id show pu lm onary vascu larconges tion. It also showed “nod u lar
d ensitie s within the lu ngs bilaterally ofwhichfind ings are s u spiciou s forneoplastic-m etas tatic
d is ease ,”afind ingwhiche scaped the attentionofthe d octorwhenhe reviewed the film on the d ate
it was taken. The patient was d ischarged back to his cellon11/15/12.

The film was read on11/15and received by the ins titu tionon11/26,at whichtim e the sam e d octor
signed the report and m arked it “file”(ratherthan “pu llchart”or“see patient”).

O n 11/30, the d octor saw the patient in follow u p of his infirm ary ad m is sion, note d that his
s ym ptom s were im proved , bu t d id not review the x-ray res u lt with the patient or m ake any
reference to it.

O n12/10, the patient againpres ente d withshortne s s ofbreathand ches t tightne s s and was referred
to the M e d icalD irector,who saw him that d ay. The d octornote d that the patient’s s ym ptom s were
“now resolved .”H e conclu d e d , “C H F, m u ltiple m e d icalproblem s,”m ad e no changes and re tu rned
the patient to his cell.

O n 1/16/13, the patient was brou ght to the H C U viawheelchairwithcom plaints ofches t pain
rad iatingd own his left arm and shortne s s ofbreath. H e was hypertensive and d iaphoretic. The
nu rse got averbalord erto s end the patient to the ED , where he was fou nd to have m e tas taticrenal
cellcancer. H e u ltim ately opted forpalliative care and expired three m onths later.
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Opinion:That the d octoroverlooked the pu lm onary nod u le s onhis ownread ingofthe ches t x-ray
is s u rprisingbu t not inconceivable. That he then ignored them when he reviewed the finalreport
is, in ou ropinion, negligent.

Patient #4
This was a64-year-old m anwho was severely beaten by his cellie on1/24/13and ad m itte d to the
trau m a service at B arnes Jewish M e d icalC enter with intraventricu lar hem orrhage s, s u bd u ral
hem orrhages,airway com prom ise and m assive inju ries to the face and neck. H e was s tabilized and
re tu rned to the ins titu tionon1/31/13. O verthe ens u ingthree weeks , the patient was d e scribed with
increasingd isd ain as beingu ncooperative and u nwillingto participate in self-care. H is behavior
becam e increasingly problem atic,inthat he u ltim ately begansm earingfece s inhis room , d isrobing
and u rinatingon him self. H e was d iagnosed withpsychosis s econd ary to head inju ry and s tarte d
on psychotropics. H e d eveloped d ifficu lty swallowingand le t m e d ication and liqu id s spillou t of
his m ou th. H e continu ed to receive his u s u alm e d ications, inclu d ingorald iabete s m e d ications.
There was no record ofhis blood glu cose beingchecked .

O n 2/25/13, he was note d to be very se d ate d and slow to re spond . H is blood pres s u re was 78/40
and blood glu cose was 54. The d octorsaw the patient at 7:50a.m . and d e scribed him as le thargic
and non-verbal;he had aflexion response to pain. H e ord ered IV flu id s and m onitoringofvital
signs. A t 9:30a.m ., the blood pres s u re im proved to 110/50.There are no fu rtherm easu rem ents of
blood glu cose. A t 10:45a.m ., he cod ed and d ied .

The au topsy report liste d the finalcau s e ofd eathas “blu nt trau m ato head aggravatinghypertensive
and arterioscleroticcard iovascu lard isease and d iabete s m ellitu s .”

Opinion:This patient was clearly challengingto care for. H owever, in the face ofhis d eclining
neu rologiccond ition, work-u pshou ld have beenpu rs u e d .

Continuous Quality Improvement

W e reviewed s e ts of m inu te s from D ecem ber, Febru ary and M archand also looked at am ore
recent s e t d rafte d by the new Q I C oord inator, the head ofthe m ed icalrecord s program . The Q I
program at M enard C orrectionalC enterclearly attem pts to com ply withthe policy requ irem ents
and as s u chthere is d ocu m entationofm u chactivity. The problem is that there is not arelationship
between that activity and im provem ents in the qu ality ofservices provid ed . A n exam ple follows.

There is arequ irem ent that nu rsingperform ance on protocols be reviewed . Two ofthe item s that
are reviewed are, “is there achiefcom plaint d e scribed ”and “is there ad u rationliste d forthat chief
com plaint.”A ccord ingto those two item s , the perform ance by the nu rsingstaffcollectively is well
over90%. The problem is that those two item s alone d o not com e close to the requ irem ents to
com plete an ad equ ate s u bjective history. A s an exam ple, acou ghforam onthas the only history
written wou ld re s u lt in an asse s s m ent ofcom pliance withthe requ irem ent. O n the otherhand , an
ad equ ate history wou ld requ ire, was there afever, was there shortne s s ofbreath, was there any
blood cou ghed u p, was the cou ghprod u ctive, were there any otherrelated sym ptom s. A llofthes e
qu e stions are criticalto d eterm iningthe natu re ofthe patient’s problem .
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So althou ghM enard d oe s com ply withthe le tterofthe policy requ irem ents , the policy requ irem ents
and trainingd o not get the s taffto the point where they are as sis tingthe program in im provingthe
qu ality ofcare.

A notheritem is whetherpatients s ent forasched u led offsite s ervice are s e en on re tu rnwithin five
d ays. This is reporte d as 100%. The problem is that u nle s s the relevant paperwork is available and
there is ad iscu s sionbetween the physicianand the patient regard ingthe find ings on that paperwork
and the recom m end e d plan, the qu ality of care m ay s till be s u bs tand ard even thou gh the
perform ance m ay be at 100%. These are the kind s ofiss u e s whichd o need to be ad d re s s e d so that
the qu ality im provem ent program canbe asou rce forim provingthe qu ality ofcare. In otherareas,
there is d atacollectionwhichm ay d em ons trate inad equ ate perform ance bu t there is no analysis of
the cau se s or contribu ting factors to the inad equ ate perform ance and therefore there is no
u nd ers tand ingof what wou ld reasonably be the m os t effective im provem ent strategy and so
m onitoringcontinu e s ind epend ent ofim provem ent.
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Recommendations

Leadership and Staffing:
1. P lace apriority on fillingthe D irectorofN u rsingand Su pervisingN u rse positions.

Clinic Space and Sanitation:
1. C om plete the renovations to the East cellhou s e sick callareaand beginrenovations to the

rem ainingcellhou s e sick callareas as soonas possible.
2. Im m ed iately begin u singapaper barrier which can be changed between patients on

exam ination tables ord evelopaproced u re to sanitize betweenpatients .
3. U ntilrenovated ,appropriately equ ipcellhou s e sick callareas and im m ed iately provid e for

hand sanitizingbetweenpatients in the Sou thLowersick callarea.

Reception:
1. The qu ality im provem ent program m u s t u tiliz e aclinician to review the record s ofpatients

who have recently gone throu ghthe reception proces s and forwhom abnorm alities have
been id entified in ord er to insu re that appropriate follow u p occu rs. This shou ld be an
ongoingpart ofthe qu ality im provem ent program .

Nursing Sick Call:
1.Transition to anallR egistered N u rs e triage and sick callsys te m . License d P racticalN u rsing

(LP N )staffis triagingsick callrequ e s ts and m ay orm ay not perform anexam ination, m ake
an ass e s s m ent and , then, form u late aplan whichcou ld be no treatm ent ortreatm ent from
approved treatm ent protocols orto referto aprovid er. A llofthes e actions are beyond the
ed u cationalpreparationand scope ofpractice foranLP N .

Chronic Disease Clinics:
1. P hysicians shou ld be trained and certified inaprim ary care field . O nly prim ary care trained

provid ers shou ld be m anagingchronicd isease s .
2. The chronicd isease d atabase shou ld be u s e d as atoolto id entify areas inwhichthe program

is u nd erperform ingso that interventions can be targete d to im prove care.
3. P rovid ers shou ld be im plem entingachange to the care planwhenpatients have su boptim al

controloftheird isease(s).
4. A llprovid ers nee d access to electronicreferences at the point ofcare.
5. There were is s u e s withthe accu racy ofevalu atingthe d egree ofd isease controlforpatients

enrolled in the pu lm onary clinic. This is at leas t partly d u e to the langu age ofthe policy,
whichshou ld be revis ed to be m ore consis tent withthe N H LB I gu id eline s .

6. P rovid ers shou ld be fam iliar withalternative m e thod s ofTB te s ting, i.e., the interferon
gam m aas says, and their appropriate u s e . Efforts shou ld be m ad e to confirm patients’
reports ofpreviou s treatm ent forLTB I priorto com m ittingthem to treatm ent.

7. The cellblock clinics shou ld be ad equ ately equ ipped and pres ent aprofe s sionalclinical
environm ent. Safety concerns am ongthe provid ers nee d to be ad d re s s e d .

Scheduled Offsite Services:
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1. A clinically trained s taffperson shou ld be re sponsible forinsu ringthat allrelevant offsite
s ervice reports are available forthe clinician to review withthe patient within aweek of
the offsite s ervice havingbeenprovid ed .

2. W hen the sched u led offsite s ervice reports are available, the physician m u s t d ocu m ent a
visit withthe patient inwhichthe find ings and planare d iscu s s e d .

3. Services that cannot be sched u led form ore thanam onthm u s t be ad d re s s e d by the M e d ical
D irectorwiththe State M e d icalD irector.

Unscheduled Offsite Services:
1. N u rsingstaffm u s t be retrained withregard to anappropriate as s e s s m ent forapatient who

has been sent to the hospitaland re tu rned to the infirm ary. Specifically, the trainingshou ld
inclu d e what s u bjective and objective inform ationto collect inrelationshipto the problem s
that were ad d re s s e d at the hospital

2. A clinically trained person shou ld insu re that allofthe relevant offsite s ervice reports for
u nsched u led offsite s ervices are available within a few d ays, inclu d ing d ischarge
su m m arie s, e m ergency room reports , operative reports and catheterization reports so that
they can be d iscu s s e d by the prim ary care clinician withthe patient and aplancanalso be
d iscu s s e d .

3. W henaproced u re oravisit is interru pte d d u e to alockd own, the M e d icalD irectorshou ld
be notified and he m u s t d e term ine whether, d e spite the lockd own, it m u s t occu rorcan it
wait u ntilthe next d ay and occu rthe followingd ay.

