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EXECUTIVE SUMMARY

This is the second report submitted pursuant to the MOA? and the Monitoring
Agreement,® covering the period from July 30, 2007 through December 31, 2007. During this
monitoring period, the Monitoring Team* has visited each of the Facilities® on multiple occasions
in order to provide technical assistance and conduct monitoring. In addition to the technical
assistance provided with regard to the provision of medical and mental health care during the
visits to the Facilities, the Monitoring Team was able to provide technical assistance with regard
to the drafting of the State’s new policies, and provide suggestions to the parties regarding the
appropriate definitions of substantial compliance for each provision of the MOA.

During this monitoring period, the Monitoring Team conducted interviews of leadership
and staff of Delaware Department of Correction (“DOC”) and Correctional Medical Services
(“CMS”),? and inmates housed in the Facilities.” In addition, the Monitoring Team has reviewed
between 100 to 200 medical records at each facility, except at Baylor, where approximately 50 to
100 files were reviewed due to the smaller size of this facility. All of these materials, in

% The “MOA” refers to the Memorandum of Agreement between the United States Department
of Justice (“DOJ”) and the State of Delaware (the “State”) regarding the Delores J. Baylor
Women’s Correctional Institution, the Delaware Correctional Center, the Howard R. Young
Correctional Institution, and the Sussex Correctional Institution, which was entered into on
December 29, 2006. The MOA is attached to this report as Appendix I, and is available at
http://www.deprisonmonitor.org/pdf/delaware_prisons_moa_12-29-06.pdf.

¥ The “Monitor Agreement” refers to the Agreement between Joshua W. Martin Il (the
“Monitor”) Individually and on Behalf of Potter Anderson & Corroon LLP and the State of
Delaware, which was entered into on May 14, 2007 (the “Monitor Agreement”).

* The Monitor has retained a team of medical and mental health experts. The Monitor, together
with the medical and mental health experts and other attorneys, are hereinafter referred to as the
“Monitoring Team.”

> The term “Facilities” refers to the Delores J. Baylor Women’s Correctional Institution
(“Baylor”), the Delaware Correctional Center (“DCC”), the Howard R. Young Correctional
Institution (“HRYCI”), and the Sussex Correctional Institution (“SCI”).

® CMS is a private contractor that has been providing medical and mental health care services at
the Facilities since it took over the prior vendor’s contract on July 1, 2005. The CMS website is
available at http://www.cmsstl.com.

” The Monitoring Team also has received unsolicited information from inmates, their families,
advocates, community groups and other external sources, which has been taken into
consideration.



connection with the observations that the Monitoring Team made while on site at the Facilities,
form the basis of the compliance assessments® contained in this Report.

The compliance assessments made in this report regarding the State’s compliance with
the provisions of the MOA are made by consensus of the Monitoring Team, which means that
the Monitoring Team reviews the evidence and determines whether the evidence shows
substantial, partial or no compliance with a provision of the MOA. The State and the DOJ
continue to discuss the approach to be used in the future with regard to measuring the State’s
compliance with the provisions of the MOA. Specifically, the parties are attempting to identify
with greater precision the relevant universe of documents to be reviewed, and, to the extent
feasible, objective indicators of compliance. The Monitor is hopeful that that approach will be in
place for the next report, which is due on or about June 29, 2008.

Summary of Findings

In the first report, the Monitor focused on describing problems with clinic space and
equipment available at each of the Facilities, the staffing of leadership positions, and
documenting and maintaining appropriate data so that both the Monitoring Team and the State
can measure the State’s performance. After the first report, the DOC created a Corrective Action
Plan to ameliorate the sanitation issues highlighted in the first report. The Monitoring Team
notes that the DOC has been more successful in maintaining sanitary infirmaries. Additionally,
the DOC has been fairly responsive to the Monitoring Team’s suggestions regarding the use of
certain spaces within the Facilities to ameliorate the budgetary and structural constraints of those
Facilities, resulting in some improvement in that regard. Clinic space and equipment, especially
as it relates to how lack of privacy can limit the adequacy of medical and mental health services
provided to inmates, is an issue that has arisen since the first report.

The lack of stable and effective leadership at the vendor-level remains a concern.
Without stable and effective leadership, the State will be significantly hampered in its attempts to
become compliant with the MOA. As will be seen throughout this report, while CMS has had
some success in filling leadership positions, there has continued to be turnover, and those
individuals filling the leadership positions have not yet had enough time in those positions for
their influence to be seen in results of this report. Moreover, there has been consistent turnover
at staff-level positions, and, at HRYCI in particular, there is a problem with staff insubordination
that needs to be addressed because it affects inmate medical and mental health services
negatively.

The Monitoring Team has also faced difficulty in receiving consistent and accurate
information from CMS. On a number of occasions, well-meaning individuals have given the
Monitoring Team information about a practice or procedure that they believe is being followed.
Upon further investigation by the Monitoring Team, it often turns out that such practice or

® For those provisions of the MOA for which the Monitoring Team made an assessment, there
are three different compliance assessments possible: substantial compliance, partial compliance,
and non-compliance. These compliance assessments will be explained at greater length in the
introduction to the report.



procedure is not, in fact, being followed in spite of the belief of the individual providing
information. This is symptomatic of a lack of supervision of staff, and poor or non-existent self-
monitoring. The Monitoring Team recommends that CMS begin to self-monitor for compliance
with DOC policies as soon as possible so as to be able to assess its own compliance, and provide
the Monitoring Team with reliable information.

Additionally, the Monitoring Team has noted that in many medical records that have
been reviewed, both nursing and physician documentation of care is poor. Poor documentation
can be symptomatic of an overburdened staff without the time to keep up with filing,® or of care
not being provided at all. In some cases, staff could be providing adequate care for an inmate but
IS too busy to document that care. In that case, the Monitoring Team will be unable to make the
determination that there is adequate care because it is not properly documented in the inmate’s
medical record. On the other hand, the fact that there is inadequate documentation of the care
provided to an inmate can also indicate that, in fact, inadequate care is being provided to an
inmate. The Monitoring Team has found examples of both of these scenarios. In either case, the
lack of documentation creates difficulty in providing adequate medical care in future
circumstances because it will be more time consuming for staff to determine the inmates history.

Summary of State’s Compliance

The MOA contains fifty-five provisions which apply to Baylor, and fifty-four provisions
which apply to each of the other three facilities. The Monitoring Team’s assessments of the
Facilities are as follows:™

. The Monitoring Team found Baylor in substantial compliance with nine of the
fifty-five provisions; in partial compliance with twenty-four of the provisions; and
in non-compliance with five provisions. The Monitoring Team did not assess
Baylor with respect to seventeen of the provisions.™

® Medical records filing and maintenance is better left to individuals who are trained in that
specialty. The Monitoring Team has recommended that CMS hire appropriately qualified
individuals to supervise medical record-keeping on a statewide and facility level to ensure more
adequate medical record-keeping as well as alleviate an unnecessary burden on nursing staff.
CMS advertised for a central office position, but the Monitoring Team has not received
information regarding CMS’ continued efforts and success regarding recruiting for that position.

19 Certain provisions of the MOA contain separate assessments for medical and mental health
services. Thus, there are a greater number of specific assessments in the text of this report than
are discussed in the above summary. In order to count each provision of the MOA only once for
the purpose of the above summary, the Monitoring Team combined the medical and mental
health assessments.

1 Certain provisions were not assessed at each of the facilities for one of two general reasons.
First, some provisions were not monitored because of time constraints which prevented the
Monitoring Team from assessing all of the provisions. Second, certain provisions were not
assessed because the Monitoring Team deferred assessment at this time.



The Monitoring Team found that DCC was in substantial compliance with seven
of the fifty-four provisions; in partial compliance with thirty-four of the
provisions; and in non-compliance with two provisions. The Monitoring Team
did not assess DCC with respect to eleven of the provisions.

The Monitoring Team found that HRYCI was in substantial compliance with six
of the fifty-four provisions; in partial compliance with thirty-four of the
provisions; and in non-compliance with five provisions. The Monitoring Team
did not assess HRY CI with respect to nine of the provisions.

The Monitoring Team found that SCI was in substantial compliance with nine of
the fifty-four provisions; in partial compliance with twenty-six of the provisions;
and in non-compliance with five provisions. The Monitoring Team did not assess
SCI with respect to fourteen of the provisions.

While the State needs to continue improving, the Monitoring Team notes that during the
time period between the first report and this report, the State has completed a number of tasks
which are relevant to its obligations under the MOA, including the following:

Released the first of its semi-annual Compliance Reports on July 30, 2007;*2

Drafted new and/or revised policies after consulting with the Monitoring Team,
and submitted those policies to the DOJ;

Received approval of all new and/or revised policies submitted to DOJ to date;™

Posted the DOC policies, Compliance Report, and Action Plan on the DOC
website;'*

Implemented an updated version of the Delaware Automated Correctional System
(“DACS”) computer program and trained DOC and CMS personnel on that
program;

Recruited and hired a Compliance Coordinator, who performs a number of
important tasks to assist the State in achieving compliance with the MOA;

12 The State is required to report its progress toward implementing its Action Plan, which was
issued on April 5, 2007. See MOA {1 65, 66. The State’s next semi-annual Compliance Report
is scheduled to be issued on January 31, 3008. The first Compliance Report can be found at:
http://www.doc.delaware.gov/information/Prison%20health%20Care.shtml.

3 The DOC medical unit policies can be found at:
http://www.doc.delaware.gov/information/DOC Policy Manual6.shtml.

1 The Action Plan is attached as Appendix |1 to this report, and is available at:
http://doc.delaware.gov/information/Prison%20Health%20Care.shtml.




Trained 2,247 DOC staff on suicide prevention issues, as required under § 43 of
the MOA,;

Contracted with CMS for increased staffing at the Facilities based on
recommendations previously obtained from members of the Monitoring Team;

Conducted a campaign encouraging DOC inmates and personnel to be vaccinated
against the influenza virus, in accordance with recommendations issued by the
Centers for Disease Control (“CDC”); and

Has received approval for some plans to ameliorate the privacy and clinic space
concerns highlighted in the report.
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INTRODUCTION

The First Semi-annual Report of the Independent Monitor for the State of Delaware
Department of Correction was published on June 29, 2007, and represented a preliminary
overview of the Monitor’s duties, and summaries of the Monitor’s first observations regarding
the State’s compliance with the MOA.™

This second report represents the Monitoring Team’s first opportunity to conduct and
report on monitoring of the facilities. The organization of the report is a review of each MOA
provision, any findings made by the Monitoring Team regarding that MOA provision, an
assessment of the State’s compliance with that provision of the MOA, and recommendations, if
any, to assist the State in reaching substantial compliance with a given provision of the MOA.

Between the publication of the first report and this second report, the Monitoring Team
visited the Facilities on a number of occasions to offer technical assistance and perform
monitoring, spending a great deal more time at the Facilities during October and November
2007. Also, during this time period, the State completed its new policies, and submitted those
policies to the DOJ for approval. The DOJ approved the policies. The State continues to
develop and revise the policies as needed. Further, the State is now in the process of developing
and implementing procedures at the facility level.

Additionally, the DOC and the DOJ continue to work cooperatively to identify with
greater precision the relevant universe of documents to be reviewed, and, to the extent feasible,
objective indicators of compliance. The Monitor is hopeful that that approach will be in place
for the next Report, which is due on or about June 29, 2008. For purposes of this report, the
Monitoring Team used a consensus approach to determine the State’s level of compliance with a
given MOA provision. This approach might change in future reports depending upon the
parties” agreement regarding the proper substantial compliance metrics.

