California Department Of Corrections
and Rehabilitation

Division of Juvenile Justice

NA Chaderjian Youth Correctional Facility
Health Care Audit
February 25-28, 2008*




Contents

INErOAUCTION . ..uueiierrineiiinnricnsnricssnricssnnissssnesssnesssnsssssnssssssossssessssssssssessssssssssssssnsssssssssssnss 3
NA Chaderjian (Chad) Youth Correctional Facility .......cccocceveeiivnreccicsnnrccsisnnnncsssnnsees 5
EXECULIVE SUMMAIY .. .eiiiiieiie ettt e aenneenre e e e 5
Summary of Health Care Areas REVIEWED ..........cccceieeiiiiiiiieiine e 5
Facility Leadership, Budget, Staffing, Orientation and Training ...........cc.ccceeveueue 11
MediCal RECEPLION ...ttt 12
INEraSyStEM TTANSTEL ......iiiiiiiee e 14
MEAICAI CAIE ...ttt sb e b e renreas 16
Chronic Disease Management ...........ccouiieieirienere e 18
INFECION CONEIOL......iiiiiiceice e 20
PRAIMACY SEIVICES .....uiiiiiiieiete ittt bbb 22
Medication AdMINISLratioN PrOCESS.........cccviiiiiieieie et 23
Medication Administration Health Record ReVIEW...........cccovvveivniniieiesieseein 24
Urgent/Emergent Care SEIVICES........civiieieerieiieiteesieseesteesie e seesae s sreesaeanaesnes 26
Outpatient HoUSING UNIT.........cooiiiiiiiiiiee s 28
HEAITN RECOIS...... .ot nre s 30
PrEVENTIVE SEIVICES .....viiiiiiieitieieetiesiee it stee st ee et ee e steete e steeteeneenneeteeneenrs 31
Consultation and Specialty SEIVICES........cccviveiieieiie e 33
PEEI REVIEBW ...ttt sttt te e b e nte e st e sneenteeneennes 35
CredentialiNg......ccveieece e 36
QuAlity ManagEMENL.........cviiiieieiiie et 37
ENONOTES: ...ttt nne s 39

April 2008 Page 2



Introduction

The Health Care Remedial Plan (HCRP) requires the Division of Juvenile Justice (DJJ) to make
a number of specific changes in the medical, mental health, and dental care programs. To
measure DJJ compliance with the requirements of the Health Care Remedial Plan, the Medical
Experts developed this audit instrument with clearly defined standards and criteria, and
thresholds of compliance. The audit instrument is comprised of indicators selected from:

e The Health Care Remedial Plan

e DJJ policies and procedures developed in consultation with the Medical Experts

e National Commission on Correctional Health Care (NCCHC) Standards for Health
Services in Juvenile Detention and Confinement Facilities, 2004 Edition

e The American Medical Association’s Guidelines for Adolescent Preventive Services
(GAPS)

e US Preventive Services Task Force (USPSTF)

e Guidelines for the evaluation and treatment of other disease such as those published by
the Centers for Disease Control and Prevention (CDC)

Regarding those areas related to nursing and medical care practice, the Medical Experts will use
their professional judgment to assess compliance.

This audit instrument does not address mental health or dental services. The Mental Health and
Dental Experts will develop the Mental Health and Dental Audit Instruments.

The Medical Experts have developed a companion document to the audit instrument entitled
Health Care Audit Instrument Instructions. Its purpose is to clarify interpretations and scoring
of the audit instrument. This document is available on request.

Audit Instrument and Compliance Thresholds

The audit instrument will be used by the Medical Experts to evaluate compliance with the
HCRP. It is also intended for use by the DJJ Office of Health Services Quality Management
Team and by the local facility Quality Management Team to evaluate progress consistent with
the HCRP. The audit instrument includes indicators from sources cited above, which the Medical
Experts judge to be critical in establishing an adequate health care system. Some indicators allow
for partial compliance if the facility is close to, but has not yet achieved substantial compliance.

A facility is in substantial compliance when all of the following conditions are satisfied:

a. The facility receives a score of 85% or higher during an audit conducted by the Court
experts. When determining overall compliance, areas that are determined to be in partial
compliance will be considered non-compliant. The experts shall have the discretion to
find a facility providing adequate medical care in compliance if it achieves a score of no
less than 75%.

April 2008 Page 3



b. Medical assessments and treatment plans provided to youth comply with the policies and
procedures, as determined by the medical experts. The medical assessment and treatment
plans provided to the youth shall be deemed adequate and appropriate under these
policies and procedures, only under any one of the following conditions:

(1) The assessment or treatment plan is consistent with guidelines specifically adopted in
the policies and procedures; or

(2) The practitioner documents in the medical notes that he/she is deviating from adopted
policies and procedures, and that such deviation is consistent with the community
standard; or

(3) Where no treatment guidelines are specifically adopted in these policies and
procedures, the assessment or plan is consistent with the community standard.

c. The facility is conducting minimally adequate death reviews and quality management
proceedings.

d. The facility has tracking, scheduling, and medication administration systems adequately
in place.

e. Both experts have concluded that there is not a pattern or practice that is likely to result in
serious violations of wards’ rights that is not being adequately addressed.
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NA Chaderjian (Chad) Youth Correctional Facility

Executive Summary
Overall, the facility scored 61% (453 of 744 indicators).

The facility population at the time of our visit was 210 youths. Staff reported that there are plans
to increase the population to 330 youth when departmental program moves are completed.
Currently they have 11 housing units open and ultimately plan to have 12 units. In addition to the
main outpatient clinic, there is a clinic in the Intensive Treatment Program (ITP).

With respect to contracts and personnel, staff reported continued problems with both processes.
The CMO advised us that the contracts for the local hospital (San Joaquin) and for Alpine
orthopedic services have not been completed for the current fiscal year. In July 2007, they
applied for an extension of the other specialty contracts for 60-90 days, which was approved, but
it expired and was not renewed. Despite the lack of a contract, they are using the services but the
respective vendors have not been paid. Staff believed the process worked more efficiently when
DJJ had the ability to develop and implement local contracts.

The statewide nursing registry contracts for July 2007 to July 2008 were only recently approved
and sent to them in January. Prior to this they were not able to use registry nurses because they
did not have a contract. Moreover, these registries are statewide, and they are required to call
registries that may not be in their geographical area (e.g., West Covina for psych and pharmacy
techs). Even after the registry recruits people, they have to go through the personnel approval
process, which takes 2-3 months. The primary delay in hiring is in the Livescan fingerprinting
process. Apparently, the Livescan machine at the facility does not work properly resulting in
some prospective employees having to come back five times for repeat fingerprint scans. Staff
said they often are not even notified that there is a problem until a significant amount of time has
elapsed. A request has been made to replace the machine but it has not been approved for reasons
that were not made clear to us. They have lost a number of prospective employees due to the
lengthy approval process.

Summary of Health Care Areas Reviewed

Clinic Space and Sanitation

This area was not independently scored. We noted that significant improvements in sanitation
had occurred in the OHU where they have a full time janitor. In the Chad outpatient clinic there
have been physical plant improvements. The walls in most rooms were painted and the hallway,
office, and clinical examination room floors were recently stripped and waxed. The main clinic
treatment room is somewhat cluttered and not as clean as other areas. This is undoubtedly due to
its frequent use, which should result in more, not less frequent cleaning and disinfection
activities. There was no posted schedule of cleaning and disinfection activities in any of the
clinical areas.

There are no dedicated or consistent janitorial services in the Chad outpatient clinic. The ITP
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clinic is cluttered and the floors are dirty. Some of the furniture is old and in disrepair, and
equipment is broken (e.g., copier). We understand that the youth are currently being housed in
Mohave while Merced is under renovation, and strongly recommend that the medical clinic be
renovated as well.

Facility Leadership, Budget, Staffing, Orientation, and Training scored 55%

Key health care leadership positions are filled. The Chief Medical Officer, Dr. Gabriel Tanson, is
board-certified in family practice. Although it was reported to us that the Chief Medical Officer
was provided a health care budget, it is unclear to the medical experts that this is a functional
budget. Staff reported that they have been given budget figures, but that the facility does not
actually have the dedicated funds; health care invoices are paid from a general fund. Although
there has been improved cooperation between medical and custody staff, health care staff
reported that youth are not being consistently escorted to the medical unit for medical
appointments. Contributing to this is the fact that the medical waiting area is used for youth
awaiting parole hearings, which often prevents other youth from being brought up for medical
appointments. There was no posted security staff assigned to the Chad outpatient medical unit,
other than in the control unit outside the clinic. There was also no security post in the control unit
after 5 pm. When nurses give out medications, there is no dedicated correctional officer to
facilitate the process. We recommend that the facility establish a correctional officer post for the
medical clinic and control station for 16 hours per day, 7 days per week.