Infirmary Care:
1. E s tablishanu rse callsys te m .
2. A d d re s s life/safety concerns withinfirm ary patients pad locked in theirroom s.
3. Train inm ate health care u nit porters in blood -borne pathogens, infectiou s and

com m u nicable d isease s , bod ily flu id clean-u p, the proper cleaningand sanitation of
infirm ary room s, bed s , fu rnitu re and linens and confid entiality ofm ed icalinform ation.

4. R eplace tornand ragged linens. M aintainanad equ ate s u pply ofbed d ingand linens.
5. Sanitize infirm ary bed d ingand linens throu ghappropriate lau nd eringm ethod s .
6. P roperly d ocu m ent in the patient m ed icalrecord am ed icalacu ity leveli.e., acu te , chronic,

hou sing, ad m inistrative placem ent.
7. P roperly d ocu m ent inthe patient m ed icalrecord am ed icalas se s s m ent ratherthanahou sing

d e signation in the “asse s s m ent”portion ofan infirm ary patient SO A P note .

Infection Control:
1. C ontinu e to aggres sively m onitorskin infections and boils.
2. A s s u re apractice ofappropriately lau nd eringand sanitizinginfirm ary bed d ingand linens

eitherin the healthcare u nit orinstitu tionallau nd ry. Iflau nd eringin the healthcare u nit,
watertem peratu re s shou ld be m onitored and record ed d aily to ass u re a160d egree or140
d egree read ing.

3. Train allhealthcare u nit porters in blood -borne pathogens, infectiou s and com m u nicable
d is ease s and the propercleaningand sanitizingofinfirm ary room s, bed s , fu rnitu re, toilets
and showers.

4. Since there are no visu alorau d ible alarm s forthe infirm ary negative pres s u re re spiratory
isolationroom s, whenapatient is isolated d u e to respiratory infection, gau ge read ings
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shou ld be m onitored and record ed eachshift. W hen the room s are em pty orbeingu se d
forpu rpose s otherthanrespiratory infection, gau ge read ings shou ld be m onitored and
record ed weekly.

5. Ins tall, at am inim u m , anau d ible alarm to im m ed iately notify infirm ary s taffofthe los s
ofnegative pres s u re inrespiratory isolationroom s.

6. C ritically m onitorcellhou s e sick callareas forcleanline s s , the u s e ofapaperbarrier
betweenpatients on exam ination table s orass u re table tops are sanitized betweenpatients
and appropriate hand washing/sanitizingis occu rringbetweenpatients .

7. Eachm onth, critically inspect u phols tered equ ipm ent and m attre s s e s forany tears or
hole s in the ou tercoverand ass u re the item s are taken ou t ofservice u ntilrepaired .

Quality Improvement Program:
1. The Q I policy and the trainingconnected to it m u s t be red one in ord erto facilitate qu ality

im provem ent effectively occu rringat eachinstitu tion. This willentailalengthy
d iscu s sion.
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Appendix A –Patient ID Numbers

Reception Process:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

P atient #9 [redacted] [redacted]

Chronic Care:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]

P atient #8 [redacted] [redacted]

P atient #9 [redacted] [redacted]

P atient #10 [redacted] [redacted]

P atient #11 [redacted] [redacted]

P atient #12 [redacted] [redacted]

P atient #13 [redacted] [redacted]

P atient #14 [redacted] [redacted]

P atient #15 [redacted] [redacted]

P atient #16 [redacted] [redacted]

P atient #17 [redacted] [redacted]

P atient #18 [redacted] [redacted]

P atient #19 [redacted] [redacted]

P atient #20 [redacted] [redacted]

P atient #21 [redacted] [redacted]

P atient #22 [redacted] [redacted]

P atient #23 [redacted] [redacted]

Urgent/Emergent Care:
Patient Number Name Inmate ID
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P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

Scheduled Offsite Services:
Patient Number Name Inmate ID

P atient #1 [redacted] [redacted]

P atient #2 [redacted] [redacted]

P atient #3 [redacted] [redacted]

P atient #4 [redacted] [redacted]

P atient #5 [redacted] [redacted]

P atient #6 [redacted] [redacted]

P atient #7 [redacted] [redacted]
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APPENDIX B



M ortality R e vie ws

The taxonomy used for the mortality reviews is described in detail in Appendix 1. It outlines 14
distinct types of lapses in care, with each lapse representing a serious deviation from the standard
of care. Many cases had more than one lapse in care, and these are specified by number in the
case descriptions. We chose to use this methodology which was developed by the California
Prison Receivership because it has been certified by the Federal Court in Plata v. Brown, a case
involving adequacy of medical care in the California Department of Corrections and
Rehabilitation.

There were 127 deaths within IDOC between January 1, 2013 and June 1, 2014, 10 of which
were violent deaths (suicides or homicides) and were therefore not reviewed for the purposes of
this report. Of the remaining 117 mortalities, we reviewed 61 cases (52%) plus an additional 2
deaths from 2010; 63 cases total. The details of each case are described below. There were one
or more significant lapses in care in 38 cases (60%). This is an unacceptably high rate of
deviations from the standard of care. Of those cases with significant lapses, 34 (89%) had more
than 1 lapse.

C as e s withLaps e s in C are

Dixon Correctional Center

Patient 2
The patient was a 56-year-old man with asthma and a seizure disorder who died of metastatic
prostate cancer on 3/21/14. There were significant lapses in care. Of special note is the fact that
there is no documentation that the patient was seen from 9/20/13, when he was seen for chronic
care of his asthma and seizure disorder, until 1/13/14, when he was seen for a complaint of back
pain.

1. The patient’s PSA was 37.8 on 5/6/13. He did not see an urologist until 1/15/14. This is a
Type 3 lapse in care.

2. The patient had a history of chronic low back pain. On 1/13/14, he began complaining of
increasing back pain following a fall. He was seen by providers on 1/20/14 and 1/29/14 and
they noted that the patient was complaining of back pain. They did not address his pain.
This is of special concern, since the patient was being evaluated for prostate cancer and his
back pain may have related to metastatic disease. He subsequently was diagnosed with
metastases to the spine when he was admitted to the hospital on 2/3/14. These are Type 1
lapses in care.

3. The patient was housed in the infirmary following his prostate biopsy on 1/30/14.
Beginning on 2/2/14, at 12:05 a.m., he began complaining of fevers and not feeling well.
Over the next two days, he had temperatures of up to 104 degrees as well as tachycardia
with a pulse as high as 132. Despite being notified by the nurses of these findings, a
physician did not evaluate him until 2/3/14 at 5:00 p.m. and he was not sent to the
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emergency room until 11:15 p.m. He was subsequently diagnosed and treated for sepsis.
These are Type 1 lapses in care.

4. The patient’s asthma and seizure disorder were not well controlled. He did not receive
timely or adequate care for these problems. These are Type 2 lapses in care.

Patient 4
The patient was a 51-year-old man with a history of diabetes, hypertension and HIV disease who
died of a cardiac arrest on 1/8/13. There were significant deviations from the standard of care.

1. The patient arrived at Dixon on 9/25/12 from STA-NRC. He saw a physician on 10/12/12
for his baseline diabetes and hypertension evaluations. The physician did not document any
history related to the patient’s diabetes and an inadequate history related to his
hypertension. A physician did not see him again for these problems. These are Type 2 lapses
in care.

2. The patient had a positive HIV test on 10/3/12. He did not see a physician for this until
12/10/12. The physician noted that the patient’s CD4 count was 116. He did not order
pneumocystis prophylaxis, which is indicated for a CD4 count < 200. These are Type 4
lapses in care.

3. The patient began refusing his insulin and other medications on 1/1/13. He was not referred
to a provider for counseling. This is a Type 3 lapse in care.

Patient 6
The patient was a 57-year-old man who died of metastatic lung cancer on 1/11/13. There were
significant deviations from the standard of care.

1. On two occasions (12/11/12 and 12/26/12), the patient did not receive dexamethasone as
ordered prior to his chemotherapy. These are Type 9 lapses in care.

Patient 7
The patient was a 78-year-old man with end stage liver disease and cardiac disease who died on
8/27/13. There were significant deviations from the standard of care.

1. A physician saw the patient on 9/12/12 for increasing ascites. The physician ordered
medication and follow-up in 10 days or sooner. The patient was not seen until 10/15/12,
when he was seen by a PA because he was complaining of shortness of breath when lying
down and that his medication had run out. The PA re-ordered the medication and an urgent
referral for a therapeutic paracentesis. This did not occur until 11/1/12 when the patient was
sent to the hospital for an emergency paracentesis. He was admitted for treatment of
progressive ascites and abdominal pain. He was discharged on 11/5/12 with a
recommendation for follow-up in liver clinic on 11/28/12. He was not seen in liver clinic
until 1/15/13. He had another paracentesis on that date. On 2/11/12, the patient had another
paracentesis. The interventional radiologist recommend a repeat paracentesis in 3-4 weeks.
The patient did not return until 4/12/12. These are Type 3 lapses in care.
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2. On 2/11/13, the interventional radiologist recommended placement of a shunt to manage
the patient’s recurrent ascites. The request was approved at Dixon on 2/28/13. The
interventional radiologist did not evaluate the patient for the shunt until 5/10/13. The
interventional radiologist recommended clearance by cardiology and a liver consult prior
to the procedure. Neither of these consults had occurred as of 7/3/13, when the patient was
sent to the emergency room for vomiting. It does not appear that the patient returned to
Dixon prior to his death. (There are no notes in the medical record after 7/3/13.) These are
Type 3 lapses in care.

Patient 8
The patient was a 79-year-old man who died of metastatic prostate cancer on 6/20/13. There were
significant deviations from the standard of care.

1. On 4/26/13, the patient had signed an advanced directive stating that he did not want CPR
for a full cardiopulmonary arrest but that he did want attempted resuscitation if his
breathing became labored and his heart was still beating. On 6/17/13, the patient was
admitted to the infirmary for increasing shortness of breath. The physician ordered a chest
x-ray and blood tests. The chest x-ray revealed bilateral pleural effusions with a focal
density. The physician, however, only stated that the x-ray showed an infiltrate. The
patient’s white blood cell count was normal. The physician’s assessment was that the
patient had pneumonia. The physician ordered intravenous antibiotics. A physician did not
see the patient on 6/19/13. On 6/20/13 (no time on note), a physician documented that the
patient had been unresponsive since that morning. There is no documentation of any further
evaluation of the patient by a physician. At 7:15 a.m., a nurse documented that the patient’s
oxygen saturation was 63% with agonal breathing. The nurse documented that she informed
the physician, who did not issue any new orders. The patient’s oxygen saturation was 37%
at 7:45 a.m. and 45% at 8:30 a.m. There are no further notes in the patient’s medical record
until 1:13 p.m., when he was pronounced dead. This is a Type 3 lapse in care. If the patient
had been sent to the emergency room, his respiratory distress could have been more fully
evaluated and treated. If this had occurred, it is possible that he would have survived this
event.