Definition of Assessment Ratings

Pursuant to paragraphs 71 and 72 of the MOA, the Monitor is required to review and
report on the State’s implementation of, and assist with the State’s compliance with, the MOA.
The Monitor must determine whether the State has successfully complied with each requirement
contained in the MOA at each of the Facilities. In order to make that determination, the parties
must agree upon appropriate measurements and standards against which the State’s performance
will be compared. The parties are discussing what will constitute substantial compliance for
each requirement of the MOA. The following are the assessment ratings used by the Monitoring
Team:

> The first report can be found on the Monitor’s website, at the following address:
www.deprisonmonitor.org. The website contains an overview of the Monitor’s role, and links to
press releases and reports. All future reports will be posted on the website.




e The term *“substantial compliance” shall mean that the State has satisfied the
requirements of all components of the assessed MOA provision. If the State has sustained
substantial compliance with all provisions of the MOA for a period of one year, then the State
may submit a written request to the DOJ for early termination of the MOA. See MOA { 60. The
DOJ will determine whether the State has, in fact, maintained substantial compliance for the one
year period. Id. Otherwise, the MOA is designed to terminate after three years from December
29, 2006. See MOA 11 59 and 60. Non-compliance with mere technicalities, or temporary
failure to comply during a period of otherwise sustained compliance will not constitute failure to
maintain substantial compliance. See MOA { 60. At the same time, temporary compliance
during a period of sustained non-compliance shall not constitute substantial compliance. Id.

e The term “partial compliance” shall mean that the State has achieved less than substantial
compliance with all of the components of a rated provision of the MOA, but has made some
progress toward substantial compliance on most of the key components of the rated provision. A
partial compliance rating encompasses a wide range of performance by the State. Specifically, a
partial compliance rating can signify that that the State is nearly in substantial compliance, or it
can mean that the State is only slightly above a non-compliance rating.

e The term “non-compliance” shall mean that the State has made negligible or no progress
toward compliance with all of the components of the MOA provisions being assessed.

Also, the Monitoring Team deferred assessing some provisions of the MOA while the
finalized policies were pending because the Monitoring Team believed that it would be
appropriate to allow for the implementation of required policies prior to conducting formal
monitoring, and to use the State’s compliance with its policies as the basis for the assessment of
the State’s compliance with the MOA. The State and the DOJ have informed the Monitoring
Team that this approach was not what the parties had contemplated, and that the Monitoring
Team should assess the State’s compliance against the generally accepted professional standards
that formed the basis of many of the State’s policies and procedures. The assessments that the
Monitoring Team made in this report are based upon those generally accepted professional
standards. For the purposes of future reports, whether a policy or procedure is pending or not
will not have any bearing on whether the Monitoring Team monitors and assesses a given
provision. In addition, the Monitoring Team deferred assessing some provisions of the MOA
because of time constraints. Finally, in some cases, the Monitoring Team was unable to assess
the State’s compliance with a provision because there were no relevant cases to review.

For the purposes of this second report, the Monitoring Team has reviewed the
information available to it, and assessed the level of the State’s compliance with each MOA
provision at each of the Facilities based upon a consensus approach. This means that for each
provision, the Monitoring Team reviews the evidence and determines whether the evidence
shows substantial, partial or no compliance with a provision of the MOA.

Overview of second report

This report acts as a baseline against which the State’s future improvement will be
compared. The State still has a great deal more to accomplish to come into substantial



compliance with the MOA, but now the State has information to use to assist with coming into
substantial compliance with the MOA.

The second report generally follows the format of the MOA. The MOA is organized into
three distinct substantive areas: (1) Medical and Mental Health; (2) Suicide Prevention; and (3)
Quality Assurance.’® The second report mirrors that format and contains individual sections
devoted to each of these three areas. Each MOA substantive provision is listed by MOA
paragraph number and is followed by some or all of the following:

a summary of the particular MOA requirements;

discussion, as appropriate, of any applicable generally accepted professional
standards which relate to the MOA provision;

key findings made by the Monitoring Team;
an assessment of the State’s compliance with the relevant provision;

recommendations, if any, to assist the State in achieving substantial compliance
with the provision.®

16 See MOA 1 65 (defining Sections 11 through V as the “Substantive Provisions” of the MOA).

7 In this report, the monitor has cited to both NCCHC standards (or other appropriate standards).

'8 Recommendations included in this Report are in the nature of technical assistance and do not
represent an obligation of the DOC pursuant to the MOA.



MEDICAL AND MENTAL HEALTH CARE

1. Standard

A. Relevant MOA Provision

Paragraph 1 of the MOA provides: “The State shall ensure that services to
address the serious medical and mental health needs of all inmates meet generally accepted
professional standards.”® This provision of the MOA requires that the State provide services in
all of the areas set forth in the MOA according to generally accepted professional standards,
including but not limited to, the standards promulgated by the National Commission on
Correctional Health Care (“NCCHC”) for prisons and for jails. The Facilities are all used both
as jails®® and as prisons.?* For the most part, the NCCHC standards for jails and prisons are the
same; however, there are some notable differences based upon the different functions served by a
jail versus a prison, especially with regard to intake procedures. See e.g., discussion of provision

9 According to section 11.C. of the MOA, “generally accepted professional standards” means:

[T]hose industry standards accepted by a significant majority of professionals in
the relevant field, and reflected in the standards of care such as those published by
the National Commission on Correctional Health Care (NCCHC). DOJ
acknowledges that NCCHC has established different standards for jail and prison
populations, and that the relevant standard that applies under this Agreement may
differ for pretrial and sentenced inmates. As used in [the MOA], the terms
“adequate,” “appropriate,” and “sufficient” refer to standards established by
clinical guidelines in the relevant field. The Parties shall consider clinical
guidelines promulgated by professional organizations in assessing whether
generally accepted professional standards have been met.

20 A “jail” is, “a detention facility where accused persons are detained until their alleged crime is
adjudicated before a jury or judge.” Joseph E. Paris, Ph.D., M.D., CCHP, FSCP, Interaction
Between Correctional Staff and Health Care Providers in the Delivery of Medical Care, in
Clinical Practice in Correctional Medicine (Michael Puisis, D.O. ed., 2006). Thus, “[f]or the
most part, persons in jails are not yet convicted of a crime, although some jails also house those
serving misdemeanor terms (1 year or less) as well as those serving county jail time as condition
of felony probation.” Id.

2L A “prison” is a “facilit[y] where persons are incarcerated as punishment for crimes for which
they have been convicted.” Joseph E. Paris, Ph.D., M.D., CCHP, FSCP, Interaction Between
Correctional Staff and Health Care Providers in the Delivery of Medical Care, in Clinical
Practice in Correctional Medicine (Michael Puisis, D.O. ed., 2006).



10 of the MOA, infra. As the DOJ has acknowledged in the MOA, the NCCHC has adopted
separate standards for prisons and for jails.?

B. Assessment

As will be discussed at length below, the State has a great deal more to
accomplish to bring each of the Facilities into substantial compliance with all provisions of the
MOA. Overall, the Monitor found that the State is in partial compliance with this provision of
the MOA because the State has made some progress toward reaching substantial compliance
with it.

2. Policies and Procedures

A. Relevant MOA Provision

Paragraph 2 of the MOA provides:

The State shall develop and revise its policies and procedures including
those involving intake, communicable disease screening, sick call, chronic
disease management, acute care, infection control, infirmary care, and
dental care to ensure that staff provide adequate ongoing care to inmates
determined to need such care. Medical and mental health policies and
procedures shall be readily available to relevant staff.

This provision of the MOA requires that the State have policies® and
procedures® in place to address vital procedural steps in providing appropriate medical and
mental health care for inmates, and is meant to ensure that these policies and procedures are
readily available to relevant staff. According to NCCHC standards, policies and procedures
should be facility-specific. J-A-05; P-A-05.

B. Findings

The State submitted its draft policies to the DOJ on July 5, 2007. As provided in
paragraph 61 of the MOA, any policies to which the DOJ did not object in writing were deemed

22 Unless otherwise noted, all references in the format of “J-__-_” shall refer to standards from
the Standards for Health Services in Jails, National Commission on Correctional Health Care
(2003). Likewise, unless otherwise noted, all references in the format o “P-__- " shall refer to
standards from the Standards for Health Services in Prisons, National Commission on
Correctional Health Care (2003).

2 A “policy” is defined by the NCCHC as “a facility’s official position on a particular issue
related to an organization’s operations.” J-A-05; P-A-05.

2+ A “procedure” is defined by the NCCHC as “describ[ing] in detail, sometimes in sequence,
how a policy is to be carried out.” J-A-05; P-A-05.



approved on September 3, 2007 (60 days after the State’s submission to the DOJ). The DOJ
supplied comments regarding the State’s draft policies on August 30, 2007. The State submitted
its revised draft policies to the DOJ on October 18, 2007. The DOJ approved those policies on
November 6, 2007. The State has several more policies regarding mental health that it is in the
process of drafting. In addition, the State now must promulgate procedures for each facility to
assist with the implementation of the policies.

In addition to the provision of the MOA requiring policies and procedures
regarding intake, communicable disease screening, sick call, chronic disease management, acute
care, infection control, infirmary care, and dental care, various other provisions of the MOA
contain specific requirements for policies and procedures. Specifically, the following paragraphs
contain a requirement for policies and procedures: 4 (medication and laboratory orders); 15 (drug
and alcohol withdrawal); 16 (pregnant inmates); 19 (access to medical and mental health
services); 21 (grievances), 23 (immunizations); 24 (medication administration); 31
(administration of mental health medications); 33 (mental health screening); 34 (mental health
assessment and referral); 39 (procedures for mentally ill inmates in isolation or observation
status); 44 (mental health intake screening/assessment); 48 (communication); 50 (observation);
52 (intervention); 53 (mortality and morbidity review); 54 (policies and procedures for quality
assurance); and 55 (corrective action plans). This report will address those requirements for
policies in occasion in the text of the report.

C. Assessment

The State has made significant progress with regard to this provision of the MOA,
and therefore, the Monitoring Team found that the State is in partial compliance with this
provision.

3. Record-Keeping
A. Relevant MOA Provision

Paragraph 3 of the MOA provides:

The State shall develop and implement a unitary record-keeping system to
ensure adequate and timely documentation of assessments and treatment
and adequate and timely access by medical and mental health care staff to
documents that are relevant to the care and treatment of inmates. A unitary
record-keeping system consists of a system in which all clinically
appropriate documents for the inmate’s treatment are readily available to
each clinician. The State shall maintain a unified medical and mental
health file for each inmate and all medical records, including laboratory
reports, shall be timely filed in the medical file. The medical records unit
shall be adequately staffed to prevent significant lags in filing records in
an inmate’s medical record. The State shall maintain the medical records
such that persons providing medical or mental health treatment may gain
access to the record as needed. The medical record should be complete,



and should include information from prior incarcerations. The State shall
implement an adequate system for medical records management.