Although we did not conduct a formal staffing assessment during this visit, we noted that staff
continues to be added to the complex despite the decreasing population. The Northern California
Youth Correctional Complex (NCYCC), currently consists of NA Chaderjian (population 210),
OH Close (population 184), and Dewitt Nelson (population 183). Dewitt Nelson is scheduled to
close by 7/31/08. NCYCC is budgeted for a Chief Medical Officer, three physicians, and a 0.7
FTE nurse practitioner for approximately 580 youth. Even with the projected increase in
population at Chad, the overall population of the complex will decrease by 63 youth with the
closure of DeWitt Nelson. The 0.7 nurse practitioner was only recently hired and had not yet
started at the time of our visit. In addition, physician permanent intermittent employees (PIES)
are used to fill in when physicians are on vacation. As previously recommended, in the face of
the current state budget crisis, we recommend that DJJ re-evaluate staffing needs at these
facilities.

Medical reception scored 42%

Youth who are parole revocators are receiving timely medical reception evaluations. The
clinician who conducts these evaluations appears to be very conscientious. However, there are
some system and clinical issues that affect the quality of the evaluations. One issue is that both
the receiving medical screening and the history and physical examination are being performed
the day the youth arrives, yet staff reported that the health record was available only about 50%
of the time. This has resulted in the clinician not having access to, and not addressing important
historical information.

Moreover, the clinician does not adequately explore historical information that is provided at the
time of the physical such as a history of asthma, TB infection, etc. One youth reported a history
of hypertension and a ‘mild stroke’ for which no further information was obtained. The history
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and physical examination form contributes to the lack of a complete history. It contains a review
of symptoms but the form does not require a yes or no response to each symptom, and it is
unclear whether each question is asked. This should be done. The lack of access to the health
record also results in the Problem List not being updated when the physical examination is
performed. We noted that both routine and specifically ordered lab tests are not consistently
being implemented. Because DJJ policy does not require clinicians to write orders for ‘routine’
admission labs (RPR, Chlamydia and Gonorrhea urine screening, voluntary HIV antibody, and
tuberculin skin tests), there is no system of transcription and accountability for carrying out the
orders. We also noted that laboratory results are not being reviewed until approximately three
weeks after results are available, which is an undue delay.

Nurses are conducting post test counseling in the housing units. This was reportedly due to
escort problems. Post test counseling requires a confidential setting in which to answer questions
and provide risk reduction counseling. Nurses are not measuring visual acuity for newly arriving
youth.

Finally, the clinician does not consistently identify each active medical problem, document a
plan, and monitor the patient until the plan is implemented and the desired clinical result
achieved.

In summary, we recommend that the health care leadership develop a medical reception process,
in which the clinician does not perform the history and physical examination until the health
record has been obtained and lab results are available. Clinicians should address all pertinent
historical information and explore current symptoms more fully. Nurses should measure visual
acuity of all newly arriving youth and notify patients of their test results in a medical setting that
provides confidentiality. We recommend that clinicians write orders for any lab test, diagnostic
procedure, and treatment the patient is to receive and that completion of these tests be
documented in the health record. DJJ may wish to develop a standardized physician order sheet
for newly arriving or returning youth to save time for clinicians writing orders (sample is
attached).

Finally, the clinician should update the Problem List with all current medical problems
(including health risks such as obesity, tobacco, alcohol and drug use, etc.) and develop a
treatment plan for each problem.

Intrasystem Transfer Scored 56%

The intrasystem transfer review process is occurring in a timely manner. However, in three of
nine applicable records, the sending facility did not complete the top portion of the form. Nurses
need to complete all portions of the form, including disposition of the patient. In four of ten
records a clinician did not review and sign the form in a timely manner, or at all. Three of seven
patients did not receive medications or have them renewed in a timely manner. Most
significantly, five of seven youth did not receive appropriate and timely follow-up for chronic
disease management, previously ordered consultations, and clinical monitoring. We recommend
that clinicians perform a more thorough review of the youth’s previous medical history and
treatment plan, and ensure appropriate follow-up and clinical monitoring.
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Nursing Sick Call was not Evaluated

We did not evaluate nursing sick call during this visit because health care leadership reported
that all patients were being referred directly to a clinician. We will evaluate this area during our
next site visit.

Medical Care scored 65%
Areas requiring improvement included the history and plan, and ensuring that the plan is
implemented in a timely manner.

Chronic Disease Management scored 60%

Chad does not have a reliable chronic disease tracking system. The main clinic and ITP maintain
independent tracking systems. When we requested the chronic disease tracking log, we were
provided only the main clinic log, not the ITP. It was only after we inadvertently found a youth
with HIV infection who was not on the list (who was housed in the ITP) that we realized there
were two lists. Moreover, neither list contained the names of all chronic disease patients. This
was not unexpected given that we found that newly arriving youth were not consistently enrolled
in the program. In addition to the development of a reliable tracking system, other areas
requiring improvement included the initial history, frequency of chronic care visits, the
assessment, the treatment plan, education, and vaccinations.

Infection Control scored 38%.

There are no local polices regarding the implementation of the infection control program. There
is a nurse who is assigned infection control responsibilities. She is relatively new to her job
duties and appears to be very conscientious. She has not received any formal training. Infection
control meetings have been recently implemented but do not address all required areas. We
discussed this with the infection control nurse and made some recommendations regarding
meeting content and the need to address trends.

Pharmacy Services scored 100%
Congratulations!

Medication Administration Process scored 60%

Areas requiring improvement include sanitation of both the main clinic room and the Intensive
Treatment Program clinic area. There is an accountability system for narcotics and syringes;
however, during our review, we found narcotics in an unlocked bag and not double locked. It
was reported that each evening narcotics are transported for the Chad clinic to the OHU to ensure
that two nurses count and document accountability for the medication; this was reportedly why
the nurse kept the narcotics in the bag for transport later that evening. However, this is a serious
breach of security practices regarding narcotics. The DJJ Director of Nurses was present at the
time of our observation, and addressed the situation with the nurse immediately and with the
SRN the following day.
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Medication Administration Health Record Review scored 80%

This area is doing generally well. However, nurses do not currently transcribe the physician
order onto the MAR prior to the pharmacy filling the order. This should be done since there are
no other checks and balances (aside from checking the original order) to assure that the
dispensed medication is what the physician ordered or that the ordered medication was actually
dispensed by the pharmacy (i.e., if nothing is on the MAR, how does the nurse know that a
medication should have been delivered from the pharmacy?). Other areas of improvement
include nursing documentation of administration status (e.g., administered, refused, etc.) for
every scheduled dose onto the MAR. Nurses should also discontinue medication orders
according to policy and standard nursing procedures. Nurses should refrain from crossing out the
original order on the MAR as a mechanism to signal that the order is discontinued.

Urgent/Emergent Care scored 60%

The evaluation of urgent care involved inspection of emergency equipment and supplies in the
main clinic and ITP. In both areas, the emergency response bag did not contain a list of
standardized equipment and supplies. Thus, when the nurse checks the bag each day, the nurse
has nothing to compare it against for completeness. In the ITP the bag was disorganized. There
was no peak flow meter. Ace bandages were old and stuck together. No emergency drills have
been conducted. Our record review included both a sample of charts from the Chad emergency
log and also the OHU log, which included youth from Chad. Our review showed concerns
regarding nursing and clinical assessments, and clinical follow-up after patient visits to the
emergency room.

Outpatient Housing Unit scored 73%
Areas requiring improvement include physicians writing complete admission orders and nurses
documenting complete and appropriate assessments.

Health Records scored 0%

At Chad, we learned that if the person responsible for health records is on vacation, no one is
assigned to complete her responsibilities. The health records are not consistently organized. The
Problem List was not consistently visible upon opening the record. In some records there was a
tab for physician orders and in other records there was not. The Receiving Screening form and
History and Physical Examination form were filed in the progress notes rather than the database.
Physician orders were found in both the progress notes and physician order forms. In fact, we
found primarily medication orders on the physician order forms. This was reportedly because the
pharmacy requested only pharmacy orders on the physician order sheet; however, we were later
told that this was not policy. There was no tracking system for laboratory and consultation
reports, or a reliable health record filing system.

We recommend that the facility: develop local policies to ensure compliance with the statewide
policies; organize health records consistent with statewide policies; develop a laboratory and
consultation report tracking system; and assign responsibility for health record duties when the
assigned person is on vacation.
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Preventive Services scored 79%
Areas requiring improvement included clinician identification and development of a treatment
plan for youth who are obese, and follow-up of abnormal blood pressures.

Consultations scored 38%
Areas requiring improvement included timeliness of consults and follow-up after the
consultation.

Peer Review scored 60%
Areas requiring improvement included development and implementation of local peer review
policy and review of sentinel events.