2. The patient was receiving chemotherapy. The patient saw the oncologist on 8/29/12. The
oncologist ordered follow-up in four weeks. The patient did not return until 12/5/12. On
2/19/13, the oncologist ordered follow-up in one month. The patient did not return until
4/10/13. These are Type 3 lapses in care.

3. A nurse saw the patient on 2/28/13 because he was complaining that he “hurt all over and
had chills.” The nurse consulted with a physician who ordered pain medication, blood tests,
and follow-up in the morning. The patient was not seen for follow-up of these complaints.
This is a Type 3 lapse in care.

4. The patient was receiving warfarin for a history of deep vein thrombosis/pulmonary
embolus. His anticoagulation was not being managed appropriately. His INR was
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subtherapeutic from 11/30/12 to 4/3/13, when a physician inappropriately stopped it. This
was never addressed. This is a Type 2 lapse in care.

5. Providers saw the patient for chronic care on 9/25/12, 1/28/13, and 5/30/13. The providers
did not document a history related to any of his chronic problems. These are Type 2 lapses
in care.

Patient 9
The patient was a 71-year-old man with a history of hypertension who died on 5/27/14. A nurse
evaluated the patient on 5/24/14 for nausea and vomiting. The nurse admitted the patient to the
infirmary for observation. It was a weekend and he was not seen by a physician. According to
nursing notes, he was stable. On 5/25/14, he became unresponsive and was sent to the hospital.
There are no further notes in the medical record. The cause of death is not documented. There were
significant deviations from the standard of care.

1. The patient was seen in chronic care for hypertension on 7/30/12, 11/15/12, 1/13/13, 8/7/13,
11/12/13, and 4/18/14. A provider did not document a history at any of these visits.

Patient 10
The patient was a 73-year-old man with a history of Parkinson’s dementia, anticoagulation for a
deep vein thrombosis, dysphagia requiring a gastric feeding tube and COPD, who died on 5/3/14
from a respiratory arrest. He had been housed in the infirmary for a long time. There were
significant deviations from the standard of care.

1. His warfarin therapy was not appropriately managed. His INR was subtherapeutic on
1/30/14. The physician increased his warfarin and ordered a repeat test in one week. It was
not done until 3/19/14 and was still subtherapeutic. A physician reviewed the result on
3/20/14, but did not take any action. These are Type 2 lapses in care.

Patient 11
The patient was a 69-year-old man with hypertension, coronary artery disease, atrial fibrillation,
congestive heart failure, pulmonary hypertension, leukemia, and hyperlipidemia and brain cancer.
He died on 3/23/14. There were significant deviations from the standard of care.

1. As noted above, the patient had a multitude of medical problems. He was seen for chronic
care on 3/7/13. The physician did not document a history related to any of his problems.
On 5/13/13, the patient was diagnosed with brain cancer for which he underwent surgery.
He returned to Dixon on 5/23/13 and was admitted to the infirmary. He was discharged
from the infirmary on 5/24/13. Following his discharge, the patient was seen on numerous
occasions by a physician to follow-up specialty consultations. At these visits, the physician
reviewed the consultant’s recommendations with the patient but did not address the
patient’s other medical problems. A physician did not see the patient for chronic care until
12/18/13. At that time, the physician did not document a history related to any of the
patient’s problems. These are Type 2 lapses in care.
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Patient 12
The patient was a 64-year-old man who died of metastatic penile cancer on 12/17/13. He had been
housed in the infirmary for a long time. There were significant deviations from the standard of
care.

1. From 9/28/13 to 11/25/13, the patient was admitted to an outside hospital on four occasions.
Over this period of time, the physician in the infirmary rarely evaluated him. The patient
was not even evaluated following his return after his admissions. Due to the poor
documentation in the medical record, it is not clear whether any of these hospitalizations
could have been prevented. These are Type 2 lapses in care.

Patient 14
The patient was a 70-year-old man with diabetes, asthma, hyperlipidemia, rheumatoid arthritis and
extensive metastatic disease from probable pancreatic cancer who died on or about 3/14/14. (He
was sent to the hospital on 3/14/14 and never returned to the facility). There were significant
deviations from the standard of care.

1. The patient had been steadily losing weight for approximately two years. This had not been
noted or evaluated. In addition, the patient was anemic. On 12/9/13, the nurse noted that he
was complaining of weakness and inability to walk. The nurse gave the patient a permit for
a wheelchair and referred him to a physician. On 12/14/13, the patient fell and hit his head.
The nurse who evaluated him noted that the patient had been referred to see a physician but
that the “MDs lines are behind.” On 12/16/13, an NP saw the patient. The NP noted that the
patient reported that he had been getting dizzy and falling and was very weak. The NP noted
that the patient was lethargic but did not examine him. The NP further noted that the patient
had had a 30-pound weight loss since December 2012 and was anemic. The NP ordered a
nutritional supplement and a wheelchair for the patient. The NP did not order any laboratory
tests or follow-up. On 12/24/13, a physician saw the patient to discuss denial of a referral to
a rheumatologist. The physician did not address the patient’s other problems other than to
order laboratory tests to assess the patient’s anemia. The physician ordered follow-up in 7-
10 days. An NP saw the patient on 12/29/13 and noted that he was complaining of shortness
of breath, vomiting and constant pain that had been going on for months. The NP advised
the patient to wait until his appointment the following day and to take Tylenol and a muscle
relaxant, and to rest. A physician saw the patient on 12/30/13. The physician noted that the
patient had lost six pounds in two weeks. The physician also noted that the patient was
complaining of extreme pain from his rheumatoid arthritis. The physician ordered Ultram
for the pain (the patient had been ordered Ultram in the past and had been discontinued
because it did not work) and follow-up in three weeks. The physician also continued the
nutritional supplement. On 1/7/14, a NP saw the patient for complaints of weakness,
shortness of breath and difficulty keeping food down. The NP ordered medication for the
patient’s gastrointestinal symptoms and admitted him to the infirmary for observation. On
1/10/14, a physician evaluated the patient and requested a G.I. evaluation for nausea, weight
loss, and diarrhea. On 2/7/14, the patient had a colonoscopy that revealed an extrinsic mass
compressing the colon. On 2/24/14, he had a CT scan which revealed extensive

metastatic disease of possible pancreatic origin. The delays in evaluating the patient’s
weight loss and anemia are Type 1 lapses in care.56



2. The patient was not receiving timely or adequate chronic care for his diabetes, asthma, and
rheumatoid arthritis. In 2013, he was only seen two times in chronic care clinic. The
physician did not document any history related to the patient’s problems on either of those
occasions. In addition, the patient’s hemoglobin A1c increased from 6.6% to 7.6%. The
physician attributed this to prednisone use but did not follow-up. These are Type 2 lapses
in care.

3. The patient had severe rheumatoid arthritis for which he was receiving Enbrel and
methotrexate. He had not seen a rheumatologist in over four years. On 10/24/13, a physician
had referred him to a rheumatologist. This request was subsequently denied. When
informed of the denial, the patient stated that he needed to see a rheumatologist because he
was “wasting away,” adding that the “worst part is pain.” On 12/30/13, a physician noted
that the patient stated that he was in such extreme pain he could not sleep. The physician
ordered Ultram, which, as noted above, the patient had received in the past and had been
ineffective. The failure to refer the patient to a rheumatologist is a Type 3 lapse in care.

Patient 16
The patient was a 67-year-old man with COPD, atrial fibrillation, hypertension, and prostate
cancer, who died on 2/28/13 from tuberculosis pneumonia and meningitis, Pneumocystis
pneumonia, and varicella encephalitis. There were significant deviations from the standard of care.

1. On 1/24/13, the patient was admitted to the hospital for progressive shortness of breath and
confusion. He returned to Dixon on 1/27/13. Beginning on 2/1/13, the patient became
increasingly short of breath, lethargic, weak, and confused, incontinent, and had
intermittent fevers. On 2/5/13, the patient’s temperature was 102° (axillary). The physician
did not document a history or physical examination. Despite the fact that the patient did not
have evidence of influenza, the physician ordered Tamiflu. On 2/6/13, the patient’s urine
culture was positive and the physician ordered IV antibiotics. On 2/7/13, the infirmary
physician began documenting that the patient had an “extremely poor prognosis.” On
2/11/13, he documented that the patient was possibly septic. On 2/12/13, the physician
finally sent the patient to the local hospital. He was admitted to the ICU for respiratory
failure. His condition continued to deteriorate and the next morning he was intubated. On
2/17/13, he was transferred to the University of Illinois Medical Center, where he died on
2/28/13. The failure to evaluate the patient when he had a fever is a Type 1 lapse in care.
The delays in sending the patient to the emergency room for evaluation as his condition
noticeably deteriorated are Type 3 lapses in care.

2. The patient arrived at STA-NRC on 8/12/12. It was noted that he had had an increased PSA
level of 8.5 ng/ml and been diagnosed with stage 1 prostate cancer at the county jail. The
patient was transferred to Dixon on 9/7/12 and housed in the infirmary due to his need for
oxygen for his COPD. The infirmary physician documented the patient’s history



of prostate cancer. His plan was to order a repeat PSA level in one month. The PSA was
repeated on 10/19/12 and was again 8.5 ng/ml. The lab was not reviewed until 11/21/12.
At that time, the Medical Director wrote a note that the test should be repeated in February
2013. The patient was never referred to an urologist for follow-up of his prostate cancer.
The failure to do so is a Type 3 lapse in care.

Patient 17
The patient was a 64-year-old man with COPD who died of metastatic rectal cancer on 4/30/13.
There were significant deviations from the standard of care.

1. The patient was being followed in chronic care for his COPD. The physicians did not
document a history related to his COPD at any of his chronic care visits. These are Type 2
lapses in care.

Patient 18
The patient was a 56-year-old man with diabetes, hypertension, chronic kidney disease, metastatic
pancreatic cancer and history of a stroke who died of a myocardial infarction on 10/15/13. There
were significant deviations from the standard of care.