This provision of the MOA contains several key elements. First, the State must
develop and implement a unitary record-keeping system. According to the MOA, a unitary
record-keeping system consists of a system in which all clinically appropriate documents for an
inmate’s treatment are readily available to each clinician, and should include information from
prior incarcerations. Although the amount and type of documentation that should be in an
inmate’s health record is determined by the individual inmate’s medical history and condition, an
inmate’s health record normally should contain the following categories of documents:

. identifying information (e.g., name, identification number, date of birth,
gender);
. problem list containing medical and mental health diagnoses and treatment

as well as known allergies;

. receiving screening and health assessment forms (see discussion of
provisions 10 and 12 of the MOA, infra);

) progress notes of all significant findings, diagnoses, treatments, and
dispositions;

) provider orders for prescribed medication;

o medication administration records (“MARs”);

. reports of laboratory, x-ray, and diagnostic studies;

. flow sheets;

. consent and refusal forms;

. release of information forms;

. results of specialty consultations and off-site referrals;

. discharge summaries of hospitalizations and other inpatient stays;

. special needs treatment plan, if applicable;

. immunization records, if applicable;

. place, date, and time of each clinical encounter; and



. signature and title of each documenter.

J-H-01; P-H-01. A health record of this magnitude will not always be established for every
inmate; however, any health intervention after the receiving screening will require the initiation
of a record containing some or all of the foregoing documents. Id.

The MOA also requires that the State ensure that adequate staffing is maintained
to support medical records filing. Specifically, the State should maintain sufficient staffing so
that appropriate medical records are filed properly, and quickly enough so that staff can access
relevant information as needed. One requirement implicit in this provision of the MOA is that
the staff performing medical record-keeping functions be adequately trained to do so.

The DOC uses a paper medical records system, rather than electronic medical
records. However, some information generated for the paper record is initially recorded in the
DACS. DACS contains multiple “modules,” and is used by the DOC for many non-medical
tasks. Although DACS contains a medical module, the DOC reports that it was not designed to
be (and has not been) used as an electronic medical record. Until recently, the DACS medical
module was used mostly for certain intake and scheduling tasks.

The State began working with the DACS software vendor in April 2006 to
improve 178 medical module functions. See DOC Action Plan, Section 11.3a. The DOC
implemented these upgrades on October 8, 2007, and reports that training on the upgrades is
ongoing. The Monitoring Team concluded that the DACS upgrades have the potential to assist
the state in obtaining more complete health information for inmates’ medical records; however,
the State should ensure that information collected and maintained in DACS is printed and
incorporated in the paper medical record promptly and properly.

There are several observations that apply to all of the Facilities:

. The Facilities maintain separate infirmary and outpatient records. This
practice is not inconsistent with generally accepted professional standards,
however, the Monitoring Team observed that patients’ infirmary and
outpatient charts are not being maintained properly. Records regarding a
patient’s stay in the infirmary should be maintained in the infirmary
record, and once the patient’s stay in the infirmary is finished, that
infirmary record should be filed in the patient’s outpatient record. The
Monitoring Team found that filing of records at the Facilities is not
consistent with that practice.

. The Facilities are failing to maintain inmate files in an organized fashion.
For example, the Monitoring Team found that some records are filed in
the incorrect portion of inmates’ health records, which means that unless a
clinician searches the entire health record, he or she will not be aware of a
patient’s entire history.



. As will be discussed below in reference to HRYCI, the DOC has problems
with medical records being maintained properly in light of intrasystem
transfers.”®>  The Monitoring Team recommends that the DOC
conspicuously note in the front of, or in some other prominent place in, the
chart every transfer from one facility to another so that the dates of stay at
each location are clear. J-H-01; P-H-01. In addition, the inmate’s entire
health record needs to be transferred to the new facility so that the health
care providers at that facility can have complete information regarding the
inmate.

. Improper or nonexistent filing of MARs is a consistent problem. The
Monitoring Team found that all of the Facilities had difficulty in ensuring
that these documents are filed properly and in a timely fashion.

The Facility-specific assessments are as follow:

B. Baylor
1. Findings

The Monitoring Team’s findings at Baylor are consistent with the global findings
mentioned above. The Monitoring Team found that documentation for patients in the infirmary
sometimes occurred in the patient’s outpatient record instead of in the patient’s infirmary binder.
As a result, a clinician seeking information pertinent to a patient’s infirmary care would not find
all of the relevant information in the patient’s infirmary binder. Also, the Monitoring Team
noted that documentation of patients being treated by nurses pursuant to detoxification protocols
is kept in a separate book.

The Monitoring Team further found that notes are frequently filed out of
sequence, and that some records are filed under incorrect tabs within a patient’s health record.
As mentioned above, this problem makes it difficult for health care providers to access (or be
aware of) important medical information in a consistent and efficient manner.

The Monitoring Team found that some charts were missing MARs, and, upon
inspection, the Monitoring Team found some MARs in loose filing at the facility. Finally, at the
time of the Monitoring Team’s visit to Baylor to monitor this provision, the Monitoring Team
found that there was a backlog of filing extending back to May 2007. The Health Services
Administrator at Baylor informed the Monitoring Team that additional staff had been allocated
to alleviate the backlog.

2. Assessment

> An “intrasystem transfer” occurs when an inmate is transferred from one DOC correctional
facility to another.



The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA because a unified health record system is in place, but the implementation
of that system still needs improvement.

C. DCC

1. Findings

The Monitoring Team’s findings at DCC are consistent with the global findings
mentioned above. The Monitoring Team found that the manner in which documents are not filed
in an inmate’s health record was not consistent, and depended upon the opinion of the individual
who was filing the records rather than a uniform process. In addition, the Monitoring Team
found that there were not as many infirmary records as there were patients in the infirmary, and
that it was not immediately apparent (i.e., without opening a file) which file was an infirmary
record, and which file as an outpatient record. As a result, the Monitoring Team found that an
inmate’s infirmary records are sometimes filed in an inmate’s outpatient record.

The Monitoring Team found that, overall, there was some confusion about where
certain records should be filed, as evidenced by nurses’ sometimes ad hoc filing methods as
described in the preceding paragraph, and information the Monitoring Team learned through
discussions with mental health and nursing staff. Specifically, a mental health clinician believed
that mental health records were supposed to be filed in a patient’s outpatient record under all
circumstances, and the nursing staff stated that many times mental health records are kept in
hardback binders.

In addition to those problems discussed above, the Monitoring Team found that
staffing at DCC is not adequate to prevent significant lags in filing records in an inmate’s health
care record. Nurses are given the responsibility of managing the medical record-keeping in the
DCC infirmary. This type of arrangement is not necessarily inappropriate, but given that the
levels of nurse staffing in the DCC infirmary are inadequate to take on this type of responsibility,
this arrangement is not appropriate at DCC. The nursing staff at DCC is not able to adequately
maintain medical records and carry out their nursing duties. In light of the fact that CMS is
having difficulty hiring enough nurses to adequately provide medical and mental health care to
inmates, one solution to both the medical record-keeping problem and the overall nurse staffing
problem is to hire appropriately trained medical records staff to ensure proper medical record-
keeping and alleviate this additional clerical burden on the nurses at DCC.

2. Assessment
The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA because a unified health record system is in place, but the implementation needs

improvement.

D. HRYCI

1. Findings
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HRYCI has significant problems with medical record-keeping. During their
October 2007 visit, the Monitoring Team found that hundreds of intake records®® had not been
incorporated into inmates’ health records after those inmates were transferred to the other
Facilities from HRYCI. The transferred records therefore did not contain the intake sheets and
other relevant documents. After the discovery of this problem, staff at HRYCI began culling
through thousands of records in an attempt to correct the problem.

The Monitoring Team also found that many medical record documents are not
getting filed in the medical record and clinicians cannot rely on the medical record representing
the complete number of medical record documents. The Monitoring Team discovered this
problem after multiple record reviews and discussions with clinicians. During the October 2007
visit, the Monitoring Team found random, loose laboratory reports, health care requests,
consultation requests and other documents scattered within boxes of archive records, and even in
the medical records room.

The Monitoring Team returned to HRYCI on November 12, 2007. At that time,
the Monitoring Team found that most of the medical record problems caused by not sending
newly created charts on to permanent institutions had been resolved. A policy had been in place
for over a month to send all new charts to the permanent institution for that respective inmate. As
a result of this transfer of a number files, the Monitoring Team was informed that some backlog
had been created at the other Facilities. Under such circumstances, a backlog is to be expected.

During the November 2007 visit, the Monitoring Team found remaining about
150 boxes of old medical records that still needed to be reviewed to determine whether the
patients are still in the system. If the inmates are still in the system, then those remaining boxes
will be sent to the appropriate facility. Those inmates that are not found to be in the system and
have not been since 2004 will have their records sent to the archive area. The Monitoring Team
also found 2 to 3 boxes of loose documents that had not yet been reviewed, and therefore, there
was not yet any information regarding their contents or what needed to be done with those
contents.

At the time of the November 2007 visit, the archive room at HRYCI contained the
files of inmates no longer found in the computerized system that tracks those individuals that are
currently under the jurisdiction of the DOC who have been in the system at some time since
2004. There were three boxes of documents in the archive room that were to be filed with
medical records. A computer search was conducted, and revealed that those documents
belonged to patients no longer in the system.

%6 “Intake records” are those records that are created at the time an inmate is brought into one of
the Facilities, and a brief medical history is taken prior to the inmate being scheduled for a full
health assessment. Intake records are of special importance at HRYCI because of the high level
of intake conducted at that facility versus the other Facilities. Many inmates that go through the
intake process at HRYCI are transferred to other Facilities upon sentencing.
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The Monitoring Team also learned that other DOC facilities not covered by the
MOA are sending unmarked documents to HRYCI, for staff at HRYCI to review and forward to
the appropriate facilities. This practice should be stopped, as it creates an additional burden for
HRYCI staff. The Monitoring Team recommends that other DOC programs determine where the
documents should be sent, and send them directly to the correct facility.

The Monitoring Team has been informed that CMS brought in some temporary
staff to go through the backlog of filing issues at HRYCI, but the temporary workers were
released without the task having been completed. The archive room also contains records that
have been alphabetized only through the letter “I.” The room contains records of people no
longer on the locator, but who have been in the system between 2004 and the current date.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E.  SCI

1. Findings

The Monitoring Team’s findings at SCI are consistent with the global findings
mentioned above. Specifically, the Monitoring Team found records where the active volume did
not contain necessary information, such as the reception information. They also found numerous
records in which materials were filed in the wrong section and were sometimes chronologically
inconsistent. Theses inconsistencies make it difficult for a clinician to have all the necessary
information available in order to make an appropriate clinical decision for the patient.
Additionally, infirmary records and orders are scattered throughout the record and MARs are
frequently not filed in the charts, sometimes for periods as long as four months.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendations

The Monitoring Team makes the following recommendations for each of the
Facilities with regard to medical record-keeping: (i) hire a professional medical records staff to
provide leadership, supervision, and standardization to medical records policies and procedures;
(i) hire medical records staff dedicated only to that task in order to relieve the nursing staff from
that clerical function; (iii) provide standardized inpatient binders sufficient for each bed in the
infirmary; (iv) ensure timely, consistent and standardized filing of all documents; (v) ensure that
the creation of additional binder volumes for a given inmate results in all necessary documents
being moved to the active file; and (vi) self-monitor for timeliness and standardization of filing.
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In addition to the global recommendations, the Monitoring Team has the
following additional recommendations for HRYCI: (i) Medical Records staff needs to develop a
system to track the daily change log and move the appropriate records, MARs and medications to
newly assigned clinic areas, and (ii) staff at HRYCI must complete the process of bringing
HRYCI records up to date.