Credentialing scored 88%
Areas requiring improvement included the development and implementation of statewide and
local credentialing policies.

Quality Management scored 50%

Areas requiring improvement included ongoing quality management meetings and studies,
physician review of nursing sick call, SRN review of nursing sick call, and annual Quality
Management Report to the Statewide Medical Director.

Recognizing that there are areas requiring improvement, we wish to congratulate staff on their
progress to date.
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Facility Leadership, Budget, Staffing, Orientation and Training

Interview facility leadership. Review staffing and vacancy reports, facility health care budget, staff credentials and licensure, and orientation and training
documentation. Key: SC =Substantial Compliance, PC=Partial Compliance, NC =Noncompliance, NA = Not Applicable, NE =Not Evaluated SC PC NC | NA
. Key facility health care leadership positions (Chief Medical Officer [CMO], Supervising Registered Nurse [SRN], Pharmacist, etc.) are filled
Question #1 . . . . . . 2
or are being effectively recruited. Pay parity exists with CDCR. 1
Question #2 Each facility has a full-time CMO who is board-certified or eligible in a primary care field. The NCYCC shall have one full-time CMO
responsible for all complex facilities. The CMO’s duties are consistent with the HCSRP (see page 14). 18
Question #3 In both policy and actual practice, the facility is assigned a health care budget that is under the control of the CMO. 0*
Question #4 Budgeted and actual physician staffing hours are sufficient to meet policy and procedures requirements, and to provide quality medical 1
Services.
Question #5 Budgeted and actual registered nurse staffing hours are sufficient to meet policy and procedures requirements and to provide quality nursing
services. N/E
Question #6 Medical Technical Assistant’s (MTA) primary responsibilities will be the performance of health care duties. 1
Question# 7 Escort staffing and cooperation are sufficient to assure that youth attend on-site health care appointments 0°
. The CMO ensures that an accurate and complete system exists for tracking professional and DEA licensure; and that CPR certification is in 6
Question #8 - o 1
place. All licensed staff has a current and valid license.
Question #9 Newly hired staff receives a structured orientation program within 30 days of arrival. Documentation of orientation is kept in personnel files. 0’
Question #10 | Existing staff is trained regarding changes in new policies and procedure within 60 days of distribution. 08
Totals: 5 4 1

Compliance = 55% (5 of 9 Applicable Questions)

March 2008
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Medical Reception

Select 10 to 20 health records of youth completing medical reception within the past 60-90 days. Include youth with known Latent TB infection and other Sc PC NC NA
health problems. Key: SC =Substantial Compliance, PC=Partial Compliance , NC =Noncompliance, NA = Not Applicable, NE =Not Evaluated
. The medical reception process is conducted in a confidential and private manner. Signage (in English and Spanish) regarding confidentiality
Question #1 - . N/E
is in the medical area.
Question #2 There is a comprehensive verbal and written orientation program (minimum English and Spanish) for youth in a language they understand. N/E
For calculating score, only give credit for applicable questions in substantial compliance. Totals:

Write the youth’s ID number in top row:

State ID# > 1 2" 3" 4" 59 6" 7" 8’ 9" 10"
Screen #1 1 1% 1% 1 1 1 1 1% 1 1
Screen #2 N/A N/A 1 N/A N/A N/A 1 0% 1 N/A
Screen# 3 023 024 025 026 027 028 029 030 031 032
Screen # 4 0% 1 134 0% 0% 1 0¥’ 0% N/A% 0%
Screen #5 o* 1% N/A 0 N/A 0" 1 N/A N/A 0%
Screen # 6 14 0" 08 0% 0%° 05! 052 053 0% 058
Screen #7 N/A N/A 1% 0% 0% 1 0% 1 0% 1%
Screen #8 N/A 0%2 0% 0% 0% 06 1% 0% 1 N/A
Screen#9 N/A N/A N/A N/A 0% 1 1 0" 1" N/A
Screen # 10 N/A 072 1 N/A 1 N/A 1 07 1 0"

Screen # 1 A nurse completed the Receiving Health Screening form on the day of arrival. The nurse referred to, or contacted a clinician for all youth with acute medical, mental health, or
dental conditions; with symptoms of TB; or on essential medications.

Screen # 2 A clinician ordered essential medications (e.g., chronic disease, mental health) on the day of arrival. Medications were administered within 24 hours. No insulin, TB, or HIV doses
were missed.

Screen # 3 A nurse measured the youth’s height and weight, vital signs, visual acuity, initiated the immunization history, and planted a PPD (unless previously positive) within 24 hours of
arrival. The TB test was read and documented within 72 hours.

Screen # 4 A nurse obtained routine laboratory tests (RPR, GC, and Chlamydia, voluntary HIV antibody test, pregnancy screen, disease specific tests) within 72 hours and results were
communicated to youth either at the time the physical exam was performed or when the youth was brought back for counseling. The clinician appropriately addressed abnormal
laboratory findings, including counseling the youth as appropriate.

Screen #5 A nurse or clinician documented HIV Post-Test notification and counseling.

Screen # 6 A clinician performed a history and physical including a testicular exam for males and pelvic examination for females (if clinically indicated) within seven calendar days of arrival.
The clinician integrated information from the health screening examination, laboratory tests, and medical history into the physical exam process.

Screen # 7 A clinician (MD, NP, or PA) initiated a Problem List noting all significant medical, dental, and mental health diagnoses.

Screen # 8 A clinician documented an appropriate treatment plan on the History and Physical Exam Form or in the Progress Notes. The plan included appropriate diagnostic, therapeutic
measures, patient education, and clinical monitoring (if indicated).

Screen #9 The UHR reflects that all medical reception physician orders were implemented as ordered.
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Screen # 10

Youth with chronic diseases (e.g., asthma, diabetes) were enrolled in the chronic disease management program and clinically evaluated by a clinician for their chronic disease
within 30 days of arrival.

Medical Reception Summary:

# Records Final # of # of Compliant
Screen # Reviewed #NIA Records Records COMMENTS

1 10 0 10 10 In two of ten cases the health record was not present when screening was
performed.

2 10 6 4 3 One MAR could not be located to show continuity of medications

3 10 0 10 0 Visual acuity measurements not performed for any patients. Staff reported
there is a Snellen eye chart in Dr. Lai’s office. Recommend additional chart.
Either documentation of notification and counseling not present or nurse is
conducting notification of test results in the housing units that does not

4 10 1 9 3 provide adequate privacy for counseling and patient questions. Staff does
not write orders for admission labs. There is no tracking system as to
whether they are completed or not.

5 10 4 6 2
The clinician does not explore relevant medical histories and conduct

6 10 0 10 1 pertinent examinations. Genital examinations ‘declined’ in all cases. UHR
documented as not being present in some cases.

10 2 8 4
10 2 8 2

9 10 5 5 3
Three of four youth eligible for chronic disease management were either not

10 10 3 7 4 L9
enrolled, or not seen in a timely manner

Total 100 23 77 32 Plus N/E of 2 Questions

Compliance = 42% (32 of 77 Applicable Questions + Screens)

March 2008
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Select 10 to 20 health records from the Intrasystem Transfer Log and corresponding Medical Administration Records (MARs) of youth transferred to the

Intrasystem Transfer

facility in the previous 120 days. Review pertinent scheduling logs (consultation, chronic illness clinic, etc.). SC PC NC NA

Key: SC =Substantial Compliance, PC=Partial Compliance , NC =Noncompliance, NA = Not Applicable, NE =Not Evaluated

Question #1 There is a local policy and procedure that is consistent with the statewide policy and procedure. The statewide Transfer Form is in use. 0"
Question #2 There is a process whereby health care staff is notified of pending transfers from the facility one business day in advance of transfer. 1
For calculating score, only give credit for applicable questions in substantial compliance. Totals:

Write the youth’s ID number in top row.

State ID# > 17 27 37 4% 5 6" 7 g™ 9% 10%
Date of arrival 10/9/07 713/07 10/31/07 11/19/07 1/9/08 12/10/07 12/19/07 1/3/08 11/2/07 12/13/07
Screen # 1 1 0¥ 1 1 N/A% 1 0% 1 0% 1
Screen #2 1 0% 1% 1 1% 0* 1 1 1 1
Screen # 3 N/A 0% 1 N/A 0% 1 N/A N/A N/A N/A
Screen # 4 1 0%’ 0% 0% 0'%® 1 1 1 1 1
Screen #5 N/A o' 0'% N/A 0'% N/A N/A N/A N/A N/A
Screen # 6 1 0l 1 N/A 0'% N/A N/A 0'% 1 1
Screen #7 0" 0'® 1 N/A 0'% (1 i N/A N/A '

Screen# 1 A sending facility nurse reviewed the youth’s record prior to transfer and documented required health information on the statewide transfer form. If the sending facility nurse did
not complete the transfer form, the receiving nurse documented that she notified the facility of this (minimum information is the sending facility and who the nurse spoke to).