1. On 10/14/13, at 6:30 p.m., a nurse evaluated the patient because he stated that he had not
been feeling well that day. The nurse noted that the patient was lethargic with irregular
respirations and a low oxygen saturation of 85-87%. The patient’s blood pressure was
140/80 mmHg. The nurse telephoned the physician on duty, who gave an order for the
patient to be placed in the infirmary with oxygen. At 7:42 p.m., the nurse noted that the
patient was lethargic and weak with a blood pressure of 80/60 mmHg. At 12:10 a.m., a
nurse noted that the patient vomited and that his blood pressure was 90/60. The nurse did
not contact the physician on either of these occasions. A nurse practitioner evaluated the
patient the next morning and sent him to the emergency room for evaluation of acute
respiratory distress. At the hospital, he was diagnosed with an acute myocardial infarction,
pneumonia, congestive failure and cardiogenic vs. septic shock. The physician’s failure to
arrange for an evaluation of the patient when the nurse contacted him is a Type 1 delay.
Given the patient’s presentation, the physician needed to evaluate the patient or send him
to the emergency room for an evaluation. The failures of the nurse to contact a physician
when the patient’s blood pressure was so low are Type 3 lapses in care.

2. The patient was being followed in chronic care. The physicians did not document a history
related to his medical problems. These are Type 2 lapses in care.

Patient 19
The patient was a 75-year-old man with coronary artery disease, diabetes, hypertension,
hyperlipidemia and a history of multiple strokes who died on 1/4/13 of a likely myocardial
infarction/arrhythmia. There were significant deviations from the standard of care.

1. The patient was admitted to the infirmary on 12/7/12 for increasing need of assistance with
his ADLs. On 12/8/12, at 6:00 p.m., nurses noted that he was verbally non-

responsive. Nurses attempted to contact the physician on duty at approximately 6:30 p.m.
There is a note from an RN that she spoke to the physician at 9:30 p.m. The78



physician gave orders to observe the patient for changes and report if there were any. The
nurse contacted the physician at 1:35 a.m. on 12/8/12 and notified him that the patient was
hypertensive and had a low grade fever. The physician gave an order to transfer the patient
to the hospital. The patient was subsequently diagnosed with an acute stroke. The delay in
sending the patient to the hospital is a Type 3 lapse in care.

2. The patient was being followed in chronic care. The physicians did not document a history
related to his medical problems. These are Type 2 lapses in care.

Patient 21
The patient was a 76-year-old man with asthma/COPD and metastatic lung cancer who died on
5/10/13. There were significant deviations from the standard of care.

1. The patient was being followed in chronic care. The physicians did not document a history
related to his chronic medical problems. These are Type 2 lapses in care.

Big Muddy River Correctional Center

Patient 24
The patient was a 66-year-old paraplegic man with a history of hypertension, asthma, recurrent
urinary tract infections, prior sepsis and bilateral above-the-knee amputations due to gangrene, who
died of sepsis and multi-organ failure on 5/22/13. He had been housed in the infirmary for a long
time. The medical records from the hospital where the patient was sent on 5/19/13 were not
available. There were significant deviations from the standard of care.

1. The patient began complaining of intermittent chest pain on 5/18/13 at 9:55 a.m. and again
at 12:50 p.m. A nurse evaluated him and provided appropriate care. At 6:00 p.m., a nurse
noted that he was complaining of being cold and of stomach, back and chest pain. The nurse
noted that the patient was lying in bed shaking. The nurse contacted the physician on duty
via telephone. The physician ordered an EKG, laboratory tests, two different antibiotics and
Tylenol for pain. On 5/19/13, at 2:00 a.m., a nurse noted that the patient stated, “I need to
go to the hospital.” The nurse further noted that the patient was yelling that he was in pain
and wanted to go “out.” The nurse documented that the patient’s hands and arms were cold,
that he was exhibiting some confusion, and that she was unable to obtain either a manual
or automated blood pressure. The nurse contacted the physician on duty. The nursed
documented that there were no new orders. At 4:00 a.m., the nurse noted that he/she had
contacted the laboratory multiple times and had not been able to obtain laboratory results.
At 8:30 a.m., the nurse noted that the patient stated he was “sick.” The nurse noted that the
patient’s respiratory rate was elevated (29/minute) and that he/she was unable to obtain a
blood pressure, palpate a pulse, or obtain an oxygen saturation. The nurse contacted the
physician, who advised her to send the patient to the hospital via ambulance. The patient
left the facility at 9:40 a.m. The



delays in sending the patient to the emergency room for needed care are Type 3 lapses in
care.

Patient 25
The patient was a 69-year-old man with a history of hypertension, hyperlipidemia, gout and diet-
controlled diabetes who died on 9/20/13 from ischemic and hypertensive heart disease. There was
a significant deviation from the standard of care.

1. On 9/20/13, nurses responded to a code 3 emergency call. Upon arrival, they found the
patient “blue in color with no signs of respiration and no pulse detected.” The nurses
initiated CPR. Custody staff had not initiated CPR. If CPR had been initiated in a timelier
manner, the patient’s death may have been prevented. The failure of the custody staff to
initiate CPR is a Type 14 lapse in care.

Patient 28
The patient was a 73-year-old man with a history of hypertension who died on 9/14/13 from a
cardiac arrest due to an acute myocardial infarction.

1. On 9/14/13, nurses responded to a Code 3 emergency in the patient’s housing area. The
patient was lying in his bunk, non-responsive and without pulse or signs of breathing.
Custody staff had not initiated CPR. If CPR had been initiated in a timelier manner, the
patient’s death may have been prevented. The failure of the custody staff to initiate CPR is
a Type 14 lapse in care.

Lincoln Correctional Center

Patient 31
The patient was a 57-year-old man with diabetes, hypertension, coronary artery disease with bypass
surgery on two occasions and hyperlipidemia who died from a cardiac arrest on 12/17/13. There
were significant deviations from the standard of care.

1. On 8/28/13, a nurse responded to a Code 3 call in the dining room. The patient was
complaining of crushing chest pain (10 on a scale of 10) and numbness in his left arm. The
nurse contacted a physician, who ordered an EKG and observation. The EKG did not reveal
any acute changes and the physician scheduled the patient to be seen the next morning. A
physician evaluated the patient the next morning, ordered medications and ordered a
cardiology consult for evaluation of five episodes of exertional chest pain with numbness in
the left arm. The Medical Director subsequently denied the referral. On 10/12/13, the patient
was seen for chronic care. The physician did not document a history related to chest pain.
On 11/11/13, the patient had a syncopal event that was attributed to low blood sugar (his
blood sugar was 27). The patient was treated and monitored in the infirmary overnight. The
following morning the physician discharged the patient from the infirmary and noted that he
“also has chest pain.” The physician did not obtain any further history related to the chest
pain. He ordered an EKG “as soon as possible.” The EKG did not reveal any acute changes.
The physician did not order any follow-up related
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to the patient’s chest pain. From that time until the time of his death, the patient was not
evaluated by a physician. Given the patient’s cardiac history, complaints of chest pain
needed to be fully evaluated. The patient should have been sent to an emergency room for
further evaluation on 8/28/13 and the patient should have been referred to a cardiologist for
evaluation of his chest pain. Furthermore, there was no follow-up related to the patient’s
chest pain by the physicians at the facility even when the patient had another episode. These
are Type I lapses in care.

2. Custody staff did not initiate CPR. If CPR had been initiated in a timelier manner, the
patient’s death may have been prevented. This is a Type 14 lapse in care.

3. The patient did not receive timely or appropriate care for his diabetes. These are Type 2
lapses in care.

Pinckneyville Correctional Center

Patient 34
The patient was a 26-year-old man with a history of asthma who, according to the IDOC Death
Summary, died on 9/10/13 apparently from an acute asthma attack. (There was no information in
the medical record after 8/29/13.) There were significant deviations from the standard of care.

1. The patient had entered STA on 2/11/13. The only documentation from intake is a copy of
the patient’s problem list noting that he had a history of intermittent asthma. There is no
documentation of a history or physical examination being done. There is no further
documentation from STA. On 4/20/13, the patient was transferred to Vandalia. The transfer
summary noted that the patient used a rescue inhaler every four hours as needed for his
asthma. A physician saw the patient on 5/8/13 for his baseline asthma assessment. The
physician noted that the patient had daytime symptoms but did not specify what they were
or how often they occurred. On physical examination, the physician noted there was
expiratory wheezing. The physician also noted that the patient used his inhaler on an as-
needed basis, but did not document the actual frequency of use. The physician’s assessment
was that the patient had intermittent asthma. The physician ordered a rescue inhaler with
instructions for the patient to use it two times per day.

On 5/16/13, the patient was transferred to Du Quoin IIP. The nurse who performed the
reception screening noted that the patient used his rescue inhaler two times per day. A
physician saw the patient for chronic care of his asthma on 6/5/13 at Pinckneyville. The
physician noted that the patient did not have daytime or nighttime symptoms. The physician
documented that the patient used his rescue inhaler two times per day. The physician’s
assessment was that the patient had intermittent asthma. On 8/29/13, a nurse saw the patient
for a cold. The nurse noted that the patient had had a runny nose and nasal congestion for
two days. On physical examination, the nurse noted that the patient had expiratory wheezes.
The nurse ordered an antihistamine and advised the patient to increase his fluid intake. The
nurse did not address the wheezing. This was the last entry in the patient’s medical record.
As noted above, he died on 9/10/13.
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The documentation is not clear, but it appears that the patient was using his inhaler two
times per day. According to national guidelines, if the patient used his inhaler more than
two times per week, he had persistent, not intermittent, asthma and should have been treated
with inhaled corticosteroids. The failure to do so is a Type 2 lapse in care. The failure of
the nurse to address the patient’s wheezing on 8/29/13 is a Type 1 lapse in care. Either of
these lapses could have contributed to the patient’s death.

Patient 35
The patient was a 55-year-old man with a history of hypertension, diabetes, diabetic neuropathy
and a myocardial infarction with angioplasty in 1999 who died on 4/25/13 from a cardiac arrest.
There were significant deviations from the standard of care.

1. On 4/25/13, the patient suffered a cardiorespiratory arrest while in school. Custody staff
did not initiate CPR. If CPR had been initiated in a timelier manner, the patient’s death may
have been prevented. This is a Type 14 lapse in care.

2. On 7/1/12, a nurse saw the patient for a complaint of lower back pain and difficulty
urinating. The nurse performed a urinalysis which revealed increased ketones, bilirubin,
and protein. The tests for nitrite and leukocytes were negative. (When positive, these are
indicative of a possible urinary tract infection.) The nurse contacted a physician, who
ordered antibiotics for a urinary tract infection without evaluating the patient. The physician
also ordered observation in the infirmary for 23 hours. The physician did not order a urine
culture. The physician diagnosed and treated the patient for a urinary tract infection without
evaluating the patient and without any clear clinical indication that the patient had it. In
addition, the physician did not order a urine culture, which is standard of care when treating
a male patient for a presumed urinary tract infection. These are Type 1 lapses in care.