4. Medication and Laboratory Orders
A. Relevant MOA Provision

Paragraph 4 of the MOA provides:

The State shall develop and implement policies, procedures, and practices
consistent with generally accepted professional standards to ensure timely
responses to orders for medications and laboratory tests. Such policies,
procedures, and practices shall be periodically evaluated to ensure that
delays in inmates’ timely receipt of medications and laboratory tests are
prevented.

The MOA requires that the State develop policies, procedures, and practices
consistent with generally accepted professional standards to ensure timely responses to orders for
medications and laboratory tests. The State has adopted policies consistent with this requirement
of the MOA. See State Policy D-02 and D-04. The State has not yet completed its facility-
specific procedures. The implementation of this policy should ensure that inmates do not
experience unnecessary delays and interruptions to care due to physician orders for medications
and laboratory tests not being timely performed. See J-E-12; P-E-12. Finally, the MOA requires
that the policies, procedures, and practices be periodically evaluated to ensure that delays in
inmates’ timely receipt of medications and laboratory tests are prevented. The Monitoring Team
recommends that the State include this periodic review as a part of the Continuous Quality
Improvement Program. See discussion of provision 54 of the MOA, infra.

In general, when assessing this provision of the MOA, the Monitoring Team
reviewed five to ten records at each facility for each chronic disease being assessed in
conjunction with other provisions of the MOA. By doing so, the Monitoring Team was able to
review whether orders for medications and laboratory tests were being responded to in a timely
fashion.

B. Baylor

1. Findings

From a review of patients’ charts, the Monitoring Team found that laboratory
studies were not always performed prior to inmates’ chronic care visits. A timely laboratory
study would take place prior to a chronic care visit. In addition, health records and interviews
with staff demonstrated that medication and laboratory orders are not consistently transcribed
and implemented. Finally, the Monitoring Team found that patients being prescribed certain
psychotropic medications are not receiving timely follow-up laboratory studies.
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The Monitoring Team noted several cases where the physician ordered various
studies or tests which were not completed, in one case as long a period as eight weeks elapsed
after the order. Furthermore, there were some cases where the tests were completed, but the
results were never obtained or noted.?” This finding is based on both a review of a limited
number of files (~5) and information consistent with this review provided by staff.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC

1. Findings

The Monitoring Team found that physician orders for laboratory tests are not
consistently obtained at all, let alone in a timely manner. Specifically a review of health records
revealed that laboratory tests are not consistently obtained in a timely fashion, and sometimes are
not obtained at all. Interviews with staff revealed that emergency testing is sent to Kent General
Hospital, but results are not returned in a timely fashion. The Monitoring Team also found that
health records reflected that critical laboratory results were followed up several days after the
report. Such reports should be followed up the same day.

The Monitoring Team found that routine laboratory studies are generally performed in a
timely manner. However, it appears that laboratory studies that must be performed on an empty
stomach are delayed by about one to two weeks. In addition, the Monitoring Team noted that
there has been difficulty in obtaining laboratory samples from inmates housed in maximum
security.

A review of an internal audit performed by CMS revealed that there had been four
apparent failures to perform an ordered laboratory study. Specifically, the orders for the
laboratory studies were transcribed but there was no corresponding progress note in the inmates'
health records indicating that the laboratory study was done.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings

2T At various points during this report, the Monitoring Team will refrain from providing further
detail regarding a specific inmate due to confidentiality concerns.
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The Monitoring Team found that, similar to DCC, physician orders for laboratory
tests are not consistently obtained at all, let alone in a timely manner. HRYCI lacks a system to
track laboratory testing, which results in laboratory testing not being adequately monitored or
supervised.

Regarding mental health tests and orders, lab results were reported to be in the
chart, but a significant number were ordered but never drawn, based on the December 6, 2007
audit. The Monitoring Team found that, according to staff, approximately one-third of the
ordered lab studies were refused by the inmate, but there was no information why the other two-
thirds were missing.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI

1. Findings

The Monitoring Team found that laboratory tests are rarely ordered, and those
that are consist primary of psychiatric medication level testing. Once the results of those
laboratory tests are reported, the Monitoring Team found that appropriate follow-up does not
occur.

The Monitoring Team noted several cases where the physician ordered various
studies or tests which were not completed, in one case as long a period as eight weeks elapsed
after the order. Furthermore, there were some cases where the tests were completed, but the
results were never obtained or noted.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendations

The Monitoring Team recommends that the State: (i) draft and implement
procedures to ensure timely receipt, review, and response to all laboratory orders; (ii) draft and
implement procedures to ensure timely response to emergency orders and “critical” values; and
(iii) self-monitor these procedures to ensure timeliness and appropriateness of medication and
laboratory orders.
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STAFFING AND TRAINING

5. Job Descriptions and Licensure

A Relevant MOA Provision
Paragraph 5 of the MOA provides:

The State shall ensure that all persons providing medical or mental health
treatment meet applicable state licensure and/or certification requirements,
and practice only within the scope of their training and licensure. The
State shall establish a credentialing program that meets generally accepted
professional standards, such as those required for accreditation by the
National Committee for Quality Assurance.

The first component of this provision of the MOA requires that all persons
providing medical or mental health services meet applicable state licensure and/or certification
requirements and practice only within the scope of their training and licensure. In addition, the
MOA requires that the State establish a credentialing program such as those required for
accreditation by the National Committee for Quality Assurance.

B. Baylor

1. Findings

The Monitoring Team found that appropriately trained and credentialed staff are
providing medical and mental health services.

2. Assessment

The Monitoring Team found that Baylor is in substantial compliance with this
provision of the MOA.

C. DCC

1. Findings

The Monitoring Team found that not all of the physicians at DCC are practicing
within an appropriate scope of their training. Specifically, one physician is a pathologist, but
practices general medicine; another physician has completed only an internship, but has been
managing patients with both complicated and uncomplicated chronic illnesses. The Monitoring
Team believes that this is not an appropriate arrangement although it meets the standard set forth
in the MOA. It is the Monitoring Team’s experience from monitoring in other jurisdictions that
a disproportionate amount of bad outcomes have been found with physicians practicing primary
care medicine who have not successfully completed a primary care residency.
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The Monitoring Team found that only two non-psychiatrist mental health
clinicians are appropriately licensed. As a result, although they have, for the most part, achieved
the required educational training, the remaining mental health clinicians must be supervised in
order to become licensed.”®

The clinical supervision consists of weekly meetings, a weekly case review, and
informal daily interaction. This clinical supervision reportedly meets the criteria for supervised
practice under supervision to meet licensure criteria. Some of the mental health staff has shown
discomfort with this necessary level of scrutiny.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA with regard to medical health staff licensure, and not in compliance with this
provision of the MOA with regard to mental health staff licensure.

D. HRYCI

1. Findings

The mental health clinical staffing is not adequate, as will be discussed below.
With respect to licensing, the Monitoring Team found that the mental health counselors at
HRYCI are not appropriately licensed. The mental health counselors have, for the most part,
completed the educational requirements; however, these counselors require approximately two
years of supervised practice, depending upon the specific license that the counselor intends to
obtain.

It was reported to the Monitoring Team by the mental health director that she
provides supervision for the unlicensed staff. The supervision was supposed to consist of
individual meetings of one hour per week, and one three-hour group meeting per month. Upon
investigation, the Monitoring Team found that these meetings may not be occurring as they were
reported.

2. Assessment

The Monitoring Team did not assess HRYCI’s compliance with this provision of
the MOA with respect to the health services staff due to high staff turnover. While the
Monitoring Team did examine this issue when it visited HRYCI, given the high rate of turnover
it would be inappropriate to give an assessment rating at this time. The MOA requires that all

8 The State plans to ensure that all mental health clinicians are appropriately licensed by
December 2008. CMS is providing tuition reimbursement, and plans to retain unlicensed staff
members until December 2008 as long as the staff member is showing progress toward licensure.
The Monitoring Team found that because some staff will have to obtain an additional master’s
degree to qualify to licensure, their future employability might have become an issue.
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medical and mental health staff be appropriately licensed. Given the rate of turnover of staff at
HRYCI, the Monitoring Team is unable to assess the State’s compliance.

With respect to mental health services staff, the Monitoring Team found that
HRYCI is not in compliance with this provision of the MOA.

E. SCI
The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA.
F. Recommendations

The Monitoring Team recommends the following with respect to all facilities in
order to address situations involving turnover of staff. The State should forward to the
Monitoring Team copies of relevant licensing materials for all newly hired medical and mental
health staff. By doing so, the Monitoring Team will be able to give an assessment of a facility
even if there is a high turnover of staff after the Monitoring Team’s visit.

The Monitoring Team offers additional recommendations regarding this provision
of the MOA for DCC and HRYCI. At DCC, the Monitoring Team recommends that the State
ensure that all primary care providers have completed a primary care residency. Also, the
Monitoring Team recommends that the State create a plan to ensure that all positions are staffed
with appropriately credentialed professionals.

At HRYCI, the Monitoring Team recommends that the State: (i) create a plan
that ensures ongoing, direct supervision of service provided by unlicensed staff; and (ii) ensure
that all staff members who require licenses obtain them in a timely fashion.

6. Staffing

A Relevant MOA Provision
Paragraph 6 of the MOA provides:

The State shall maintain sufficient staffing levels of qualified
medical staff and mental health professionals to provide care for
inmates” serious medical and mental health needs that meets
generally accepted professional standards.

One way to evaluate the adequacy and effectiveness of a Facility’s staffing plan is
the Facility’s ability to meet the health needs of the inmate population. J-C-07; P-C-07. Various
factors can be examined to determine the number and type of health care professionals required
at a facility, such as the: (i) size of the facility; (ii) types and scope of health services delivered;
(iii) needs of the inmate population at the particular facility, and (iv) organizational structure of
the facility. Id. In addition, two other factors of significance in evaluating the sufficiency of
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staffing levels are whether a prescribing provider® is available for a sufficient amount of time so
as to avoid any unreasonable delay in patients receiving necessary care, and if physician time® is
sufficient to meet both clinical®! and administrative responsibilities.* 1d.

B. Baylor

1. Findings

The Monitoring Team found that both physician and nursing staff time is
inadequate given the missions and size of Baylor.*® The Monitoring Team found problems at
Baylor that are symptomatic of a nursing shortage. Specifically, physician orders were not being
performed and laboratory tests were not prepared in a timely fashion for clinician appointments.
Another example of inadequate nursing assistance is that the nurse practitioner does not have a
nurse assigned to assist her during appointments with pregnant women. These staffing shortages
create systemic problems that have the potential to result in providers being impeded in
rendering adequate health care to patients.

The Monitoring Team found that the physician and primary nurse practitioners
are very conscientious. It is only through their extra efforts that patients at Baylor usually are
receiving the care that they need.

With respect to mental health staffing, the Monitoring Team observed that the
staffing was adequate to assess new intakes to Baylor, see crisis patients, and complete isolation

29 A “prescribing provider’ is defined as “a licensed individual, such as an medical doctor, doctor
of osteopathy, nurse practitioner, or physician’s assistant, authorized to write prescriptions. J-C-
07; P-C-07.

% Typically, 3.5 hours of physician time per 100 inmates housed at a facility is regarded as the
minimum acceptable physician time. J-C-07; P-C-07. Nurse practitioners or physician’s
assistants may substitute for a portion of the physician’s time seeing patients, but must do so
under the supervision of a physician. 1d.; see generally, 24 Del. C. § 1772.