Screen # 2 Upon arrival, a nurse interviewed the youth and reviewed the UHR. The nurse completed the form noting any additional information related to acute and chronic medical or mental
health conditions, current medications, pending or recently completed consultations, and any other health condition requiring follow-up or special housing on the transfer form.

Screen # 3 The receiving nurse referred youth with acute medical, dental, or mental health conditions on the day of arrival.

Screen # 4 The receiving physician reviewed the health record of each youth within one business day of arrival and legibly signed and dated the Intrasystem form. The clinician addressed
any significant medical problems.

Screen #5 A clinician evaluated youth with chronic diseases within 3 business days and enrolled the youth into the chronic disease program.

Screen # 6 The MAR showed that continuity of essential medications (e.g., chronic disease, mental health, antibiotics, etc.) was provided.

Screen # 7 The UHR shows that medical care ordered at the previous facility (e.g., vaccinations, consultations, laboratory tests) was carried out following arrival, or a clinical progress note
provided an appropriate rationale for doing otherwise.
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Intrasystem Transfer Summary:

# . .
Screen # || Records # N/A Final# of || # of Compliant COMMENTS
. Records Records
Reviewed
1 10 1 9 6
2 10 0 10 8
3 10 6 4 2
4 10 0 10 6 Physician/NP did not document review of the form in a timely manner or at all.
5 10 7 0
6 10 3 7 4
. 10 3 7 2 5 of 7 youth did not receive appropriate follow-up with respect to chronic disease
management, consultations, and previously recommended monitoring.
Total 70 20 50 28 1 of 2 Questions

Compliance = 56% (29 of 52 Questions + Screens)
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Medical Care

Key: SC =Substantial Compliance, PC=Partial Compliance , NC =Noncompliance, NA = Not Applicable, NE =Not Evaluated SC PC NC NA
Question #1 Did the clinician sign all medical encounters? If the signature was illegible, was a stamp with the clinician’s name and credentials used? 1
Select 10 to 20 records of youth seen by an MD, NP, or PA for medical encounters (return from hospitalization, infirmary, sick call referral, etc.) in the past 180 days.
State ID# — 1 2 3 4 5 6 7 8 9 10
Visit date: 1/6/08 1/15/08 1/23/08 1/23/08 1/25/08 1/14/08 2/26/08 1/24/08 1/16/08 1/4/08
Clinician A B B B B B A A A A
name:
Nature of . Fac'fil Viral Knee pain Headache and Vomiting . Fmgfer Chest pain infection headache Back pain
visit: infection syndrome stomachache infection
113 114 115 116 117 118 119
Screen # 1 0 1 0 0 1 0 0 1 0 0
Screen # 2 1 1 1 1 1 1 1 0 0 1
120 121 122 123
Screen # 3 1 1 1 0 1 0 1 1 0 0
Screen # 4 1 1 1 N/A 1 1 1 1 N/A N/A
124
Screen #5 1 1 1 N/A 1 0 1 1 N/A N/A
125 126
Screen #6 0 1 1 0 1 0 1 1 0 1
Screen #7 1 1 0’ N/A N/A N/A 0'%® 0'% N/A N/A
Screen #1 The clinician addressed the patient’s current complaint by obtaining a history of the present illness and appropriate review of systems.
Screen # 2 The nurse or clinician measured a full set of vital signs when clinically appropriate (including weight, if clinically indicated).
Screen # 3 The clinician documented all pertinent physical findings, laboratory, and diagnostic results or other related objective data.
Screen # 4 The clinician made an appropriate assessment based upon the patient’s medical history, laboratory, and physical findings.
Screen #5 The clinician documented an appropriate treatment plan that included diagnostic and therapeutic measures, clinical monitoring, and follow-up.
Screen # 6 The clinician documented appropriate patient education related to the diagnosis and treatment plan.
Screen # 7 All aspects of the treatment plan occurred as ordered within a clinically appropriate time.
March 2008 Page 16



Medical Care Summary:

#of Records | #N/A | Final#of Records | ' °f Compliant COMMENTS
Records
Screen #1 10 0 10 3
Screen #2 10 0 10 8
Screen #3 10 0 10 6
Screen #4 10 3 7 7
Screen #5 10 3 6
Screen #6 10 0 10 6
Screen #7 10 5 5 2
Total 70 11 59 38 Plus 1 of 1 Question

Compliance = 65% (39 of 60 Questions + Screens)
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Number of patients enrolled in clinic- 26

Select 10 to 20 health records or 10% of this clinic population. Avoid records of youth arriving within the past 90 days. Write the youth’s ID number in top row below:

130

Percent of clinic health records reviewed 65

Chronic Disease Management

%

State ID# — 1 2 3 4 5 6 7 8 9 10
Screen # 1 o 1 1 1 1 1 1 1 1 1
Screen # 2 0132 0133 0134 0135 0136 1 0137 0138 0139 0140
Screen # 3 1 N/A N/A o4 N/A 1 N/A N/A 042 1
Screen # 4 1 ol N/A 1 N/A 1 1 1 1 1
Screen # 5 1 o N/A o N/A 1 1 ole 1 o
Screen # 6 o8 N/A 1 1 1 1 1 1 1 1
Screen # 7 o N/A N/A 1 1 1 1 o (e 0%
Screen # 8 1 1 1 1 1 1 1 1 1 1
Screen #9 1 0% N/A 1 N/A 1 1 1 1 1
Screen # 10 1 1 1 N/A 0% N/A 1 N/A N/A N/A

11 12 13 14 15 16 17 18 19 20
State ID# —
Screen # 1 1 1 1 1 1 1% 1
Screen # 2 0156 0157 0158 0159 0160 0161 0162
Screen # 3 o3 N/A N/A N/A ot 016° N/A
Screen # 4 1 0 N/A 0166 0 1 07
Screen # 5 1 N/A N/A 1 N/A ples N/A
Screen # 6 1 N/A 0 1 N/A 0 N/A
Screen # 7 ot6° N/A N/A o0 ot 072 N/A
Screen # 8 1 0 0 0 1 1 0
Screen #9 1 1 1 1 1 1
Screen # 10 N/A ot ot o’ N/A ot® 1
Screen # 1 All chronic diseases are listed on the Problem List.
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Screen # 2
Screen # 3

Screen # 4
Screen #5
Screen # 6
Screen #7

Screen # 8
Screen #9

Screen # 10

For the initial chronic care visit the clinician performed an appropriate medical history, physical examination pertinent to the management of the chronic disease.

Baseline and ongoing follow up laboratory/diagnostic data (HbA,., serum drug levels, if ordered, etc.) were completed prior to the scheduled clinic visit and the clinician addressed
results during the clinic visit.

The clinician saw the patient quarterly or more frequently as clinically indicated (i.e., based on degree of disease control). Appropriate exceptions are documented in the UHR.
The clinician’s evaluation of the youth was clinically appropriate (interval history, physical examination, laboratory tests, etc.).
The clinician accurately assessed degree of disease control (i.e., good, fair, poor).

The clinician’s treatment plan documented appropriate diagnostic & therapeutic measures based upon disease control and indicates when the patient is to be seen for the next clinic
follow up visit.

The clinician’s or nurse’s notes document appropriate patient education regarding disease process, diagnostic tests, treatment goals, medication purpose, and side effects, etc.

There were no lapses in medication continuity. The clinician’s assessment of medication adherence is consistent with the MAR. If the patient was non-adherent, counseling is
documented in the health record.

The clinician offered/ordered Pneumococcal and annual influenza immunizations as recommended. If accepted, the nurse documented the date of administration and initials on the
Immunization and Communicable Disease Record. If refused, the clinician or nurse obtained refusal of treatment.

Chronic Disease Management Summary:

# of Records | #N/A |Final # of Records | * °f Compliant COMMENTS
Records

Screen #1 17 0 17 16
Screen #2 17 0 17
Screen #3 17 9 8
Screen #4 17 3 14
Screen #5 17 6 11
Screen #6 17 4 13 10
Screen #7 17 5 12 4
Screen #8 17 0 17 13
Screen #9 17 2 15 14
Screen #10 17 7 10 5

Total 170 36 134 81

Compliance = 60% (81 of 134 Screens)
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Infection Control

Key: SC =Substantial Compliance, PC=Partial Compliance , NC =Noncompliance, NA = Not Applicable, NE =Not Evaluated

SC

PC

NC

NA

Question # 1

There is a Local Operating Procedure (LOP) describing the facility’s infection control program that is consistent with statewide policy.

0177

Question # 2

There is a licensed health care provider who is designated as having public health/infection control duties and who has received appropriate
orientation and training.