3. The physician saw the patient the following day, noted that he was feeling better and
discharged him from the infirmary. The physician ordered follow-up with another
urinalysis in one week. A physician did not see the patient until 7/23/12. This is a Type 3
lapse in care.

4. The urinalysis performed on 7/23/14 revealed that the ketones, protein, and bilirubin were
negative, and that the glucose was elevated. Based on this, the physician increased the
patient’s diabetes medications. (On 4/26/12, the patient’s hemoglobin A1c (7%) had
indicated that the patient’s diabetes was in good control.) On 9/6/12, a physician saw the
patient for chronic care and lowered the dosage of the patient’s diabetes medication. The
first physician increased the patient’s medication solely based on an abnormal urinalysis.
This is not consistent with the standard of care. This is a Type 2 lapse in care.

Patient 36
The patient is 59-year-old man with a history of hypertension, diabetes, metastatic prostate cancer
and aplastic anemia who died of a cardiac arrest on 4/30/13. There were significant deviations from
the standard of care.
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1. Physicians saw the patient for chronic care on 3/12/12 and 11/19/12. They did not document
a history related to the patient’s hypertension. A physician saw the patient for chronic care
on 7/13/12 and checked the boxes indicating that the patient was complaining of a headache
and chest pain. The physician did not document any further history related to these
complaints. A physician saw the patient for chronic care on 3/22/13. He checked the boxes
noting that the patient’s symptoms were headaches and transient weakness. The physician
did not document any further history related to these complaints. These are Type 2 lapses.

Stateville Correctional Center

Patient 39
The patient was a 61-year-old man who had been incarcerated since 1979 and died at Stateville on
1/10/13 following an acute GI bleed secondary to varices from hepatitis C-related cirrhosis. He
also had liver cancer (HCC) which was listed as the cause of death on the death certificate. There
were significant deviations from the standard of care.

1. In January 2008, the patient saw hepatology at UIC regarding his hepatitis C and possible
treatment. There is no evidence that he ever followed up with UIC after the liver biopsy. It
is not clear why the patient did not receive hepatitis C treatment; the chart has conflicting
documentation on this issue. There is no documentation in the chart that treatment was
offered to the patient or discussed with him. Had he received treatment in 2008, his risk of
progressing to hepatic decompensation and HCC would have been significantly decreased.
This is a Type 2 lapse in care.

2. At the May 2012 chronic care clinic, his weight was down 15# (to 180# from 195# in
January) but not acknowledged by the doctor. The PA saw him on 8/27 for ongoing weight
loss; by now he was down to 156#. She ordered a work up and referred the patient to the
Medical Director, who saw him in early September and ordered an ultrasound. On 9/25/12,
the ultrasound showed multiple liver masses. On 10/1/12, he was approved for GI consult
for liver biopsy. There were no records to indicate this was ever done. On 11/29/12, a CT
scan showed a liver mass suspicious for cancer. In early December 2012, he started to
decompensate with increasing ascites and worsening dyspnea on exertion. He was finally
sent to the outside hospital on 12/19, three months after his abnormal ultrasound. This is a
Type 3 lapse in care.

3. Generally poor chronic care is noted throughout the health record. The patient presented
with severely elevated blood pressure on numerous occasions, often greater than 200/100,
and each time was simply sent back to his cell with the instructions to take his medication.
Even the one time he was admitted to the infirmary, he was discharged the next day, prior
to gaining control of the blood pressure. This is a Type 2 lapse in care.

Patient 40
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This was a 33-year-old HIV+ man who was received at Menard on 3/19/13, transferred to Stateville
on 5/13/13 and died on 8/12/13 of metastatic epithelial adenocarcinoma. There were significant
deviations from the standard of care.

1. He gave a history of anal warts at his ID telemedicine visit in early April 2013 and was
referred to the facility doctor for this. The doctor at Menard saw him on 5/2/13 and
described “severe anal condylomata” with bleeding. He did not treat the patient, but ordered
only Motrin and told him to keep the area clean. This is a Type 1 lapse in care, as anal warts
(HPV) are a well-known cause of anal cancer in HIV + men.

2. After his transfer to Stateville, he saw the PA on 7/10/13 for nausea, vomiting and blood in
the stool. She examined him and noted “moderate” HPV and a large mass in the right
buttock measuring 4.5 x 4.5 cm. She questioned if he may have cancer (sarcoma) and
referred the patient to the Medical Director. He saw the doctor on 7/25, who noted the
patient had a mass in the perirectal area extending anteriorly into the right groin. He too
considered that the patient may have cancer, but rather than referring the patient for biopsy,
only ordered plain x-rays, pain medication and follow up in two weeks. This is also a Type
1 lapse in care.

3. One week later, he was brought to the HCU with pain in his chest, lower right side and right
thigh. He was seen by the PA, who referred him to the doctor, who noted lumps in both
groins and perianal area. He ordered admission to the infirmary for 23-hour observation.
The infirmary provider noted a large (14 x 8) indurated irregular fixed mass in the patient’s
right proximal thigh for two months and concluded it was an abscess. S/he ordered IV
fluids, pain medications and an antibiotic. He was not seen again by a provider while
admitted to the infirmary. This sequence of events encompasses several types of lapses.
Clearly there was no communication between the admitting provider and the infirmary
provider as to the reason for the admission and the suspicion of the referring doctor (Type
5 lapse). The infirmary physician also failed to recognize the significance of a rectal mass
in an HIV patient with a history of HPV (Type 1 lapse).

4. Two days later, on 8/3/13, the nurse was summoned to the patient’s room for uncontrolled
bleeding from the thigh mass. She applied a pressure dressing and notified the doctor. The
only order was to call again if there was further bleeding. The next morning, the LPN noted
that he was still bleeding. At 7:00 p.m., another nurse noted continued bleeding, having
soaked through three ABD pads and a diaper. The doctor was notified and told the nurse to
reinforce the pressure dressing. At 10:30 p.m., the nurse reassessed the patient and noted
that he had soaked through another three ABD pads and a diaper. She called the doctor again
and received an order to send him to the emergency department. He never returned to the
facility. He died a week later. This represents a Type 3 lapse in care, for allowing the patient
to remain in the infirmary with uncontrolled bleeding for two days, and also for failure to
refer the patient for appropriate work up and treatment from the time the condition was first
evident a month prior.

Patient 42
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This was a 64-year-old man who died at Stateville of pneumonia on 7/31/13. He was chronically
housed in the infirmary for advanced dementia and had a feeding tube, Foley catheter and was
incontinent of stool. He also had a sacral wound which was not described further in the health
record, and the care of which was rarely documented. He was rarely seen by the doctor; only four
times between January and the date of death nearly eight months later. There were significant
deviations from the standard of care.

1. In early June, the doctor was notified that the patient had a productive cough and low
oxygen level. He ordered an antibiotic, but did not evaluate the patient. When the symptoms
persisted, he ordered more of the same antibiotic and nebulizer treatments and saw the
patient on 6/6/13. A sputum culture obtained on 6/3/13 grew two organisms, one of which
was resistant to the chosen antibiotic, but no changes in therapy were made. This is a Type
4 lapse in care.

2. Over the next few weeks, the patient was intermittently described as having a cough
productive of thick, colored mucus, but no one notified the doctor of this for an entire
month. This is a Type 1 lapse in care.

3. On 7/1/13, the doctor was notified of the productive cough and ordered an antibiotic, but
did not evaluate the patient. On 7/9/13, the doctor saw the patient. His entire note consisted
of “Not responsive. No change. Alzheimer’s Dementia. Continue same care.” The patient
continued to cough up and require suctioning of thick, colored sputum. By 7/24, he is
described as having difficulty breathing and coughing up large amounts of thick green
mucus. His vital signs were rarely documented, but on 7/25/13 his temp was recorded at
101.2° with a respiratory rate of 22. The doctor was notified and ordered a CBC and
antibiotics for five days, but did not see the patient. These lapses are of a type not described
in the taxonomy structure; failure to evaluate a patient identified by nursing staff as
requiring medical attention.

4. The patient continued to decline. On 7/29/13, the doctor was contacted because the patient
was now febrile with a temp of 102.8°, had a low oxygen saturation at 85%, large amounts
of thick yellow mucus on his face and chest and difficulty breathing. He ordered the patient
to be sent to the ED. The patient was returned to the facility the next evening at 10:30 p.m.
in an obviously unstable condition. He was requiring high flow oxygen via a non-rebreather
mask, had a low blood pressure of 95/60, and a rapid heart rate of 109. The doctor was
called twice for orders but did not respond. Five hours later, the patient was found dead in
his cell. This is a Type 5 lapse in care in that, one would hope that if the receiving physician
had been informed of the patient’s condition, he would not have accepted the patient back
to the infirmary in unstable condition. This is also a Type 3 lapse because the patient had
clinically obvious pneumonia for two months before he was referred to the hospital.

Hill Correctional Center

Patient 43
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This was a 48-year-old man who was admitted to IDOC in 1984, arrived at HCC in 2009 having
quit smoking two years prior and died of lung cancer on 1/30/13. There were multiple serious
deviations from the standard of care.

1. The first nurse sick call note is dated 5/8/12, when he stated, “I coughed up blood and it’s
from this injury to my shoulder.” He saw the doctor on 5/15. He had lost 30 pounds over
the past year. The doctor ordered labs, an anti-inflammatory and a follow-up in two weeks,
but did not order a chest x-ray to work up the hemoptysis. This is a Type 1 lapse in care.

2. When the doctor saw the patient back on 6/5, the patient complained of left-sided chest
pain radiating down the left arm, weight loss, and “spitting up thick sputum.” On exam the
doctor noted an enlarged supraclavicular lymph node. He reviewed and acknowledged that
the labs revealed anemia. He put the patient on iron and ordered a chest x-ray and a follow-
up visit. The chest x-ray was done that day and showed, “A focal opacity in the left lower
lobe with tenting of the left hemi-diaphragm. This finding is new...superimposed acute
infection cannot be excluded... follow up may be obtained.” On 6/13, the Medical Director
saw the patient in follow up of the chest x-ray results. He noted that the patient had
“multiple complaints” but did not enumerate them. He ordered the patient saline gargles
and a repeat CBC after 30 days, then follow-up. He did not acknowledge the abnormal
chest x-ray, nor arrange for further investigation. This is a Type 4 lapse in care.