31 Clinical responsibilities include conducting physical examinations, evaluating and managing
parties in clinics, monitoring other providers by reviewing and co-signing charts, reviewing
laboratory and other diagnostic test results, and developing individual treatment plans. J-C-07;
P-C-07.

%2 Administrative responsibilities include reviewing and approving policies, procedures,
protocols, and guidelines, participating in staff meetings, conducting in-service training program,
and participating in quality improvement and infection control programs. J-C-07; P-C-07.

% Nursing shortages are being experienced throughout the United States, including Delaware.
Thus, it is difficult for the State to recruit nurses to work in correctional facilities. The State
believes that it is especially difficult to recruit qualified nurses for HRYCI due to the large
number of employers aggressively recruiting for those same nurses.
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rounds and suicide observation. Beyond this basic level of services, however, very limited
mental health services are being offered at Baylor. Given the number of monthly contacts per
counselor, it is not possible for that much psychotherapy to be delivered. The mental health staff
at Baylor was very new at the time of the Monitoring Team’s visit regarding this provision of the
MOA. Specifically, new staff had been hired between the Monitoring Team’s visits in July and
October, the temporary mental health supervisor had left, and the new director was to begin the
same week of the Monitoring Team’s October 2007 visit to Baylor. As a result of these changes
around the time of the Monitoring Team’s visit, the Monitoring Team found that it is premature
to judge their level of efficiency.

CMS has reallocated a Director of Nurses position, three LPN’s and a clerical
position to Baylor, which provides support to the partial compliance assessment.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC

1. Findings

With respect to physician staffing, the Monitoring team found that the physician
to inmate ratio (1:650) generally would be sufficient; however, given needs of the inmate
population at DCC, physician staffing is not adequate. Specifically, DCC houses the sickest
inmates within the State’s correctional system in its infirmary, and has a special needs unit with a
large number of inmates with disabilities, chronic illnesses, or other issues that cause them to
need more attention from health care staff.

With respect to nurse staffing, the Monitoring Team found that the number of
nurses allocated to medication administration and the level of nurse staffing in the infirmary is
inadequate. Specifically, in the infirmary, there are two nurses and one medical assistant
assigned to an infirmary unit with a capacity of 44 inmates, which is often at or near capacity.
Patients in this infirmary are either ones that would require a nursing home if they were in the
community, or ones that have some acute problem that requires careful attention. Several of the
patients in the infirmary are either partially or totally dependent on nurses because they are
unable to care for themselves. The infirmary also houses a few patients who are incontinent, one
of whom is very large and requires multiple staff to move him so that he and his bed can be
cleaned.

The two nurses and one medical assistant assigned to the infirmary must
administer medication, perform physician order assignments, perform health assessments,
perform admissions and discharges, make rounds, document progress notes and other items in
patients’ charts, perform patient cleaning and hygiene assistance for all of these patients. The
fact that staffing of this infirmary is insufficient is evident by the lack of nurse documentation in
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patient charts. The burden on these employees could be lessened somewhat if they were relieved
of their medical record-keeping and cleaning duties.

The Monitoring Team found that mental health staffing is not adequate due to
licensure, supervision, and vacancy issues. Specifically, ten of the clinicians are unlicensed.
One Special Housing Unit (“SHU”) counselor position is vacant due to a suspension in
December 2007, and another clinician is on leave, resulting in that position being functionally
vacant. While the psychiatrist nurse position is filled, the person holding that position is also on
leave, resulting in this position being as well functionally vacant.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA with regard to medical staffing, and not in compliance with regard to mental health
staffing.

D. HRYCI

1. Findings

One significant problem that the Monitoring Team found at HRYCI relates to
maintaining adequate numbers of qualified nursing staff to provide health care to the inmate
population. Additionally, there is a significant problem with staff not coming to work as
scheduled, and staff insubordination. The Health Services Administrator and the Director of
Nursing are attempting to alleviate these problems.

If staff is not showing up for work or performing adequately, although a sufficient
number of positions might be filled, the State’s ability to come into compliance with this
provision of the MOA might be impaired because the adequacy of care could continue to be
hampered in spite of sufficient staffing levels. These issues compound the overall difficulty with
nurse recruiting due to nurse shortages.

With respect to mental health staffing, the Monitoring Team found that the
staffing is inadequate to provide the depth of services necessary.** In general, the mental health
services that the staff is able to provide amounts to welfare checks.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI

% Recently, the mental health supervisor resigned, and one of the psychiatrist’s contracts was
terminated for cause.
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1. Findings

The Monitoring Team found that physician and nursing staffing is inadequate.
The Monitoring Team found that one of the doctors at SCI is also assigned to act as the statewide
HIV doctor, which causes him to have less time to spend at SCI. The physician is not providing
leadership and supervision to all of the clinical staff. Also, the Monitoring Team found that the
number of available nurses was not adequate to cover necessary duties at SCI, and there is no
chronic disease nurse, which would be helpful given the characteristics of SCI. The lead nurse
and the Health Services Administrator provide coverage for general nursing duties that would
otherwise be carried out by others.

The Monitoring Team found that most of the mental health positions have been
filled, which has allowed for SCI to begin providing more services above and beyond the bare
minimum. SCI offers clinical mental health services between 8:30 a.m. and 8:00 p.m. during the
workweek. The clinical mental health services consist of individual encounters and some group
programming, although lack of space presents an obstacle to the mental health staff’s ability to
provide such services.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

At DCC, the Monitoring Team recommends that the State ensure that all primary
care providers have completed a primary care residency. In addition, the Monitoring Team
recommends that the State perform a staffing analysis regarding numbers of staff by discipline
needed per shift to adequately meet the nursing needs of a full infirmary and perform medication
administration. Finally, the Monitoring Team recommends that the State conduct a staffing
analysis for mental health professionals with descriptions of the duties by discipline and shift.

At HRYCI, the Monitoring Team recommends that the leadership should continue
to hold staff accountable for performance issues. The addition of nursing supervisory staff
should assist with this issue. In addition, the Monitoring Team recommends that the State create
a plan to fill all mental health positions at HRYCI and the Central Office within a reasonable
timeframe. Currently there are 1.5 full time equivalent (“FTE”) mental health clinical staff
allocations which are vacant.

At Baylor and SCI, the Monitoring Team recommends performing staffing

analyses that address the issues raised in findings, and ensures timely provision of services and
compliance with policies and procedures.

7. Medical and Mental Health Staff Management

A. Relevant MOA Provision
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Paragraph 7 of the MOA provides:

The State shall ensure that a full-time medical director is responsible for
the management of the medical program. The State shall also provide a
director of nursing and adequate administrative medical and mental health
management. In addition, the State shall ensure that a designated clinical
director shall supervise inmates” mental health treatment at the Facilities.
These positions may be filled either by State employees, by independent
contractors retained by the State, or pursuant to the State's contract with a
correctional health care vendor.

According to NCCHC Standards for both jails and prisons, each of the Facilities
should have a designated health authority responsible for health care services and, as provided in
the MOA, each of the Facilities should have another responsible health authority for mental
health services. J-A-02; P-A-02. According to the State’s Action Plan, positions that State plans
to fill in order to meet this requirement are a statewide full-time medical director, statewide
director of nursing, a statewide full-time mental health director as well as additional
administrative management staff to assist the foregoing state-level positions. See Section 7 of
the State’s Action Plan. In addition, there is a position at each of the Facilities for a clinical
director of mental health, a Health Services Administrator, medical director and director of
nursing. For a Facility to be in substantial compliance with this provision of the MOA, the
Monitoring Team needs to find that there has been stable and quality leadership at the Facility.
Thus, simply filling a position will not be adequate.

B. Baylor

1. Findings

While the position is filled for the on-site medical director, documentation was
not received by the Monitoring Team to describe the site responsibilities of the medical director.
Thus, the Monitoring Team was unable to evaluate whether the medical director would meet the
applicable standard. Also, the administrative support for medical and mental health management
clinicians has not been adequate, as evidenced by the clinicians creating their own backup
systems to ensure that care is timely. By “backup system” the Monitoring Team is referring to
the physician keeping her own notebook containing scheduling for offsite appointments. While
this practice shows the conscientiousness of this particular physician, the Monitoring Team
believes the physician should not be doing this sort of clerical work and it demonstrates the
inadequacy of the support infrastructure at Baylor.

The Monitoring Team found that there has been high turnover in the mental
health director position at Baylor. The mental health director who had been at Baylor for a long
time resigned in 2007. A new mental health director was moved from a position at DCC to
Baylor in August 2007, but resigned effective October 31, 2007. A new mental health director is
in place at Baylor who previously worked at HRYCI. Based on interviews with the new mental
health director and staff, as well as a review of the overall organization with health care services
delivery systems at Baylor indicated to the Monitoring Team that the new mental health director

23



can be an effective leader and administrator, but the Monitoring Team believed it was premature
to make that determination.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC

1. Findings

The Monitoring Team found that, at the time of the visit to DCC to assess this
provision of the MOA, DCC did not have a single medical director. Instead, CMS had assigned
the title of medical director to two physicians. This arrangement is not working because the staff
do not uniformly recognize who the medical director is and as a result there is confusion and a
lack of direction. A single person should be designated as a medical director. This assignment
should be clear to all staff and should result in that person having clinical leadership of the
program.

The Monitoring Team found that DCC had a designated mental health director
who administratively supervises inmates’ mental health treatment. The mental health director
was new at the time of the Monitoring Team’s visit to monitor this provision of the MOA. Thus,
it is premature to make an assessment as to the adequacy of the new mental health director.
Based upon interviews with the mental health director, staff, and a review of the overall
organization of mental health services delivery systems, the Monitoring Team believes that the
present mental health director will be an effective leader.

2. Assessment

The Monitoring Team found that DCC is not in compliance with this provision of
the MOA with respect to medical healthcare management, and that DCC is in partial compliance
with respect to mental healthcare management.

D. HRYCI

1. Findings

The Monitoring Team found that turnover among leadership positions has been
much higher than a good organization can tolerate. The Health Services Administrator that is in
place has been at HRYCI for approximately five months, and the director of nursing for a shorter
period of time. Before these individuals were hired, turnover in these positions was a serious
problem. All of the inconsistency in medical health services management has led to inhibited
growth of program development, and a lack of adequate supervision and leadership has appeared
in the performance of medical staff. The Monitoring Team is hopeful that the current Health
Services Administrator and director of nursing will stay and continue to provide HRYCI with
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stability and leadership. The on site medical director position was not filled at the time the
Monitoring Team monitored this provision of the MOA.* Finally, there was a lack of adequate
nurse supervisors.

A mental health director is in place at HRYCI, and has been a stable presence at
HRYCI. This mental health director administratively supervises inmates’ mental health
treatment.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI

1. Findings

While the primary physician and psychiatrist are in place, the Monitoring Team
found that neither provides very strong leadership or meaningful peer review.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendations

The Monitoring Team recommends that the State take the following actions at
Baylor: (i) implement systems to ensure that support results in timely services consistent with
the policies and procedures; and (ii) provide psychiatric peer review regarding clinical
performance and documentation.

The Monitoring Team recommends that the State take the following actions at
DCC: (i) delineate Medical Director responsibilities and, if necessary, Assistant Medical
Director duties; and (ii) ensure that the staffing plan allows for both direct clinical service hours
and hours for administrative and supervisory functions.

The Monitoring Team recommends that the State take the following actions at
HRYCI: (i) CMS should establish and fill nursing supervisor positions to provide 24-7 nursing
supervisory coverage; and (ii) CMS should hire an on-site medical director, thus allowing the
State Medical Director to resume his other duties.