0178

Question # 3

There is a functional system for reporting diseases and laboratory test results, which are required by State and Federal Law (e.g., AIDS cases,
positive HIV results, Hepatitis A, B, or C, syphilis, etc.).

Question # 4

There are exposure control plans in place for airborne and blood borne pathogens that include:

a) Documentation of new hire and annual training regarding exposure control plans. Not new hire training.
b) A policy describing use of standard precautions to prevent contact with blood or other potentially infectious materials (OPIM). Yes

c) A policy describing engineering (sharps disposal, specimen handling) and work practice controls intended to eliminate or minimize
employee exposure. Yes.

d) A policy describing housekeeping procedures used to maintain a clean and sanitary environment, including a written schedule for
cleaning and methods of decontamination. No

0179

Question #5

Engineering Controls:

a) Sharps containers are secure and easily accessible in areas where sharps are used. Yes

b) Hand wash facilities are in or near all work areas and antiseptic hand cleaner are available when needed. Yes

c) An eyewash station is present and tested quarterly for functionality. The eyewash station functions properly. No eyewash station.
d) Specimen containers are used for transport of biological specimens (e.g., blood, urine). Yes.

e) Biohazard storage bins are available. Yes.

f) Blood and body fluid spills are cleaned appropriately per policy. Not evaluated.

Question # 6

Compliance with work practice controls:

a) Food and drink are not kept in refrigerators, freezers, shelves, cabinets, or counter tops where blood, laboratory specimens, or other
potentially infectious materials are kept. Yes.

b) Staff observes Standard Precautions. Not evaluated.
c) Refrigerators are labeled appropriately (biohazard for specimens, food only, or medication only). Yes.
d) Personal Protective Equipment is immediately available in health care delivery areas. Yes

e) Staff performs hand-washing as required. Not evaluated.
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Infection Control Continued: SC PC NC NA
Question 7 Are Infection Control Meetings held quarterly (minimum 4 meetings per year)? ole0
Question 8 If Question 7 is SC or PC, do the minutes address the following areas? (Put Y if topics are TR TR

QTR2 QTR 3

present or N if topic is missing, for each quarter in space provided): 1'% 418

a) TB skin testing programs for staff and youth 1 0

b) Exposure control plans and training regarding airborne and blood borne pathogens 1

¢) Hepatitis B training and vaccination programs (e.g., number of employees trained, 1 0

number accepting vaccine, and number completing vaccination series) 0

d) Staff compliance with work practice controls o8 0

e) Reporting communicable diseases for the previous quarter, noting any trends present 1 1

f) Sanitation reports (institutional and infection control) and any follow-up action taken 1 0
Question 9 If respiratory isolation rooms are used for the purposes of respiratory isolation they are functional as evidenced by routine testing (at least

N/A
monthly when not in use and daily when in use). Is staff fit-tested for N-95 respirators?
For calculating score, only give credit for applicable questions in substantial compliance. Totals: 4 1 1

Compliance = 38% (3 of 8 Applicable Questions)
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Pharmacy Services

Key: SC =Substantial Compliance, PC=Partial Compliance , NC =Noncompliance, NA = Not Applicable, NE =Not Evaluated SC PC NC NA
Question #1 Is the pharmacy currently licensed? 1
Question #2 Avre the pharmacy and medication rooms adequately lit, organized, clean, and provide sufficient space to prepare medications? 1
Does the facility pharmacist or pharmacy tech conduct monthly inspections of the pharmacy, medications rooms, and all areas
Question #3 of the facility where medications are stored? Does the facility pharmacist or designee develop and implement a plan to correct 1
identified deficiencies?
. Does the pharmacy have computers and software programs to track medication usage, inventory, cost, drug-drug interactions,
Question #4 - _~ 1
and clinical prescribing patterns?
. Does the pharmacist dispense all prescriptions into appropriate containers labeled with the youth’s name, 1D number, and
Question #5 N . . 1
medication information as required by state law?
. Is there strict accountability for all medications dispensed from the pharmacy, including medications administered from a
Question #6 . 1
night locker?
Question #7 Is there a pharmacy system for monitoring patient adverse drug reactions? 1
. Does the facility have a 24-hour prescription service or other mechanism to provide essential medications 24 hours per day
Question #8 . 1
(e.g., night locker)?
. Avre stock bottles of legend medications kept inside the pharmacy (except for biological agents such as insulin and vaccines
Question #9 o 1
under proper storage conditions)?
. Is there a facility Pharmacy and Therapeutics Committee that meets quarterly? Do P & T meeting minutes reflect meaningful
Question #10 LT . - 1
content and initiatives to improve pharmacy services?
Question #11 Avre youth with asthma permitted to keep inhalers in their possession (except for cause documented in the health record)? Are 1
youth permitted to keep other medications in their possession as determined by the CMO?
. The pharmacist provides a monthly report detailing pharmacy utilization costs, drug stop lists, monthly lists of drugs used by
Question #12 L - 1
class, and physician prescribing lists.
Question #13 When a youth paroles, is medication continuity provided in accordance with the policy? 1
For calculating score, only give credit for applicable questions in substantial compliance. Totals: 13

Compliance = 100% (13 of 13 Questions)
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Medication Administration Process

Observe all areas where medications are stored and administered. Observe the medication administration process. SC re | ne NA
Key: SC =Substantial Compliance, PC=Partial Compliance, NC =Noncompliance, NA = Not Applicable, NE =Not Evaluated
Question #1 Are medications administered from centralized medication rooms, except in specialized mental health units, SMP, TD, or BTP? 1
Question #2 Is there a local policy for medication administration that is in compliance with the statewide policy and procedure? (1
. Are the medication storage and administration rooms secure, clean, organized, and have adequate space, storage, lighting, and a sink or 185
Question #3 o 0
alcohol-based hand sanitizer?
Question #4 Avre all medications in the Documed or night locker current and accounted for (from a sample of 5 medications)? N/E
. Avre all narcotics and other controlled substances double-locked, counted at every shift, and all accounted for (from a sample of 5 186
Question #5 N 0
medications)?
Question #6 Avre all needles and syringes securely stored, counted at every shift, and all accounted for? (1l
. The medication room contains no medications that are discontinued or expired. (There is a 3-day window period to return these
Question #7 R 1
medications to the pharmacy.)
Question #8 Avre external medications stored separately from internal medications? N/E
Question #9 Does the nurse administer all legend medication from properly labeled containers and not from stock bottles? 1
Question #10 | Does custody staff provide continuous security during medication administration? N/E
Question #11 Medications that are to be administered at the hour of sleep are not administered before 2100 hours (one hour window permitted). 1
. Is the medication refrigerator clean and used only to store medications (no food or specimens)? Does staff check and log the
Question #12 - 1
temperature daily?
. Medications are not crushed except upon a physician order and for a valid reason (e.g., patient is known to hoard medication). Time-
Question #13 L 1
released medications are not crushed.
Question #14 | Observe the nurse administering medications to 5 to 10 youth, and answer the following elements. N/E
YorN
a. | The medication administration record (MAR) was available to the nurse during medication administration.
b. | The nurse confirmed the identity of the youth per policy.
¢. | The nurse compared the medication container label to the MAR.
d. | The nurse placed the medications into a cup prior to administration.
e. | The nurse performed visual oral cavity checks for medications in accordance with medication administration policies.
f. | The nurse documented on the MAR at the time the medication is administered.
g If a medication was not available after hours, the nurse obtained the medication from the Documed or night locker and

signed it out prior to administration.

Compliance = 60% (6 of 10 Applicable Questions)
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Medication Administration Health Record Review

Select 10 to 20 health records and corresponding MARs of patients receiving medications in the preceding 180 days to review.

Write the youth’s 1D number in top row below:

State ID# — 1188 2189 3190 4191 5192 61‘)3 7194 8195 9196 10]97
Screen # 1 1 1 1 1 1 1 1 0'%8 0™ 1
Screen #2 1 1 1 1 1 1 0% 1 1 0%t
Screen # 3 1 1 1 1 1 1 0% 1 1 1
Screen # 4 1 1 1 1 1 128 0% 1 1 0%
Screen #5 1 1 1 1 1 1 0% 1 1 0%’
Screen # 6 1 1 1 1 1 1 1 1 1 028
Screen # 7 0% 0?10 e 1 1 1 1 1 022 0213
Screen # 8 1 1 0* N/A N/A N/A 0 N/A N/A N/A
Screen # 9 1216 1217 1218 1 1219 1 1220 1 1 1

Screen #1 The medication orders were complete (name of medication, strength, route of administration, frequency, duration, and number of refills).

Screen #2 The clinician order was dated, timed, and legibly signed (if the signature is not legible, a signature stamp must also be used).