3. On 7/17, the Medical Director saw the patient in follow up of the CBC. His weight was
now 130 pounds. The anemia was slightly worse. The doctor increased the iron, ordered an
HIV test and a repeat chest x-ray in December, but did nothing to work up the weight loss
and anemia. This is a Type 1 lapse in care.

4. The patient began submitting grievances stating that he believed he might have cancer and
should be referred to a specialist for appropriate diagnosis and treatment. There is no
evidence that these requests were acted upon. On 8/15, the patient was brought to the clinic
to see the Medical Director. He reported spitting up blood since 6/17, chest pain since
February, hoarseness x 3 months, pain in the left scapular area, and coughing a lot since
May. His weight was now 127 pounds. The doctor noted an enlarged lymph node on exam
but only ordered more labs and a Z-pack as well as an x-ray of the abdomen. This is a Type
1 lapse in care.

5. On 8/20, he presented with hemoptysis and brought a tissue with large amount of blood in
it. The nurse noted his voice had a “harsh tone.” She referred him to the doctor immediately.
The only subjective information the doctor documented was, “Says I am better than before.”
He documented a normal exam, and his assessment was “follow up hemoptysis.” The plan
was to “arrange blood results, will follow up accordingly.” The labs ordered on 8/15 were
drawn now and showed worsening anemia. This is another Type 1 lapse.
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6. On 8/21, he presented to the nurse at 9:00 p.m. with left shoulder and chest pain. She placed
him in the infirmary for observation. The RN saw the patient at 3:00 a.m. and noted that
the patient rated his pain as extreme and that his left shoulder blade appeared “different.”
The Medical Director saw the patient on 8/22 and noted that the patient “Says I am fine, I
have this left shoulder pain off and on for 1-2 months.” He documented a normal exam and
discharged the patient back to the unit with naproxen and follow up “as needed.” Another
Type 1 lapse.

7. On 8/29, the patient was brought to the HCU in a wheelchair because the pain in his left
side was so severe he was unable to walk upright. The nurse noted that his “physique is
asymmetrical, veins, muscle more pronounced on left side...skeletal more pronounced on
left side...I/M states he coughed up blood.” The Medical Director saw him the next day and
noted the left cervical adenopathy and now new left axillary adenopathy. He ordered a
repeat chest x-ray, sputum cytology and discussed the case with Dr. Baker on an emergency
basis to get approval for a CT scan. He also spoke to a pulmonologist to arrange
consultation. The patient was placed in the infirmary.

The CT scan was done the next day (8/31) and showed massive involvement of the thoracic
structures with a tumor which had wrapped itself around the patient’s heart and major
arteries as well as the major airways.

The CT report was received by the institution on 9/4 and discussed with the patient the
same day. He was seen by pulmonology on 9/5, but clearly his case was too far advanced
for anything other than palliative treatment. He continued to decline until he died four
months later. There is no category of lapse to describe the overall apathy to the symptoms
of serious disease in this patient.

Patient 44
This was a 71-year-old man who was received in IDOC in 2000 and died of metastatic pancreatic
cancer at HCC on 5/15/10. There were significant deviations from the standard of care.

1. He was admitted to the infirmary on 2/13/10 with a one week history of nausea, vomiting,
weakness and upper abdominal discomfort. His weight was 125#. No work-up was ordered
by the doctor at the time of admission. On 2/16/10, the PA saw the patient and ordered labs
and a chest x-ray, which showed a moderate left pleural effusion which the PA read as
consolidation. She concluded he probably had pneumonia despite the lack of fever, cough,
or respiratory symptoms, and put him on Cipro, which is not the appropriate treatment for
pneumonia. This is a Type 1 lapse in care.

2. Over the next five weeks, the patient hardly ate and subsisted mostly on soup. His weight
dwindled down to 112#, yet during the few doctor visits, no further work-up was
documented, nor was there further mention of his supposed pneumonia and pleural
effusion. This is another Type 1 lapse in care. Finally on 3/21/10, another chest x-ray was
ordered and showed an increase in the size of the pleural effusion. A CT scan was obtained
and the patient was admitted to the hospital, where he was found to have metastatic
pancreatic cancer.
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Patient 45
This was a 48-year-old man with dyslipidemia who had sudden cardiac death on 9/21/10. There
were significant deviations from the standard of care.

1. He first presented on 8/12/10 with 9/10 midsternal chest pain and was seen by a nurse, who
elicited a family history of heart disease. She performed an ECG which was abnormal,
showing ST depression in the lateral leads. She decided the patient had indigestion, gave
him Maalox and did not refer him to a provider. These are Type 1 and Type 10 lapses in
care.

2. On 8/26/10, he saw the PA for chest pain, which he reported was occurring approximately
every other day since June 2010. She noted that his recent ECG was unchanged from priors
and concluded he had GERD vs pleurisy, treated him with antacids and Motrin and
requested follow up in four weeks. His Framingham risk at this time was moderate at 15%,
though she did not calculate it. This is a Type 1 lapse.

3. On 9/21/10, he was found down in his cell. CPR was initiated but the patient died. Coronary
atherosclerosis was the cause of death on the autopsy summary. He was not on a statin,
aspirin, nitroglycerin or beta blocker at the time of his death. This is a Type 2 lapse in care.

Patient 46
This was a 56-year-old man who was admitted to IDOC on 10/12/11, transferred to HCC on
11/9/11 and died of non-Hodgkin’s lymphoma on 9/9/13. He had elevated liver enzymes on
reception labs, but these were not worked up. He had no known chronic diseases and so was not
followed in the chronic care program.

1. He was seen episodically until 1/29/13, when he presented to sick call with left-sided
abdominal pain and was found to have marked enlargement of his spleen. The doctor did
not order imaging, only urine and blood tests. He told the patient to drink more water and
ordered naproxen. This is a Type 1 lapse in care.

2. The CMP showed a markedly elevated bilirubin at 7.7 and mildly elevated AST at 90. This
lab was signed off by the doctor but not acted upon and there was no follow-up of this. This
is a Type 4 lapse.

3. The patient presented again on 5/7 with ongoing left-sided abdominal pain. He was
referred to MDSC the next day and was seen by the nurse practitioner, who performed a
thorough history and physical exam. She ordered abdominal films and an evaluation by
the Medical Director. The films were taken on 5/8 and read 5/10 as, “Soft tissue density
mass noted in the left abdomen may be related to marked splenomegaly. There is also
possible hepatomegaly...” A CT or ultrasound was suggested. An ultrasound was done on
5/30 and faxed to the institution on 6/5. It showed marked splenomegaly and CT was
suggested for better detail. This recommendation was never followed. This is a Type 4
lapse in care.
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4. On 6/20, the patient saw the Medical Director, who documented that the patient stated,
“Doc, I am much better. My pain is better, my health is getting better...” Again, his marked
splenomegaly was noted, but no further work-up or intervention was planned aside from
evaluation in the hepatitis C clinic. This is a Type 1 lapse in care because while liver
disease can cause enlargement of the spleen, there are only a few conditions that cause this
degree of massive enlargement, with malignancy being the most common cause.

5. The patient was not seen again until two months later on 8/27, when the nurse saw him for
abdominal pain, rated 8/10 with dyspnea on exertion, nocturnal cough and epistaxis. The
patient was hypoxic, unable to stand and his abdomen was obviously distended. She put
him on four liters of oxygen and referred the patient to the doctor who saw him that day,
admitted him to the infirmary and placed him on antibiotics. A chest x-ray showed right
middle lobe and left lower lobe consolidations. His oxygen requirements continued to
increase until he was on 10 liters by non-rebreather mask and satting in the upper 80s. He
was clearly not getting better, yet he was kept in the infirmary rather than sent to the ER,
as would have been appropriate. This is a Type 3 lapse in care.

6. Finally on 8/31, the RN in the infirmary clearly had concerns about the patient. She called
the Medical Director who advised that the oxygen be decreased. Recognizing the
inappropriateness of this order, she then contacted the HCUA and the Wexford Medical
Director, who contacted the Facility Medical Director. The Facility Medical Director then
called and ordered the oxygen to be increased back to 10 liters non-rebreather and to send
the patient out if his oxygen sat went below 85%, which it did that afternoon. He was
transferred to Cottage Hospital, where he was admitted to the ICU in critical condition and
was found to have non-Hodgkin’s lymphoma with widespread adenopathy. His condition
rapidly deteriorated until he died less than two weeks later.

Centralia Correctional Center

Patient 50
This was a 56-year-old man who died of metastatic renal cell cancer on 3/22/13. There were
significant deviations from the standard of care.

1. He first reported painless blood in his urine on 7/15/12. His UA showed blood, protein and
WBCs. He saw the doctor the next day, who diagnosed a UTI and treated him with an
antibiotic. It does not appear that the urine was cultured. His weight at this visit was 173#,
down from 185# four months earlier. The weight loss was not commented upon. The doctor
requested follow up in one week with repeat urinalysis. One week later, the urine still
showed blood and the doctor continued the antibiotic and requested follow up in another
week. Again there are no culture results to correspond to the UA. On 7/28/12, the doctor
saw him again. The patient was still having painless hematuria. The doctor ordered another
urinalysis with culture. He was scheduled for follow up on 8/4/12, but this MD line was
marked as cancelled because he had been seen on the 28th.
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These are Type 1 lapses in care; a 56-year-old man with painless hematuria and weight loss
has urological cancer until proven otherwise. UTIs in men are uncommon in the absence of
a precipitating factor such as catheterization, instrumentation, or bladder outlet obstruction.
This patient should have had the appropriate work-up at this juncture.

2. Three months later, on 10/23/12, he presented to the nurse with right testicular pain for three
weeks. A urine dip showed only blood and protein. He saw the doctor the next day, and was
diagnosed with acute epididymitis and treated with Cipro. The urine was not cultured. He
now weighed 166#, but again the weight loss appears to have gone unnoticed. A 10-day
follow-up was requested. He was seen on 11/1 and still had pain. No change in treatment or
further work-up was ordered. These are Type 1 lapses, as the clinical scenario did not support
the diagnosis of epididymitis, and he was not ordered the appropriate work-up or treatment
for this condition, even if it was the correct diagnosis. Meanwhile, the persistent hematuria
and ongoing weight loss were not addressed.

3. Of note, the patient was frequently hypertensive during clinic visits with many systolic
blood pressure readings in the 140s and 150s, yet these were not addressed and there were
no chronic care notes. These are Type 2 lapses in care.