% |n fact, at that time, the lead physician had just been terminated for performance deficiencies.
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The Monitoring Team recommends that the State take the following actions at
SCI: (i) create a plan to improve clinical leadership over the Medical program; and (ii) create a
plan that addresses concerns raised in the Findings.

8. Medical and Mental Health Staff Training

A Relevant MOA Provision
Paragraph 8 of the MOA provides:

The State shall continue to ensure that all medical staff and mental health
professionals are adequately trained to meet the serious medical and
mental health needs of inmates. All such staff shall continue to receive
documented orientation and in-service training in accordance with their
job classifications, and training topics shall include suicide prevention and
the identification and care of inmates with mental disorders.

Adequate training for medical and mental health staff includes an immediate basic
orientation®® and all full-time staff must complete a formal in-depth orientation®’ to the health
services program at a facility. J-C-09; P-C-09.

B. Baylor

% A “basic orientation” is one that “is provided on the first day of employment, includes
information necessary for the health staff member (e.g., full-time, part-time, consultant, per
diem) to function safely in the institution.” J-C-09-; P-C-09. At a minimum, the basic
orientation should include relevant security and health services policies and procedures, response
to facility emergency situations, the staff member’s functional position description, and inmate-
staff relationships. Id.

%" An “in-depth orientation” should occur within 90 days of employment, and includes “a full
familiarization with the health services delivery system at the facility, and focuses on the
similarities as well as the differences between providing health care in the in community and in a
correctional setting.” J-C-09-; P-C-09. Specifically, at a minimum, the curriculum of the in-
depth orientation should include all health services policies and procedures not addressed in the
basic orientation, health and age-specific needs of the inmate population, infection control
including use of standard precautions, and confidentiality of records and health information. Id.
In addition to these essential topics, a formal orientation program could include the following
topics: (i) security, including classification of inmates; (ii) health care needs of the inmate
population; (iii) the inmate social system; (iv) the organization of health services at the facility;
and (v) infection control. Id. For nursing staff, topics could also include: (i) assessment and
sick-call triage; (ii) emergency triage and management; (iii) resource utilization outside the
facility; (iv) procedures for release of information; (v) expected documentation practices; (vi)
isolation procedures; and (vii) professional boundaries. 1d.
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The Monitoring Team did not assess Baylor’s compliance with this provision of
the MOA.

C. DCC

1. Findings

The Monitoring Team found that staff training consists of an orientation, basic
life support and cardiopulmonary resuscitation (“CPR”), an eight-hour presentation on suicide
prevention sponsored by the State, and a four-hour presentation on suicide prevention sponsored
by CMS. In addition, staff receives a 16-hour presentation course in emergency preparedness.
The Monitoring Team found that all of the staff have completed the required training, with the
exception of a psychiatrist who was hired in November 2007.

2. Assessment
The Monitoring Team did not assess DCC’s compliance with this provision of the

MOA with respect to the medical staff. The Monitoring Team found that DCC is in substantial
compliance with this provision of the MOA with respect to mental health staff.

D. HRYCI

1. Findings

The Monitoring Team found that staff training consists of an orientation, basic
life support and cardiopulmonary resuscitation (“CPR”), an eight-hour presentation on suicide
prevention sponsored by the State, and a four-hour presentation on suicide prevention sponsored
by CMS. In addition, staff receives a 16-hour presentation course in emergency preparedness.

2. Assessment

The Monitoring Team did not assess HRYCI’s compliance with this provision of
the MOA with respect to the medical staff. The Monitoring Team found that HRYCI is in
substantial compliance with this provision of the MOA with respect to mental health staff.

E. SCI

The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA.

9. Security Staff Training

A Relevant MOA Provision
Paragraph 9 of the MOA provides:
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The State shall ensure that security staff are adequately trained in the
identification, timely referral, and proper supervision of inmates with
serious medical or mental health needs. The State shall ensure that security
staff assigned to mental health units receive additional training related to
the proper supervision of inmates suffering from mental illness.

Adequate training for security staff should occur at least every two years, and
include, at a minimum, the following topics: (i) the administration of first aid; (ii) recognizing
the need for emergency care and intervention in life-threatening situations (e.g. a heart attack);
(iii) recognizing acute manifestations of certain chronic illnesses, intoxication and withdrawal,
and adverse reactions to medications; (iv) recognizing signs and symptoms of mental illness; (v)
procedures for suicide prevention; (vi) procedures for appropriate referral of inmates with health
complaints to health staff; (vii) precautions and procedures with respect to infectious and
communicable diseases; and (viii) CPR. J-C-04; P-C-04. At any given time, at least 75% of the
security staff present should be current with their health-related training. 1d. The Facilities
should maintain a certificate or other evidence of security staff’s training, and an outline of the
course content and the length of the course for the Monitoring Team’s review to assess the
appropriateness of the health-related training. Id.

B. Baylor
1. Findings

The Monitoring Team found that every new member of the security staff attends a
three-hour general overview regarding mental illness as a cadet in the academy, and these hours
are tracked on a statewide basis. Also, each new member of the security staff attends an eight-
hour course regarding suicide prevention training, and then that training is repeated at the
facility-level. The Statewide training completion date regarding suicide prevention training for
all personnel occurred on September 30, 2007. The training officer at the facility-level tracks
these hours. The most current count available to the Monitoring Team at the time of their visit
was that 99% of security staff had completed the training. Finally, the State is working on a
refresher requirement that DOC is working on with their Employee Development Center. See
State Policy C-04.

2. Assessment

The Monitoring Team did not assess Baylor’s compliance with this provision of
the MOA with respect to training security staff regarding non-mental health medical topics. The
Monitoring Team found Baylor to be in substantial compliance with this provision of the MOA
with respect to training security staff regarding mental health topics.

C. DCC

1. Findings
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The Monitoring Team found that every new member of the security staff attends a
three-hour general overview regarding mental illness as a cadet in the academy, and these hours
are tracked on a statewide basis. Also, each new member of the security staff attends an eight-
hour course regarding suicide prevention training, and then that training is repeated at the
facility-level. The Statewide training completion date regarding suicide prevention training for
all personnel occurred on September 30, 2007. The training officer at the facility-level tracks
these hours. The most current count available to the Monitoring Team at the time of their visit
was that 99% of security staff had completed the training. Finally, the State is working on a
refresher requirement that DOC is working on with their Employee Development Center. See
State Policy C-04.

2. Assessment

The Monitoring Team did not assess DCC’s compliance with this provision of the
MOA with respect to training security staff regarding non-mental health medical topics. The
Monitoring Team found DCC to be in substantial compliance with this provision of the MOA
with respect to training security staff regarding mental health topics.

D. HRYCI

1. Findings

The Monitoring Team found that every new member of the security staff attends a
three-hour general overview regarding mental illness as a cadet in the academy, and these hours
are tracked on a statewide basis. Also, each new member of the security staff attends an eight-
hour course regarding suicide prevention training, and then that training is repeated at the
facility-level. The Statewide training completion date regarding suicide prevention training for
all personnel occurred on September 30, 2007. The training officer at the facility-level tracks
these hours. The most current count available to the Monitoring Team at the time of their visit
was that 99% of security staff had completed the training. Finally, the State is working on a
refresher requirement that DOC is working on with their Employee Development Center.*® See
State Policy C 04.

2. Assessment

The Monitoring Team did not assess HRYCI’s compliance with this provision of
the MOA with respect to training security staff regarding non-mental health medical topics. The
Monitoring Team found HRYCI to be in substantial compliance with this provision of the MOA
with respect to training security staff regarding mental health topics for the same reasons cited
above with regard to DCC.

E. SCI

%8 The Employee Development Center provides training to DOC correctional staff. Thus, if the
Employment Development Center causes topics or courses to become part of its required
curriculum, correctional staff should receive the training at adequate rates.
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1. Findings

The Monitoring Team found that every new member of the security staff attends a
three-hour general overview regarding mental illness as a cadet in the academy, and these hours
are tracked on a statewide basis. Also, each new member of the security staff attends an eight-
hour course regarding suicide prevention training, and then that training is repeated at the
facility-level. The Statewide training completion date regarding suicide prevention training for
all personnel occurred on September 30, 2007. The training officer at the facility-level tracks
these hours. The most current count available to the Monitoring Team at the time of their visit
was that 99% of security staff had completed the training. Finally, the State is working on a
refresher requirement that DOC is working on with their Employee Development Center.*® See
State Policy C 04.

2. Assessment

The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA with respect to training security staff regarding non-mental health medical topics. The
Monitoring Team found SCI to be in substantial compliance with this provision of the MOA
with respect to training security staff regarding mental health topics for the same reasons cited
above with regard to DCC.

% The Employee Development Center provides training to DOC correctional staff. Thus, if the
Employment Development Center causes topics or courses to become part of its required
curriculum, correctional staff should receive the training at adequate rates.
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SCREENING AND TREATMENT

10. Medical Screening

A. Relevant MOA Provision
Paragraph 10 of the MOA provides:

The State shall ensure that all inmates receive an appropriate and timely
medical screening by a medical staff member upon arrival at a facility.
The State shall ensure that such screening enables staff to identify
individuals with serious medical or mental health conditions, including
acute medical needs, infectious diseases, chronic conditions, physical
disabilities, mental illness, suicide risk, and drug and/or alcohol
withdrawal. Separate mental health screening shall be provided as
described in Paragraph 34 [of the MOA].

According to NCCHC standards, timely receiving screening®® means that the
screening performed on inmates immediately** upon arrival at the respective intake facility, and
is performed by a qualified health care professional or a health-trained person. J-E-02; P-E-02.
The policies adopted by the State provide that such receiving screening will be initiated within
two hours of arrival into a facility and will be the responsibility of the nursing healthcare staff.
See State Policy E-02. This policy is adequate. If a receiving screening is completed within
three to four hours of arrival to a Facility, the Monitoring Team believes that is reasonable.

The MOA requires that the State ensure that the receiving screening, “enables
staff to identify individuals with serious medical or mental health conditions, including acute
medical needs, infectious diseases, chronic conditions, physical disabilities, mental illness,
suicide risk, and drug and/or alcohol withdrawal.” In order to comply with this requirement, the
State should ensure that receiving personnel are making consistent and complete inquiries and

0 A “receiving screening” is

[A] process of structured inquiry and observation designed to prevent newly arrived
inmates who pose a threat to their own or others’ health or safety from being admitted to
the facility’s generally population, and to get them rapid medical care. It is intended to
identify potential emergency situations among new arrivals to the facility, and also to
ensure that those patients with known illnesses and currently on medications are
identified for further assessment and continued treatment.

J-E-02; P-E-02. In sum, the purpose of a receiving screening is to (i) identify and meet any
urgent health needs of those admitted; (ii) identify and meet any known or easily identifiable
health needs that require medical intervention before the health assessment (see infra); and (iii)
identify and isolate inmates who appear potentially contagious. 1d.

* NCCHC standards do not clarify what is meant by “immediately.” The Monitoring Team
believes that 3 to 4 hours is reasonable.

31



observations. Reception personnel should use a checklist to ensure that they inquire about the
following important information:

. current and past illnesses, health conditions, or special health requirements
(e.g. dietary needs);

. past serious infectious disease(s);

o recent communicable illness symptoms (e. g. chronic cough, coughing up
blood, lethargy, weakness, weight loss, loss of appetite, fever, night
sweats);

. past or current mental illness, including hospitalizations;

o history of or current suicidal ideation;

. dental problems;

. allergies;

. legal an illegal drug use (including the last time of use);

. drug withdrawal symptoms;

. current or recent pregnancy; and

other health problems that the State should decide to include on its form.