Screen #3 The clinician documented an appropriate clinical note that corresponds with the initial medication order.

Screen #4 The nurse dated and timed the medication order transcription (routine orders within 4 hours, urgent orders within 2 hours, and stat orders within 1 hour).

Screen #5 The nurse and/or pharmacy accurately transcribed the physician order onto the MAR.

Screen #6 The MAR reflected that all medications were initiated within 24 hours of the order being written or on the start date ordered.

Screen #7 There is documentation of medication administration status (e.g., administered, refused, etc.) for every dose ordered for the youth.

Screen #8 For discontinued medications, the nurse discontinued medications according to policy.

Screen #9 The MAR is neat and legible, and contains legible initials, signatures, and credentials of nursing staff who have administered medications to youth.
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MAR Review Summary:

# of Compliant

# of Records #N/A | Final # of Records Records COMMENTS

Screen #1 10 0 10 8
Screen #2 10 0 10 8
Screen #3 10 0 10 9
Screen #4 10 0 10 8
Screen #5 10 0 10 8
Screen #6 10 0 10 9
Screen #7 10 0 10 5
Screen #8 10 6 4 2
Screen #9 10 0 10 10

Total 90 6 84 67

Compliance =80% (67 of 84 Applicable Screens)
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Urgent/Emergent Care Services

Select 10 to 20 health records from the Urgent/Emergent Care Tracking Log in the previous 180 days. Key: SC = Substantial Compliance, PC = Partial SC PC NC NA
Compliance, NC = Noncompliance, NA = Not Applicable, NE =Not Evaluated
Question # 1 There is an Urgent/Emergent Tracking Log that records all unscheduled health care encounters. 1
. Emergency equipment and supplies at the facility are consistent with the statewide policy and procedure. The facility has at least one 221
Question # 2 - 0
automated external defibrillator (AED).
. The emergency equipment, medications, and supplies are in proper working order. An equipment checklist log shows that health care 222
Question # 3 - - - : 1
staff inspects equipment and supplies each shift.
Question # 4 There is documentation that health care providers have been trained regarding emergency response. There is documentation of the last 023
three emergency drills and one disaster drill, which delineates the events of the drill and identifies strengths and weaknesses.
. Interview nurses, physicians, nurse practitioners, physicians assistants, and dentists to ensure that all know how to properly operate the
Question #5 A . . N/E
emergency equipment (O, Ambu bag, cardiac monitor, AED, etc.).
For calculating score, only give credit for applicable questions in substantial compliance. Totals: 2 1 1 1
Write the youth’s ID number in the top row:
State ID# — 1 2 3 4 5 6 7 8 9 10
1/23/08 1/28/08 1/18 1/14/08 2/14/08 2/12/08 1/23/08 1/19/08 2/8/08 2/21/08
Screen#1 1 1 1 1 1 1 1 1 1
Screen # 2 0% 0% 1 0% 1 0# 1 1 1 1
Screen # 3 N/A 1 08 0% 1 1 0% 1 1 0%t
Screen # 4 N/A 1 N/A N/A 1 1 1 1 1 0%
Screen #5 1 N/A N/A N/A N/A N/A 0% 0% N/A N/A
Screen # 6 N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
Screen # 7 N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
235 236 237 238 239
State ID# —> 11 12 13 14 15 6 7 8 9 10
Screen# 1 1 1 1 1 1
Screen # 2 0240 N/A 1 1 0%
Screen #3 0242 N/A 024 1 0
Screen # 4 0% N/A 0*° 1% 0
Screen #5 0% 08 1% 0%0 0
Screen # 6 N/A 0%t 0%? 1 0
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|| Screen # 7 || N/A 1% 0%® 0 | | ||

Screen # 1 The entry in the Urgent/Emergent Log is complete, legible, and there is a corresponding progress note in the health care record.

Screen # 2 The nurse documented the date and time of the encounter and documented an assessment in SOAP format.

Screen # 3 The nurse’s subjective and objective evaluation was appropriate given the nature of the complaint (e.g., vital signs, SOB = peak flow meter, abdominal pain =abdominal
assessment)

Screen # 4 The nurse’s assessment and plan were appropriate, including notification or referral to the clinician when clinically indicated.

Screen #5 If the nurse referred the youth to a clinician, the follow-up visit was timely and clinically appropriate.

Screen # 6 For patients returning from the emergency room, nursing staff contacted the physician on-call to obtain follow-up orders.

Screen #7 If the youth was sent to an outside facility, the physician saw the youth the following business day.

Urgent/Emergent Care Summary:

#of Records | #N/A | fFli';’;l)r ds # "fl{i‘c’;‘;‘;l:a“t COMMENTS
Screen # 1 15 0 15 15
Screen # 2 15 1 14 8
Screen # 3 15 2 13 6
Screen # 4 15 4 11 7
Screen #5 15 7 8 2
Screen # 6 15 11 1
Screen#7 15 11 4 1
Total 105 37 68 41 Plus 2 of 4 Applicable Questions

Compliance = 57% (42 of 73 Applicable Questions + Screens)

March 2008

Page 27



Outpatient Housing Unit

Select 10 to 20 health records of patients currently admitted or discharged from the OHU within the last 180 days.
Key: SC =Substantial Compliance, PC=Partial Compliance , NC =Noncompliance, NA = Not Applicable, NE =Not Evaluated

SC PC NC NA

Question #1 There is a local policy and procedure that is consistent with the statewide policy and procedure. 0
. There is an Outpatient Housing Unit (OHU) log that lists all youth placed in the OHU in the past 180 days. The log contains youth 256

Question #2 N . . 0

name, 1.D. number, reason for admission and admission and discharge dates.
Question #3 There is a current, standardized nursing procedure manual in the OHU at all times. 0
Question #4 There is in policy and actual practice a physician on call 24 hours per day, 7 days a week. 1
Question #5 All youth placed in an OHU are within sight or sound of licensed health care staff at all times in accordance with policy 1

For calculating score, only give credit for applicable questions in substantial compliance. Totals: 2 1 2

Write the youth’s ID number in the top row:

State ID# > 1 2 3 4 5 6 7 8
Placement date: > 2/4/08 12/23/07 12/26/08 11/30/07 2/15/08 1/12/07 1/23/08 1/28/07
Discharge date: > 2/7/08 12/25/07 12/27/08 12/10/07 2/21/08 1/21/07 1/24/08 217107
Screen# 1 1 1 1 1 1 1 1 1
Screen # 2 0257 0258 0259 0260 0261 0262 0263 0264
Screen # 3 1 1 1 1 1 1 1 1
Screen # 4 0265 0266 0267 0268 0269 1 0270 0271
Screen # 5 1 1 1 1 1 1 1 1
Screen # 6 1 1 1 1 1 1 1 1
Screen #7 0272 1 1 1 0273 1 1 1
Screen # 8 1 1 1 1 1 1 1 1
Screen #9 1 1 1 1 1 1 0274 1

Screen #1 The clinician (MD, NP, PA, or psychologist) wrote or gave a verbal order to place the youth in the OHU.

Screen #2 The clinician orders include the initial impression: diagnostic and therapeutic measures, the frequency of vital signs, and other monitoring (e.g., peak flow meter and
capillary glucose measurements, etc.), and clinical criteria for notifying the physician (change in clinical status).

Screen #3 The youth’s clinical condition/reason for admission did not exceed the criteria for placement in the OHU.

Screen #4 A nurse documented an appropriate initial assessment, plan of care, and patient education (including orientation to the OHU).

Screen #5 The clinician performed and documented a clinical assessment on the next business day or sooner, if clinically indicated.
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Screen #6
Screen #7
Screen #8
Screen #9

Nursing assessments are documented at least once every shift, or more often if clinically indicated, and are pertinent to the admitting diagnosis (es).

A clinician conducts clinically appropriate rounds that are documented in the UHR daily, Monday through Friday.

The UHR reflects that the clinical and nursing plan of care was implemented (e.qg., vital signs recorded, lab tests performed, medications administered, etc.).

A physician and nursing discharge note was completed at the time of release from the OHU.