4. Over the next three months, the patient was seen multiple times for ongoing testicular pain.
An ultrasound showed only a varicocele. All the while his weight loss continued. On 2/7/13,
he saw the doctor for ongoing groin and testicular pain. His weight was now 158#. The
doctor decided he had a chronic varicocele and ordered ibuprofen. On 2/15/13, he was back
on MD line for testicular pain, at which time he reported weight loss and bloody urination.
He had a palpable abdominal mass on exam. The doctor ordered a work-up which
ultimately revealed an unstable aortic aneurysm with possible penetrating atherosclerotic
ulcer and a renal mass as well as multiple liver lesions. These delays represent Type 1 lapses
in care.

The patient was held in the infirmary, then transferred to the local hospital on 3/7/13 after
discussion with a local vascular surgeon. Hospital records are limited but he evidently
underwent biopsy of the pelvic mass which confirmed metastatic renal cancer. He was
deemed not to be a surgical candidate for AAA repair based on this and subsequently chose
a nonaggressive approach to his management and died two weeks later. Had the hematuria
been worked up appropriately when he initially presented eight months earlier, the cancer
may have been diagnosed at a stage more amenable to treatment.

Patient 52
This was a 79-year-old man who was chronically housed in the Centralia infirmary and died rather
abruptly on 3/26/13. There were significant deviations from the standard of care.

1. He had a history of BPH, CHF and a cardiac arrhythmia which is not described further in
the record; however, the only problem ever mentioned in the chart notes is BPH. He almost
certainly had prostate cancer, considering that his PSA was 49 in February 2013,
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but this too was never mentioned in the chart. The failure to monitor and treat his chronic
illnesses are Type 2 lapses in care.

2. He was in his usual state of health up through 3/22/13 judging by the nurses’brief notes.
Then, at the time of his next assessment on 3/25/13 at 6:20 p.m., he was noted to be short
of breath, with a thready pulse of 130, blood pressure of 130/77 and hypoxic with an oxygen
saturation of 72% on room air. His color was described as ashen and his lungs had rales in
the bases bilaterally. There was no fever or cough. The doctor was called and ordered
oxygen, a chest x-ray and an antibiotic but did not send him to the hospital. This is a Type
3 lapse in care.

3. By 7:40 p.m., he was satting only 80% on 5 liters and so was switched to a non-rebreather
mask at 9 liters in order to get his oxygen saturation to 91%. There was no evidence the
nurse called the doctor for this order. This is a Type 10 lapse in care.

4. At 11:15 p.m., he was no better; still the doctor was not called. At 12:45 a.m., he fell coming
out of the bathroom. His heart rate was 144, oxygen sat was 84% and he was described as
pale with labored respirations. The nurse put him back to bed and increased the oxygen to
10 liters but did not call the doctor. This is a Type 1 lapse.

5. At 4:20 a.m., he coded and was finally sent out emergently with CPR in progress. Needless
to say, he did not survive.

Illinois River Correctional Center

Patient 54
This was a 55-year-old man with a history of hepatitis C, hypothyroidism and bipolar disorder who
was admitted to IDOC through NRC on 10/25/12, transferred to IRCC on 11/20/12, and died of
complications of metastatic lung cancer on 6/14/13. He had a greater than 40 pack-year smoking
history and a strong family history of lung cancer, with his mother and two sisters dying of the
disease. His course contained significant deviations from the standard of care

1. On the day after his arrival, 11/21/12, he was seen by the RN for “spitting up blood.” The
patient showed the nurse a quarter-sized amount of blood sitting on paper towel. The nurse
gave the patient a container and instructed him to call if there was any increase in
hemoptysis. He was not referred to a provider. This is a Type 1 lapse in care.

2. Later that evening, the same nurse documented that the patient had a quarter-sized amount
of bloody sputum in the specimen cup. Her assessment was “hemoptysis,” and the plan was
“continue to observe.” Again the patient was not referred to a provider. This is another Type
1 lapse.

3. On 11/25/12, the patient saw the LPN for a dressing change of his foot and showed the
nurse tissues containing bloody sputum. He was referred to MDSC the next day. On
11/26/12, the physician saw the patient, who reported intermittent hemoptysis and right
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sided pleuritic chest pain. She ordered a chest x-ray, sputum and blood work. The chest x-
ray was done on 11/30/12 and showed, “Focal opacity projected over the right lateral upper
lung zone. Recommend follow up chest CT to exclude a lung mass.” The report was signed
on 12/3/12 by the ordering physician but not acted upon; no further work-up was pursued.
This is a Type 4 lapse in care.

4. On 2/7/13, the doctor saw the patient in chronic care clinic. He complained of chest
tightness in the upper chest. She ordered a chest x-ray in one week, which showed the
“interval development of right upper lobe opacity seen extending from the hilum to the
right lung apex, new since prior study...right upper lobe opacity appears to be related to
upper lobe collapse with elevation of the right minor fissure. This may be related to a right
hilar/suprahilar neoplasm. Further evaluation with CT of the chest is recommended.” The
report was signed by the physician on 2/19/13 but again, not acted upon. This is another
Type 4 lapse.

5. On 2/28/13, the patient presented to nurse sick call requesting his x-ray results. He was
referred to the physician and seen on 3/1/13 at hepatitis C chronic care clinic. He
complained of ongoing chest tightness. There is no mention of the abnormal chest x-ray
that she previously signed. Her plan was to repeat the chest x-ray and see the patient again
when the x-ray results were back. Again, a Type 4 lapse.

6. On 3/5/13, the x-ray was repeated and again showed the right upper lobe opacity with
collapse and again a CT was recommended. This time the doctor finally did acknowledge
the abnormal findings when she saw the patient on 3/8/13, and referred him (non-urgently)
for a CT of the chest. Meanwhile, on 3/23/13, he presented with pain in the right collar
bone. An x-ray showed a pathologic fracture of the right clavicle. The patient was admitted
to the infirmary.

7. On 4/9/13, the CT showed a 3 cm right upper lobe lung mass occluding the right upper lobe
bronchus with enlarged mediastinal lymph nodes and a lytic lesion of the right clavicle. On
5/8/13, he underwent biopsy of the right clavicle which confirmed metastatic non-small cell
lung cancer. He was seen by oncology on 6/5/13, who recommended palliative radiation
treatment, which the patient declined. He died nine days later. Had this patient undergone
timely work-up when he initially presented seven months earlier, it would likely have
significantly prolonged his life.

Patient 55
This was a 40-year-old man who died on 1/23/14 of metastatic rectal cancer. He was first admitted
to IDOC in 2000. He first began complaining of constipation in January 2011, at which time his
weight was 195#. He was not referred to the doctor at that time. He returned with the same
complaint in May 2011 and had lost 10 pounds. He saw the physician for constipation and
abdominal pain that was worse with sitting, and urinary symptoms. He denied blood in the stool.
The doctor examined his abdomen but did not do a rectal exam. An abdominal x-ray and labs were
normal.
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1. On 12/22/11, he presented to the LPN stating “something is wrong” and that he was losing
weight. He was now down to 158#. He saw the doctor, who did a rectal exam, found no
masses and no blood in the stool. She ordered more labs and follow up in one month. Blood
drawn on 12/30/11 showed mild iron deficiency anemia. The doctor ordered stool cards.
These came back positive in February and he was referred for colonoscopy, which was
performed on 4/13/12 and showed a large tumor in the rectum. Pathology showed invasive
adenocarcinoma. Although his care proceeded in a timely and appropriate manner from this
point on, his disease continued to progress and after a long and complicated course, he
ultimately succumbed. Given his constellation of symptoms, colonoscopy should have been
obtained timely after the anemia was identified, rather than 3 1/2 months later. This is a
Type 3 lapse in care.

Menard Correctional Center

Patient 56
This was a 63-year-old man who entered IDOC in 2007 and died on 2/11/14 of complications
following several cardiac arrests. There were significant deviations from the standard of care.

1. He had no known cardiac risk factors upon intake. He was found to have hypertension in
2011, but blood pressure checks were discontinued by the MD with follow-up as needed.
He was not started on medication. Likewise, he had an unfavorable lipid profile at that time
but this was not treated either. His Framingham risk at this time was high at 25%. These
are Type 2 lapses in care.

2. In September 2013, he presented with chest pain, shortness of breath and hypertension
(blood pressure 180/120, 190/120). He was given a dose of clonidine and placed in the
infirmary for observation. The admitting nurse obtained a history of orthopnea. The
Medical Director saw the patient that morning and noted that he had no complaints, but the
patient was tachycardic with a heart rate of 130. No ECG was ordered. In fact, no other
work-up or treatment was provided. He was discharged to his cell that afternoon with no
specific follow-up ordered. This is a Type 1 lapse in care. It is not appropriate to treat a
hypertensive urgency in a prison infirmary; such patients should be managed in a hospital
setting.

3. He presented on several more occasions with chest pain, shortness of breath and orthopnea
and was treated for pneumonia and anxiety. Finally, he was sent to the ER on 1/31/14 with
shortness of breath and was admitted with heart failure. He subsequently suffered several
cardiac arrests and ultimately died.

Patient 57
This was a 62-year-old man who was admitted to IDOC in 2008 and died on 11/16/13 of GI
bleeding from ruptured esophageal varices due to cirrhosis. He had a history of decompensated
cirrhosis and prior GI bleeding in 2007. There were significant deviations from the standard of
care.
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1. He presented on 11/13/13 with “severe lethargy, dizziness, dyspnea, melena x 2 days.” He
was tachycardic with a heart rate of 104, blood pressure was 124/74 and had grossly bloody
stools on exam. The doctor ordered labs and placed him in the infirmary at 1:10 p.m. At
1:30 p.m., the admitting RN described him as pale and pastie (sic). He had a small black
stool. He complained of mild abdominal and chest pain. His blood pressure was 112/70 and
heart rate was 100. His hemoglobin (Hb) was 10.2 g/dL, down from 13.3 in July. This is a
Type 1 lapse in care. It is not appropriate to put a high-risk patient with active GI bleeding
in a prison infirmary.

2. At 4:00 p.m., his blood pressure was 110/62, pulse 80 and he was described as weak and
tired. At 8:00 p.m., a stat CBC was drawn per the doctor’s order. It was resulted at 9:13
p.m. and the Hb was down to 7.6 g/dL. At 9:45 p.m., the nurse called the doctor regarding
these results and he ordered only IV fluids. This is another Type 1 lapse. This dramatic drop
in the hemoglobin indicates that this patient is bleeding briskly.

3. On 11/14/13 at 3:25 a.m., his blood pressure was 100/60, pulse 104. At 9:20 a.m., the doctor
saw the patient, who reported weakness, dizziness and ongoing melanotic stool. He sent the
patient to the local hospital where he died two days later.