J-E-02; P-E-02. In addition, reception personnel should note on the receiving screening form
observations:

. appearance (e.g. sweating, tremors, anxious, disheveled);

behavior (e.g., disorderly, appropriate, insensible);

state of consciousness (e.g., alert, responsive, lethargic);*

. ease of movement (e.g. body deformities, gait);

“2 persons who are unconscious, semi-conscious, bleeding, mentally unstable, or otherwise
urgently in need of medical attention upon arriving at a Facility should be referred immediately
for care. J-E-02; P-E-02. Such an immediate referral upon arrival at a Facility should be noted
on the receiving screening form. Id. In addition, if the inmate is referred to a community
hospital for care of the emergency condition and are returned the Facility should require a
written medical clearance from the community hospital. Id.
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. breathing (e.g. persistent cough, hyperventilation); and

. skin (e.g. lesions, jaundice, rashes, infestations, bruises, scars, tattoos, and
needle marks or other indications of drug abuse).

Id. The disposition of the inmate (i.e., if the inmate was immediately referred for medical care,
or placed in general population, etc.) should be indicated on the receiving screening form. Id.
Once the receiving screening form has been completed, it should include the date and time of
completion, and the signature and title of the person completing the form. Id. Finally, the
receiving screening should allow for all immediate health needs to be identified and addressed,
and potentially infectious inmates to be isolated. 1d.

As noted above, the State has created a policy stating that a receiving screening
will be initiated within two hours of arrival to a Facility. See State Policy E-02. This policy
further provides that inmates will be screened in a manner consistent with the NCCHC standards
cited above. Id. Also, the State will record the findings of the screenings in DACS, and that the
screenings will include a history and observations based on a health screening form. Id. The
screening form supplied by the State is adequate, but will require some progress notes to be
attached and cross-referenced in the case of positive answers to questions that require follow-up.

B. Baylor

1. Findings

As a preliminary matter, the Monitoring Team was unable in some instances to
measure the timeliness of the receiving screening because the correctional officers did not
consistently document the date and time of the inmate’s arrival at Baylor. At Baylor, for each
medical reception chart the Monitoring Team reviewed, there was a handwritten booking form
completed by the correctional officer. The Monitoring Team found that these forms did not
consistently document the date and time of the inmate’s arrival. The State has informed the
Monitoring Team that this information is documented elsewhere. The Monitoring Team will
follow up on this item in future reports.

In those records that the Monitoring Team reviewed where timeliness was
measurable, the Monitoring Team found that 3 out of 10 records reflected that the nurses did not
complete the Intake Screening Report within the four-hour time frame.

With respect to the appropriateness of the receiving screening, progress notes, if
written, often were not referred to on the screening report form, which meant that such notes
would not be helpful. The Monitoring Team also observed that when inmates arrived who were
already on medication, the nurses were not consistently documenting the medication dosages.

2. Assessment
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The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC

1. Findings

The Monitoring Team found that in nine out of ten records reviewed reflected that
the receiving screenings took place within four hours of the inmate arriving at DCC. With
regard to the adequacy of the receiving screenings, more than half of the receiving screenings
reviewed by the Monitoring Team either were incomplete or not adequately performed. The
most common problem that the Monitoring Team found was that the person conducting the
receiving screening did not include sufficient follow-up details when an inmate answered “yes”
to questions that require further information from the inmate.

With regard to intrasystem transfers, the Monitoring Team found that five out of
ten of the records reviewed demonstrated some deficiencies concerning the follow-up or
continuity of care afforded to the inmate.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings

The Monitoring Team selected 20 records for review. These records represented
a sample of those inmates who had entered HRY CI within the previous three weeks.

The Monitoring Team found that 55% of the records reviewed demonstrated that
the inmate had a tuberculosis (“TB”) test planted and read within the first four days of arrival at
HRYCI. The Monitoring Team found that, in almost all cases the TB test was planted. There
were instances in which there was no documentation of the TB test in the chart, but those
instances were the exception.

With regard to the adequacy of the receiving screenings at HRYCI, the
Monitoring Team found that, similar to the findings at DCC, most of the receiving screenings
records reviewed did not include sufficient follow-up details when an inmate answered “yes” to
questions that require further information from the inmate.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.
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E. SCI

1. Findings

The Monitoring Team selected 20 charts to review at SCI for this provision of the
MOA. Although the Monitoring Team noted that screening had been completed, the Monitoring
Team was unable to assess the timeliness of the receiving screenings at SCI because of a lack of
documentation of the inmate’s time of arrival at the Facility. With regard to the adequacy of the
receiving screenings at SCI, the Monitoring Team found that, like DCC and HRYCI, a number
of the receiving screening records reviewed did not include sufficient follow-up details when an
inmate answered “yes” to questions that require further information from the inmate.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

The Monitoring Team recognizes that the implementation of the new DACS
might have a considerable positive impact on the State’s compliance with the provisions of the
MOA. The Monitoring Team recommends that the State take the following actions at Baylor
and SCI: (i) draft and implement procedures that ensure that all screening is performed timely
and completely; and (ii) begin self-monitoring of implementation.

11. Privacy

A. Relevant MOA Provision
Paragraph 11 of the MOA provides:

The State shall make reasonable efforts to ensure inmate privacy when
conducting medical and mental health screening, assessments, and
treatment. However, maintaining inmate privacy shall be subject to
legitimate security concerns and emergency situations.

The MOA requires that the State make “reasonable efforts” to ensure inmate
privacy when conducting medical and mental health screening, assessments, and treatment,
subject to legitimate security concerns and emergency situations. This provision of the MOA
differs somewhat from the NCCHC standards, which provide for clinical encounters® to be
conducted in private, without being observed or overheard by security personnel unless the

%% «Clinical encounters” are defined as “interactions between inmates and health care providers
that involve a treatment and/or an exchange of confidential information.” J-A-09; P-A-09.
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patient poses a probable risk to the safety of the health care provider or others. J-A-09; P-A-
09.** The MOA does not require an individual correctional officer to make an independent
assessment of the security risk of an individual inmate. Rather, the State can set the procedures
for correctional officers to follow to ensure that privacy is afforded in accordance with this
provision of the MOA.

The policies adopted by the State call for healthcare to be provided with
consideration of inmate dignity and feelings. See State Policy A-09. Further, healthcare
encounters are to be carried out in a manner and location that promotes confidentiality within the
dictates of security and safety. 1d. The State’s policy calls for security staff or interpreters who
may be present during healthcare encounters to be informed and educated regarding the need for
confidentiality. Id. Finally, the State’s policy provides for a female escort to be provided for
encounters with a female inmate by a male healthcare provider. Id.

B. Baylor

1. Findings

Due to the lack of sufficient clinic examination rooms, the nurses conduct sick
call in the infirmary hallway where there is no auditory or visual privacy. In addition, because
there is no correctional officer posted in the infirmary, inmates are free to wander about the
clinic and overhear conversations or view confidential health documents laying on desks in the
hallway. The Monitoring Team learned that Baylor has formed a plan to use the infirmary space
in a more efficient manner, which promotes greater patient privacy.

The Monitoring Team also found that, with respect to the provision of mental
health services, there is no office designated for private contacts by mental health staff for
women on close observation. The mental health staff interviews women in the dental office if it
is not in use. Otherwise, there is no private area to assess the inmate. Also, women who are on
suicide precautions should be allowed a privacy curtain to use the toilet, if it is clinically
appropriate (see infra.) for such a curtain to be in the observation room.

2. Assessment

The Monitoring Team found that Baylor is not in compliance with this provision
of the MOA. At the time of the Monitoring Team’s visit, it appeared that the State was not

* Further, NCCHC standards provide that, in cases in which it is necessary for security
personnel to overhear clinical encounters, security personnel should be instructed regarding the
maintenance of confidentiality of health information. Id. Such privacy is not feasible under all
circumstances, such as instances in which health staff is dealing with an inmate’s health concern
at the inmate’s cell, or in Facilities in which space issues do not allow for privacy as described
above. Under such circumstances, if safety is a concern and full visual privacy cannot be
afforded, the NCCHC recommends that alternative strategies for partial privacy, such as a
privacy screen, be used. Id.
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making reasonable efforts to ensure patient privacy. The State has informed the Monitoring
Team that there are concrete plans to improve patient privacy issues. These efforts will be the
subject of future reports.

C. DCC

1. Findings

The Monitoring Team observed that the infirmary unit does not have an
examination room. As a result, examinations are performed in the patient rooms, even when
those rooms are occupied by multiple inmates in a dormitory style. In some of the patient rooms,
the beds are so close together that it is not possible to obtain visual or aural privacy. If DCC is
unable to create a space for an infirmary examination room to afford inmate’s greater privacy,
the State should, at the very least, provide for some means of dividing inmate rooms so that at
least visual privacy can be maintained for examinations.

With regard to the privacy of mental health services, the Monitoring Team found
that there is one office available for every tier (four per 100 inmates), and one group space. This
office space is adequate to afford reasonable privacy. The Monitoring Team found one problem
regarding the privacy afforded by the office space, which is that mental health professionals do
not have the option to close the doors during interviews with inmates because the office doors
lock automatically upon closing.

Space within the infirmary for the provision of mental health services is not
adequate. The State is making reasonable efforts, however, to remedy this situation

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI
1. Findings

The Monitoring Team found that all clinical encounters are conducted with doors
open and correctional officers standing in the doorway, regardless of the need to do so.*®

The Monitoring Team also observed that the room used for chronic clinics is
typically so hot that the door is left open. The problem with that situation is that the chronic

* By way of example, during a visit by the Monitoring Team, one of the medical experts
requested to meet in private with an inmate. The correctional officer refused the expert’s
request, stating, “This is a prison. There is no privacy in a prison.” The State has informed the
Monitoring Team that the correctional officer’s conduct is not representative of the State’s
approach to inmate privacy, and that the correctional officer has been disciplined.
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clinic room is adjacent to the waiting room, and therefore, inmates and correctional officers are
immediately outside of the door and can overhear the clinical encounters taking place.

The Monitoring Team also observed a nursing station that is being shared with
security personnel. This shared space jeopardizes the confidentiality of inmate medical records.

2. Assessment

The Monitoring Team found that HRYCI is not in compliance with this provision
of the MOA with regard to the privacy afforded to inmates receiving medical services, and is in
partial compliance with regard to the privacy afforded to inmates receiving mental health
services.

E. SCI

1. Findings

The Monitoring Team found that some of the housing units provide no private or
confidential space for clinical encounters, and most clinical encounters occur in public. Thisis a
serious concern with regard to the ability of staff to adequately assess an inmate’s suicide risk.

2. Assessment

The Monitoring Team found that SCI is not in compliance with this provision of
the MOA. At the time of the Monitoring Team’s visit, it appeared that the State was not making
reasonable efforts to ensure patient privacy. The State has informed the Monitoring Team that
there are concrete plans to improve patient privacy issues. These efforts will be the subject of
future reports.

F. Recommendation

The Monitoring Team recommends that the State create a plan that ensures
professional and adequate assessment space while also ensuring security at Baylor.

The Monitoring Team recommends that the State develop and implement
procedures that ensure professionally appropriate assessment space at DCC.

The Monitoring Team recommends that the State create a plan that provides for
confidential assessment space in both the clinic and inpatient areas at HRYCI.