Outpatient Housing Unit Summary:

# of Records

#N/A

Final # of Records

# of Compliant
Records

COMMENTS

Screen #1

8

Screen # 2

Screen # 3

Screen # 4

Screen #5

Screen # 6

Screen #7

Screen # 8

Screen # 9

(0|0 ||| |0O| 0|0

CO |0 |CO|0CO|OCO|OCO|OO]| | OO

~N|oo[fod|0|O |, |0]|O

Total

<1
N

S| O] O O] O] O] O] O] ©o|O©

<1
N

(9]
'y

Plus 2 of 5 Applicable Questions

Compliance = 73% (56 of 77 Applicable Questions + Screens)

March 2008

Page 29



Health Records

Key: SC =Substantial Compliance, PC=Partial Compliance , NC =Noncompliance, NA = Not Applicable, NE =Not Evaluated SC PC NC NA
. Local policies are consistent with statewide policies and procedures, and address all aspects of health record management. (See Audit 275
Question # 1 : 0
Tool Instructions.)
Question#2 | The Movement and Problem List is visible upon opening the UHR. 0%
Question # 3 There is a functional tracking system for laboratory, diagnostic, and consultation reports. 0%’
Question #4 | The facility has a functional system for UHR accountability, filing, and retrieval. 0?78
For calculating score, only give credit for questions in substantial compliance. Totals: 0 3 1
Compliance = 0% (0 of 4 Applicable Questions)
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Preventive Services

Select 10 to 20 health records of youth who have been in DJJ over one year. SC PC NC NA
Key: SC = Substantial Compliance, PC = Partial Compliance, NC = Noncompliance, NA = Not Applicable, NE =Not Evaluated
Question #1 There is a policy and procedure regarding preventive services that is consistent with the US Preventive Services Task Force
(USPSTF) and American Medical Association Guidelines for Adolescent Preventive Services (GAPS) in areas that are
applicable to DJJ youth.

Write the youth’s ID number in the top row:
State ID# > 1 2 3 4 5 6 7 8 9 10
Screen # 1 1 1 1 1 1 1 1 1 1 1
Screen #2 N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
Screen # 3 1 07" 1 1 1 1 1 %0 1 1
Screen# 4 1 0281 0282 0283 1 0284 1 0285 0286 0287
Screen #5 1 1 1 1 1 1 1 1 0%8 1
Screen # 6 1 N/A N/A 1 N/A 1 1 1 1 N/A

Screen # 1 TB skin testing was performed annually. If previously positive, a nurse conducted a TB symptom screen.

Screen # 2 Annual pap smears were performed (at a minimum) beginning 3 years after initiation of sexual intercourse and 2 consecutive years thereafter. If there are 3 consecutive normal

annual pap smears, then they are performed every 3 years thereafter. Management of abnormal pap smears was appropriate, including referral.

Screen # 3 A nurse measures the youth’s blood pressure annually. The nurse refers youth with abnormal blood pressure to a clinician.

Screen # 4 A nurse measures the youth weight annually. Obesity is addressed if clinically indicated (BMI >24 %).

Screen #5 Hepatitis A and B vaccinations are current, as applicable.

Screen # 6 Youth are offered Tetanus-Diphtheria Booster if not received within ten years.
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Preventive Services Summary:

#of Records | #N/A | Final#of Records | ' °f Compliant COMMENTS
Records
Screen # 1 10 0 10 10
Screen # 2 10 10 0 0
Screen # 3 10 10 8
Screen # 4 10 10 3
Screen#5 10 10 9
Screen # 6 10 6 6
Total 60 14 46 36 Plus 1 of 1 Question

Compliance = 79% (37 of 47 of Questions + Screens)
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Consultation and Specialty Services

Interview staff responsible for specialty service contracts and consultation tracking. Review the Consultation Tracking log. Select 10 health records from

the facility of youth who received consultation services in the last 180 days. SC PC NC NA

Key: SC = Substantial Compliance, PC = Partial Compliance, NC = Noncompliance, NA = Not Applicable, NE =Not Evaluated

Question #1 There is a local consultation policy and procedure that is consistent with the statewide policy. 0

Question #2 The facility has implemented the outside specialty care log to include receipt of reports. Staff maintains it accurately and 02
contemporaneously.

Question #3 There is sufficient custody staffing and cooperation to transport youths to outside medical appointments. 1
For calculating score, only give credit for questions in substantial compliance. Totals: 1 2

Write the youth’s 1D number in top row:

State ID# > 1 2 3 4 5 6 7 8 9 10
Screen # 1 0 0 0 1 0 1 1 0 1 1
Screen #2 N/A N/A N/A 1 N/A 1 1 0 1 1
Screen #3 0 0 1 1 0 1 0 1 1 N/A
Screen # 4 1 0 N/AZ® 1 1 1 1 0%t 1 1
Screen #5 0 0 0 N/A 0 0 0 0 0
Screen # 6 0 0 N/A? 0% 0%% 1 0 N/A 0 0
Screen # 7 1 0 1 0 0% 0%° 0 0 0
Screen #8 N/A 0%’ 1 N/A 0*® 0% N/A N/A N/A N/A
Screen #9 N/A 0 N/A 03 0% N/A N/A 0% N/A N/A

Screen # 1 The health record contained a Consultation Request Form. The clinician legibly documented the service requested, urgency (routine or urgent), and dated and signed the form.

Screen # 2 The clinician legibly documented the history of the present illness, physical findings, and lab data that supports the rationale for the service on the Consultation Request Form.

Screen # 3 The clinician legibly documented the medical history, physical and laboratory findings, and an assessment that supports the need for the consult in the Progress Notes.

Screen # 4 The record reflects that the youth was seen by the consultant within the required time frames (90 days for routine, 10 ten days for urgent unless indicated sooner).

Screen #5 Upon the patient’s return from the consultation appointment, the nurse reviewed the consultant’s recommendations and addressed any urgent recommendations.

Screen # 6 The clinician reviewed, dated, and initialed the consultation report within 3 business days of the youth’s return to the facility or receipt of the report.

Screen # 7 The UHR shows that the clinician met with the youth 5 business days (sooner if clinically indicated) to review results of the consult with the youth and develop a treatment plan.

Screen # 8 The health record reflected that the consultant’s recommendations were ordered and implemented, or a valid reason for not implementing the recommendations was documented
(i.e., patient is out to court, refused, etc.). If the physician disagrees with the consultant’s recommendations, an appropriate alternate plan of care was ordered and implemented.

Screen #9 The health record reflected that the clinician monitored the youth to ensure that the treatment plan was implemented and the desired clinical outcome was achieved, or the
treatment plan was amended.
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Consultation and Specialty Services Summary:

# of Records #N/A | Final # of Records # of Compliant COMMENTS
Records
Screen#1 10 0 10 5
Screen #2 10 4 6 5
Screen # 3 10 1 9 5
Screen # 4 10 1 9 7
Screen #5 10 1 9 0
Screen # 6 10 2 8 1
Screen #7 10 0 10 2
Screen #8 10 6 4 1
Screen#9 10 6 0
Total 90 21 69 26 Plus 1 of 3 Questions

Compliance =38% (27 of 72 of Questions + Screens)
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Peer Review

Review the local and statewide peer review policies and procedures, interview staff, inspect peer review file storage locations.
Review peer review files to ensure compliance with policy and the Health Care Remedial Plan.

Key: SC = Substantial Compliance, PC = Partial Compliance, NC = Noncompliance, NA = Not Applicable, NE = Not Evaluated sC PC NC NA
Question # 1 The local peer review policy and procedure, and actual practice are consistent with the statewide policy and procedure, 0
NCCHC standards, and the Health Care Remedial Plan.
The Statewide DJJ Medical Director, Health Care Director, or clinical service chief monitors the peer review process, which
Question # 2 includes regular reporting from the facilities on peer review activities and regular quality management meetings at least 1
annually.
Question # 3 The CMO reviews sentinel events (unexpected hospitalizations, medical errors) and the Statewide Medical Director/Chief 0
Psychiatrist reviews the reports of these investigations. The Statewide Medical Director/Chief Psychiatrist reviews all deaths.
Question # 4 There is biannual peer review for MDs, PAs, and NPs at each facility. These files are marked “Peer Review” and kept in a 1
secure location. There is documentation that findings have been shared with applicable staff
. The peer review process includes a meaningful corrective and adverse action process up to, and including, suspending
Question #5 L f . . ; 1
privileges for inappropriate care or unprofessional behavior.
For calculating score, only give credit for questions in substantial compliance. Totals: 3 2

Compliance = 60% (3 of 5 Questions)
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Credentialing

Review the local and statewide credentialing policies and procedures, interview staff, and inspect storage locations of credential files.
Review credentials files to ensure compliance with policy and the Remedial Plan.

Key: SC =Substantial Compliance, PC = Partial Compliance, NC = Noncompliance, NA = Not Applicable, NE =Not Evaluated SC PC NC N/A

Question # 1 The local credential policies and procedures, and actual practice are consistent with statewide policies and procedures, NCCHC 0
standards, and the Health Care Remedial Plan.