Patient 58
This was a 66-year-old man with multiple medical problems including diabetes, COPD and
coronary artery disease with history of 5 vessel CABG in 2009 who was received in IDOC in 2006
and died on 4/7/13 of metastatic renal cell carcinoma. There were significant deviations from the
standard of care.

1. He first presented on 11/12/12 with difficulty breathing, especially when lying down. He
saw the Medical Director the next day and was admitted to the infirmary for a CHF
exacerbation. A chest x-ray performed on 11/13/12 showed pulmonary vascular congestion
as well as “nodular densities within the lungs bilaterally of which findings are suspicious
for neoplastic-metastatic disease,” a finding which escaped the attention of the doctor when
he reviewed the film on the date it was taken. The patient was discharged back to his cell
on 11/15/12. This is a Type 4 lapse in care.

2. The film was read on 11/15 and received by the institution on 11/26, at which time the same
doctor signed the report and marked it “file” (rather than “pull chart” or “see patient” ). On
11/30/12, the doctor saw the patient in follow up of his infirmary admission, noted that his
symptoms were improved, but did not review the x-ray result with the patient or make any
reference to it. These are also Type 4 lapses.

3. On 12/10/12, the patient was referred to the Medical Director with shortness of breath and
chest tightness. The doctor noted that the patient’s symptoms were “now resolved.” He
concluded “CHF, multiple medical problems,” made no changes and returned the patient
to his cell. This is a Type 1 lapse in care.

On 1/16/13, the patient was brought to the HCU via wheelchair with complaints of chest pain
radiating down his left arm and shortness of breath. He was hypertensive and diaphoretic. The
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nurse got a verbal order to send the patient to the ED, where he was found to have metastatic renal
cell cancer. He ultimately opted for palliative care and expired three months later.

Patient 59
This was a 64-year-old man who was severely beaten by his cellie on 1/24/13, resulting in massive
head injuries. He returned to the institution on 1/31/13. There were significant deviations from the
standard of care.

1. Over the ensuing three weeks, the patient was described with increasing disdain as being
uncooperative and unwilling to participate in self-care. His behavior became increasingly
problematic in that he ultimately began smearing feces in his room, disrobing and urinating
on himself. He was diagnosed with psychosis secondary to head injury and started on
psychotropics. He developed difficulty swallowing and let medication and liquids spill out
of his mouth. He continued to receive his usual medications including oral diabetes
medications. There was no record of his blood glucose being checked. This is a Type 2
lapse in care.

2. On 2/25/13, he was noted to be very sedated and slow to respond. His blood pressure was
78/40 and blood glucose was 54. The doctor saw the patient at 7:50 a.m, and described him
as lethargic and non-verbal; he had a flexion response to pain. Rather than send this unstable
patient to the hospital, the doctor ordered IV fluids and monitoring of vital signs. This is a
Type 1 lapse in care.

At 9:30 a.m., the blood pressure improved to 110/50. There are no further measurements of blood
glucose. At 10:45 a.m., he coded and died. The autopsy report listed the final cause of death as
“blunt trauma to head aggravating hypertensive and arteriosclerotic cardiovascular disease and
diabetes mellitus.”

Pontiac Correctional Center

Patient 62
This was a 42-year-old man who died of a glioblastoma multiforme on 4/16/13. The tumor was
first diagnosed in 2009, prior to his incarceration. He underwent excision in March 2009, and again
in September 2010 for recurrence. He was admitted to IDOC in July 2012. He had a restaging MRI
in October 2012 which showed no recurrence and his maintenance chemotherapy was
discontinued. Thereafter there was a significant deviation from the standard of care.

1. A subsequent MRI on 2/1/13 showed recurrence of a low grade enhancing mass in his left
temporal lobe. He was referred to neurosurgery but not scheduled for two months (4/10/13).
This is a Type 3 lapse in care.

On 4/1/13, he was found with altered consciousness and stroke-like symptoms. He was taken to St.
James hospital, where CT showed significant edema around the mass and a 1 cm midline shift. He
was transferred to UIC, where it was decided that the risks of surgery outweighed the benefits. The
family decided to withdraw care on 4/15/13, and the patient died the next day.
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C as e s withou t Laps e s in C are

Dixon

Patient 1

Patient 3

Patient 5

Patient 13

Patient 15

Patient 20

Big Muddy

Patient 22

Patient 23

Patient 26

Patient 27

Patient 29

Graham

Patient 30

Shawnee

Patient 32

Pinckneyville

Patient 33

Patient 37

Vienna

Patient 38

Stateville

Patient 41

Hill

Patient 47

Patient 48

25



Centralia

Patient 49

Patient 51

Patient 53

Menard

Patient 60

Patient 61

Pontiac

Patient 63
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A ppe nd ix 1

Taxonom y for M ortality R e vie ws

Lapse in Care –In the judgment of the reviewers, a clinician has committed a significant
departure from the standard of care that a reasonable and competent clinician would not have
committed under the same or similar circumstances.

The 14 categories of lapse are:

Type 1 –Failure to recognize, evaluate and manage important symptoms and signs –so called
clinical “red flags.”

Type 2 –Failure to follow clinical guidelines or standard of care for the management of chronic
diseases, such as hypertension, asthma, diabetes mellitus, hepatitis C infection, HIV/AIDS, chronic
pain, anticoagulation and care at the end of life.

Type 3 –Delay in access to the appropriate level of care, of sufficient duration to result in a risk
of harm to the patient.

Type 4 –Failure to identify and appropriately react to abnormal test results.

Type 5 –Failure of appropriate communication between providers, especially at points where
transfers of care occur (care transitions).

Type 6 –Fragmentation of care resulting from failure of an individual clinician or the primary care
team to assume responsibility for the patient’s care.

Type 7 –Iatrogenic injury resulting from a surgical or procedural complication.

Type 8 –Medication prescribing error, including failure to prescribe an indicated medication,
failure to do appropriate monitoring, or failure to recognize and avoid known drug interactions.

Type 9 –Medication delivery error, including significant delay in a patient receiving medication
or a medication delivered to the wrong patient.

Type 10 –Practicing outside the scope of one’s professional capability (may apply to LVNs, RNs,
midlevel practitioners, or physicians).

Type 11 –Failure to adequately supervise a midlevel practitioner, including failure to be readily
available for consultation or an administrative failure to provide for appropriate supervision.

Type 12 –Failure to communicate effectively with the patient. Type

13 –Patient non-adherence with suggestions for optimal care.

Type 14 –Delay or failure in emergency response, including delay in activation or failure to follow
the emergency response protocol.



A ppe nd ix 2
D e athR e vie ws

Patient Number Inmate ID Name Institution

Patient #1 [redacted] [redacted] Dixon

Patient #2 [redacted] [redacted] Dixon

Patient #3 [redacted] [redacted] Dixon

Patient #4 [redacted] [redacted] Dixon

Patient #5 [redacted] [redacted] Dixon

Patient #6 [redacted] [redacted] Dixon

Patient #7 [redacted] [redacted] Dixon

Patient #8 [redacted] [redacted] Dixon

Patient #9 [redacted] [redacted] Dixon

Patient #10 [redacted] [redacted] Dixon

Patient #11 [redacted] [redacted] Dixon

Patient #12 [redacted] [redacted] Dixon

Patient #13 [redacted] [redacted] Dixon

Patient #14 [redacted] [redacted] Dixon

Patient #15 [redacted] [redacted] Dixon

Patient #16 [redacted] [redacted] Dixon

Patient #17 [redacted] [redacted] Dixon

Patient #18 [redacted] [redacted] Dixon

Patient #19 [redacted] [redacted] Dixon

Patient #20 [redacted] [redacted] Dixon

Patient #21 [redacted] [redacted] Dixon

Patient #22 [redacted] [redacted] Big Muddy

Patient #23 [redacted] [redacted] Big Muddy

Patient #24 [redacted] [redacted] Big Muddy

Patient #25 [redacted] [redacted] Big Muddy

Patient #26 [redacted] [redacted] Big Muddy

Patient #27 [redacted] [redacted] Big Muddy

Patient #28 [redacted] [redacted] Big Muddy

Patient #29 [redacted] [redacted] Big Muddy

Patient #30 [redacted] [redacted] Graham

Patient #31 [redacted] [redacted] Lincoln

Patient #32 [redacted] [redacted] Shawnee

Patient #33 [redacted] [redacted] Pinckneyville

Patient #34 [redacted] [redacted] Pinckneyville

Patient #35 [redacted] [redacted] Pinckneyville

Patient #36 [redacted] [redacted] Pinckneyville

Patient #37 [redacted] [redacted] Taylorville

Patient #38 [redacted] [redacted] Vienna



Patient Number Inmate ID Name Institution

Patient #39 [redacted] [redacted] Stateville

Patient #40 [redacted] [redacted] Stateville

Patient #41 [redacted] [redacted] Stateville

Patient #42 [redacted] [redacted] Stateville

Patient #43 [redacted] [redacted] Hill

Patient #44 [redacted] [redacted] Hill

Patient #45 [redacted] [redacted] Hill

Patient #46 [redacted] [redacted] Hill

Patient #47 [redacted] [redacted] Hill

Patient #48 [redacted] [redacted] Hill

Patient #49 [redacted] [redacted] Centralia

Patient #50 [redacted] [redacted] Centralia

Patient #51 [redacted] [redacted] Centralia

Patient #52 [redacted] [redacted] Centralia

Patient #53 [redacted] [redacted] Centralia

Patient #54 [redacted] [redacted] Illinois River

Patient #55 [redacted] [redacted] Illinois River

Patient #56 [redacted] [redacted] Menard

Patient #57 [redacted] [redacted] Menard

Patient #58 [redacted] [redacted] Menard

Patient #59 [redacted] [redacted] Menard

Patient #60 [redacted] [redacted] Menard

Patient #61 [redacted] [redacted] Menard

Patient #62 [redacted] [redacted] Pontiac

Patient #63 [redacted] [redacted] Pontiac



A ppe nd ix 3

Inte rnalM & M R e vie ws

Stateville –patient 39

Stateville –patient 40

Stateville –patient 42

Hill –patient 43

Hill –patient 44

Hill –patient 45

Hill –patient 46

Illinois River –patient 54

Centralia –patient 52

Centralia –patient 50

Menard –patient 56

Menard –patient 57

Menard –patient 58

Menard –patient 59 Big

Muddy –patient 25 Big

Muddy –patient 28

Pinckneyville –patient 34

Pinckneyville –patient 35

Lincoln –patient 31