Question # 2 Credential files are stored in a locked cabinet with access limited to those with a legitimate need to know. 1

Question # 3 Specific staff is assigned to maintain the credential files. Inspection shows that the files are current and well-maintained. 1
Review all credential files. They contain the required elements of the Health Care Remedial Plan:
a) Curriculum Vitae that includes relevant personal information; undergraduate, graduate, and postgraduate education
b) Employment history and hospital appointments (including disciplinary action and loss of privileges)
c¢) Academic appointments and society memberships, if applicable
d) Copies of all current licenses, registrations, board certifications, and Drug Enforcement Agency (DEA) licenses
e) Statement of physical and mental health

' f) Drug and alcohol dependence history, if any

Question # 4 g) Results of National Practitioner Data Bank Inquiry 1
h) Prior and current malpractice claims and judgments
i) Prior professional liability coverage and current coverage for contractors, if not covered by State of California
j) ECFMG certificate, if applicable
k) Authorization for release of information for any information required to complete the application process, including
confidential material
1) Three references

. Review of credentialing process listed in question #4 reveals no substantial problems or concerns regarding the clinician’s

Question #5 . - 1
mental fitness, clinical competence, or moral character.

Question # 6 Recredentialing occurs bi-annually. All files are current. 1
Physicians, nurse practitioners, and physician assistants do not begin work until the credentialing process is completed. Under

Question # 7 extenuating circumstances, temporary privileges may be granted until the credentialing process is completed, not to exceed 3 1
months.

Question # 8 Physicians or nurse practitioners treating chronically ill youth are board certified or eligible in a primary care-related field. 1
Physicians treating HIV infected youth are board certified in infectious diseases (ID) or have completed a primary care residency

Question # 9 with additional HIV related training, and are experienced in the treatment of HIV patients. If no facility clinician meets this 1
requirement, 1D consultants are used.
For calculating score, only give credit for applicable questions in substantial compliance. Totals: 8 1

Compliance = 88% (8 of 9 of Questions)
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Quality Management

Review the local and statewide Quality Management Program policy and procedure. Review the composition of the QM Committee and meeting

minutes. Key: SC = Substantial Compliance, PC = Partial Compliance, NC = Noncompliance, NA = Not Applicable, NE =Not Evaluated SC PC NC NA
Question # 1 There is a local policy and procedure that is consistent with the statewide policy and procedure. 1
Question # 2 The facility has a Quality Management (QM) Committee that meets quarterly or more often as needed, as determined by Statewide 1303
policy.
Question # 3 The composition of the institutional QM Committee meetings meets policy requirements. 1
Question # 4 Minutes of the QM Committee are available for review. 1
Question #5 QM studies for the previous 2 quarters from the date of the last audit are available for review. 0304
The reasons for the QM studies performed by the facility are specified on the tools or in meeting minutes, and are related to suspected
Question # 6 problems identified by staff, Health Care Service audits, Superintendents, and youth, etc. (high risk, high volume, problem prone 0
aspects of care).
The most recent Corrective Action Plan (CAP) developed as part of a QM study is reviewed for the following: Y N NA
Enter date of CAP reviewed:
a) The CAP identified specific improvements needed.
b) The CAP identified specific staff members responsible for improvements.
ion # 7 ¢) The CAP had a targeted completion date. :
Question d) There was documentation to indicate any recommended training was held.
e) Follow-up studies were done to determine whether or not corrective actions solved the problem or issue.
Physician Chart Reviews:
a) There will be quarterly review of nursing sick call records based upon criteria developed by the QM Committee (a
Question # 8 minimum of 5 records per nurse performing sick call) 0%%
b) Outpatient Housing Unit: 10% or 10 records/ quarter. Findings are addressed at QM meetings.
The Supervising Nurse reviews 10 records monthly of each nurse who conducts nursing sick call, urgent care, or outpatient housing
Question # 9 unit care. There is documentation that findings from chart reviews have been discussed with the applicable staff members. As 1
performance improves, reviews may be performed quarterly.
On at least an annual basis, the Chief Medical Officer develops a Quality Management report for the Statewide Medical Director that
. focuses on high risk, problem prone aspects of patient care; identifies deficiencies; makes recommendations for improvements; and
Question # 10 - L9 o S 0
provides direction for quality improvement activities.
For calculating score, only give credit for applicable questions in substantial compliance. Totals: 5 3 2

Compliance = 50% (5 of 10 of Questions)
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Total Number of Questions and Screens Evaluated =744

Total Number of Questions and Screens in Substantial Compliance =453

Total Score =61%
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Endnotes:

! This report was revised on 4/14/08 following comments from Doug Ugarkovich.
% The SRN is unsure that nurses have pay parity with CDCR Nurses. This will be further explored by the experts with headquarters staff.
® Dr. Tanson is board-certified in family practice.

* The CMO states that funds have been allocated but funds have not been deposited to the respective account. Staff report that they are still required
to obtain 3 bids for everything over $100, even if only there is only one manufacturer. They are required to fill out extensive justifications for
standard equipment (e.g. shredders, copiers, and file cabinets) including requirements to draw dimensions of the room and where the equipment will
be placed, specify what documents are going to be filed or shredded). This is time consuming and excessive.

® Staff reported issues with youth being escorted to the clinics.

® There is a system however there is one staff member whose license expired in January 2008. It was later determined that the nurse no longer works
at the facility, however this should be noted on the tracking log. Credit given.

" The facility does not provide a standard security or health care orientation for staff. According to staff, the facility conducts basic orientation for all
new employees infrequently. The last one was reported to have occurred six months previously, even though new employees have been brought on
board.

® Staff has not received formal training for all new policies and procedures.
°[] Identity removed. Parole Violator. Arrived on 12/4/07.

1977 1dentity removed. Parole Violator arrived on 1/30/08.

117 Identity removed. Parole violator arrived on 1/22/08.

1217 Identity removed. Parole violator arrived on 12/4/07.

317 1dentity removed. Parole violator arrived on 1/16/08.

1] Identity removed. Parole violator arrived on 10/31/07.

317 Identity removed. Parole violator arrived on 1/16/08.

1817 Identity removed. Parole violator arrived on 1/9/08.
1] Identity removed. Parole violator arrived on 2/20/08.

8] Identity removed. Arrived on 12/6/2007.
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9 The nurse documented that the UHR was not available at the time of the encounter.

% The nurse documented that the UHR was not available at the time of the encounter.

21 NP did not document a response to question “Have you been treated for a medical problem in the last six months?”
22 No January 2008 MAR showing that the patient received Albuterol Inhaler.

2% Visual acuity not measured.

% Visual acuity not measured.

2® Visual acuity not measured.

%8 \/isual acuity not measured.

2" Visual acuity not measured. TB skin test planted but results filed in the diagnostic reports section.
%8 \isual acuity not measured.

2% Visual acuity not measured.

%0 visual acuity not measured.

%1 Visual acuity not measured.

%2 \isual acuity not measured.

%3 Lab report available on 12/9/07 but not initialed as reviewed until 12/27/07. No documentation in the progress notes that youth was notified and
counseled regarding laboratory test results (RPR, HIV, Chlamydia, and GC). A nurse wrote a physician order that the youth was notified of test
results. Upon interview, we learned that the nurse goes out to the housing units with the lab test results and notifies the patients in the housing units.
This does not provide a confidential setting for the youth to ask questions or provide risk-reduction counseling.

% On 1/23/08 the patient refused an RPR and HIV antibody test. The refusal was obtained by a nurse. The form used does not document the
consequences of refusal of this testing by a clinician.

% Lab report available on 12/9/07 but not initialed as reviewed until 12/27/07. A nurse wrote a physician order that the youth was notified of test
results. Upon interview, we learned that the nurse goes out to the housing units with the lab test results and notifies the patients in the housing units.
This does not provide a confidential setting for the youth to ask questions or provide risk-reduction counseling.

3 Routine labs ordered but results not found in the record.

%" Routine labs reported on 1/17/08 initialed by NP on 1/23/08. NP wrote an order to notify youth. A nurse wrote a physician order that the youth was
notified of test results. Upon interview, we learned that the nurse goes out to the housing units with the lab test results and notifies the patients in the
housing units. This does not provide a confidential setting for the youth to ask questions or provide risk-reduction counseling.
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%8 Urine Chlamydia and Gonorrhea test obtained (Chlamydia screen was positive), but there are no orders or results for an RPR or HIV antibody test.
No refusal documented.

% This youth who has a history of hypertension and ‘mild stroke’ refused all lab testing. This was noted in the progress notes not on a refusal form. A
physician should counsel the youth regarding the need for cholesterol and kidney function tests given his medical history.

“% There is no documentation in the progress notes that the patient was notified, counseled and had the opportunity to ask questions.

“There is no documentation in the progress notes that the patient was notified and counseled in person and had the opportunity to ask questions.
“2See previous comment.

*® There is no documentation in the progress notes that the patient was notified and counseled in person and had the opportunity to ask questions.
* No documentation of HIV post-test counseling.

** No documentation of HIV post-test counseling.

“® Genital examination not performed. “Declined.”

*" The youth had a history of moderate asthma listed on the Problem List fr