The Monitoring Team recommends that the State create a plan to the Monitor that
ensures a professionally appropriate environment for all encounters at SCI.

12. Health Assessments

A. Relevant MOA Provision
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Paragraph 12 of the MOA provides:

The State shall ensure that all inmates receive timely medical and mental
health assessments. Upon intake, the State shall ensure that a medical
professional identifies those persons who have chronic illness. Those
persons with chronic illness shall receive a full health assessment between
one (1) and seven (7) days of intake, depending on their physical
condition. Persons without chronic illness should receive full health
assessment within fourteen (14) days of intake. The State will ensure that
inmates with chronic illnesses will be tracked in a standardized fashion. A
readmitted inmate or an inmate transferred from another facility who has
received a documented full health assessment within the previous twelve
(12) months, and whose receiving screening shows no change in health
status, need not receive a new full medical and mental health assessment.
For such inmates, medical staff and mental health professionals shall
review prior records and update tests and examinations as needed.

The MOA provides for timely and adequate medical and mental health
assessments* to occur. NCCHC standards differ with respect to timeliness of a health
assessment (compare J-E-04 and P-E-04 (stating that health assessments in jails take place “[a]s
soon as possible, but no later than 14 days...” and in prisons, “[a]s soon as possible, but no later
than 7 days...”)), but the MOA requires that the State adhere to the standard for jails, which is 14
days.*” An adequate health assessment should include at least:

. a review of receiving screening results;

. the collection of additional data to complete the medical, dental, and
mental health histories;

. a recording of vital signs;

. a physical examination (an objective, hands-on evaluation of an
individual, involving the inspection, palpation, auscultation, and
percussion of a patient’s body to determine the presence or absence of
physical signs of disease);

. laboratory and/or diagnostic tests for communicable diseases including
sexually transmitted diseases;

® A “health assessment” is defined as “the process whereby the health status of an individual is
evaluated, including questioning the patient regarding symptoms.” J-E-04; P-E-04.

*" The State’s policy adopts the 7-day standard applicable to prisons for timeliness of health
assessments. See State Policy E-04.
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. a test for TB; and
. initiation of therapy and immunizations when appropriate.

Id. The hands-on portion of the health assessment should be performed by a physician,
physician assistant, or nurse practitioner, and the health history and vital signs should be
collected by a qualified health care professional.® Id. When significant findings are present as
the result of the hands-on portion of the health assessment, and it is done by a health professional
other than a physician, the physician should document his or her review of the health
professional’s health assessment in the inmate’s medical record.

B. Baylor

1. Findings

After a review of medical records, the Monitoring Team found that inmates are
not consistently receiving physical examinations within the required time frames, and as
discussed in reference to paragraph 10 of the MOA, in two cases discovered by the Monitoring
Team, health assessments did not occur when warranted (e.g., when newly arrived inmates are
demonstrating symptoms of sexually transmitted diseases, which would warrant a health
assessment prior to the expiration of fourteen days). Furthermore, in three of ten records
reviewed, TB tests were not consistently documented.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC
1. Findings
The Monitoring Team reviewed ten charts, and found that in some, the physical
examination was not completed. The Monitoring Team did not find a complete initial problem
list or plan in many of the records reviewed.
With respect to the mental health assessments, the Monitoring Team found that

mental health staff was not reviewing the files of inmates transferred to DCC from other
Facilities.

*® The hands-on portion of the health assessment may be performed by a registered nurse when
(i) the nurse completes appropriate training, approved or provided by the responsible physician;
and (ii) the responsible physician documents his or her review of all health assessments. J-E-04;
P-E-04.
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2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings

The Monitoring Team found that half of the records reviewed did not reflect a
timely health assessment, and several records indicated that no health assessment had been
completed. The Monitoring Team found that, of those records that reflected completed health
assessments, appropriate referrals to chronic care program were made.

With respect to the mental health assessments, the Monitoring Team found that
mental health staff was not reviewing the files of inmates transferred to HRYCI from other
Facilities.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI

1. Findings

The Monitoring Team found that health assessments were completed in most of
the records reviewed; however, the health assessments were completed within the MOA’s 14-
day requirement.

The Monitoring Team found that mental health assessments are occurring in a
timely fashion. The Monitoring Team found that mental health assessments generally are
complete and appropriately refer individuals identified with mental health problems for further
review. The only exception found by the Monitoring Team was that one newly hired mental
health professional was completing the incorrect form for the health assessment, but that problem
has been remedied.

2. Assessment
The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA with regard to the medical health assessments performed on inmates, and in

substantial compliance with regard to the mental health assessments performed on inmates.

F. Recommendation
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The Monitoring Team recommends that the State: (i) draft and implement
procedures to ensure the timely and appropriate health assessments are completed within seven
days of entry; (ii) ensure that the assessments include an initial comprehensive problem list with
relevant diagnostic and therapeutic plans; and (iii) begin self-monitoring of timeliness,
appropriateness and completeness of health assessments.

13. Referrals for Specialty Care

A. Relevant MOA Provision
Paragraph 13 of the MOA provides:

The State shall ensure that: a) inmates whose serious medical or mental
health needs exceed the services available at their facility shall be referred
in a timely manner to appropriate medical or mental health care
professionals; b) the findings and recommendations of such professionals
are tracked and documented in inmates’ medical files; and c) treatment
recommendations are followed as clinically indicated.

The MOA requires that the State ensure that inmates whose medical or mental
health needs exceed the services available at the Facility shall be referred in a timely manner to
appropriate medical and mental health care professionals. For routine referrals, generally
accepted professional standards would permit a timely referral to be defined as being seen by a
specialist within 40 days, unless that inmate is seen by the primary care physician at the Facility
every 30 days until the specialist appointment occurs. In any event, the appointment with the
specialist should not occur more than 100 days after the initial request. For urgent consultations,
the process should occur within 14 days. In addition, the MOA requires that once an inmate has
seen the appropriate medical or mental health professional, the findings and recommendations
are tracked and documented in inmates’ files, and the patients are seen in follow-up by their
primary care physician at the Facility.

B. Baylor

1. Findings

The Monitoring Team reviewed several charts of patients for whom consultations
had been ordered. The Monitoring Team found that most of the medical consults are occurring
on a timely basis, but that there is a lack of consistency in reports being available on a timely
basis, follow-up visits occurring after an appointment, and documentation in the inmate’s
medical record regarding the reasons for the initial referral.

The problems identified by the Monitoring Team with Baylor’s compliance with
this provision of the MOA relate mainly to a lack of adequate administrative staff and resources
for the clinicians. The consult scheduler does not have a phone or computer at his/her desk. The
Health Services Administrator at Baylor has brought in her own laptop to assist with this process.
Tracking is done on paper, which is then later entered into the computer tracking system. The
physician maintains her own personal notebook tracking system to try to ensure that inmates are

42



receiving appropriate follow-up (e.g., discussions with patients) after consultations, but this
method does not always ensure that these visits occur as required.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA with respect to medical services. The Monitoring Team was unable to
assess Baylor’s compliance with this provision of the MOA in relation to mental health services,
as there had been no recent referrals offsite for mental health care at the time of the Monitoring
Team’s visit.

C. DCC

1. Findings

The Monitoring Team found that from June 2007 until the beginning of August
2007, specialty referrals were not occurring because the person who was assigned to schedule
appointments for inmates was on sick leave, and CMS had failed to find a temporary
replacement. The Monitoring Team learned that after the Monitoring Team’s visit, a new person
had been assigned to assist with the task of scheduling; however, that person was not at DCC
full-time, which resulted in additional delays in scheduling specialty appointments. After
reviewing patients referred by a primary care physician from the beginning of August, the
Monitoring team found that there were a total of 94 referrals generated in which there had been
an authorization from CMS’s central office for the service to be provided to an inmate.*
However, at the time the Monitoring Team reviewed these records, no phone call had been made
to schedule those inmate’s appointment.

With respect to the process for ensuring that that the findings and
recommendations of the specialty professionals are tracked and documented in inmates’ medical
files, and followed as clinically indicated, the Monitoring Team found that in half of the charts
reviewed, reports were missing and follow-up visits between the primary care physician at the
Facility and the inmate did not occur.

*® The process that is in place is supposed to include a referral from the primary care physician
along with an order and a progress note, which are then sent to the CMS central office. The
CMS central office reviews the referral and responds by either authorizing the referral or
recommending another strategy. The authorization is returned to the facility for scheduling to
take place with the outside provider, and the inmate ultimately should be taken to the
appointment.

The Monitoring Team found that referrals are typically received by the CMS central office
within one day, and that the CMS central office typically responds within one or two days. This
is satisfactory. Thus, the front end of the process is functioning. The problem lies in the delay in
making the telephone call to outside providers to schedule appointments.
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2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings

The Monitoring Team reviewed charts of patients for whom consultations had
been ordered. The Monitoring Team found that all of the records reviewed had a timely referral
to specialty care and went to the appointment within the required timeframe. The Monitoring
Team found that in half of the records reviewed, physician follow-up did not occur.®® The
Monitoring Team also found that, in a couple of cases, the specialty referral was most likely not
necessary, and the unnecessary referral resulted from an inadequate physician assessment.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
1. Findings
The records of approximately ten patients were reviewed and the Monitoring
Team found that, in most of the cases reviewed, the referral and specialty care appointment
occurred on a timely basis. The Monitoring Team found, however, that follow-up with a patient
after a specialty consultation did not occur on a consistent basis, and reports from specialty
consultations were not appearing in the file in a timely fashion.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

The Monitoring Team recommends that the State take the following actions at
Baylor and DCC: (i) draft and implement procedures to ensure timely scheduling of specialty

*% None of the specialty referrals reviewed at HRYCI were of an urgent nature. The Monitoring
Team observed that the tracking system used currently does not allow for reporting on urgent
requests.
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services; and (ii) draft and implement procedures to ensure tracking and timely receipt and
follow-up of all reports.

The Monitoring Team recommends that the State take the following actions at
HRYCI: (i) implement procedures that ensure timely appointments, reports, follow-up visits and
responses to reports; and (ii) begin self-monitoring of timeliness of availability of appointments
deemed urgent and organize by specialty.

The Monitoring Team recommends that the State take the following actions at
SCI: (i) draft and implement procedures to ensure timely and appropriate specialty services,
including follow-up; and (ii) begin self-monitoring of compliance with Delaware Department of
Correction policy.

14. Treatment or Accommodation Plans

A. Relevant MOA Provision
Paragraph 14 of the MOA provides:

Inmates with special needs shall have special needs plans. For inmates
with special needs who have been at the facility for thirty (30) days, this
shall include appropriate discharge planning. The DOJ acknowledges that
for sentenced inmates with special needs, such discharge planning shall be
developed in relation to the anticipated date of release.™

A treatment plan for a special needs inmate should include, at a minimum:

. the frequency of follow-up for medical evaluation and adjustment of the
treatment modality;

. the type and frequency of diagnostic testing and therapeutic regimens; and

. when appropriate, instructions about diet, exercise, adaptation to the
correctional environment, and medication.

J-G-01; P-G-01. Further, each Facility should maintain a list of special needs inmates for
tracking purposes. Id. With respect to discharge planning, in cases of a planned discharge, (i)
the health staff of a Facility should arrange for a sufficient supply of current medications to last
until the inmate can be seen by a community health care provider; and (ii) for inmates with

> According to Section I1.F. of the MOA, “inmates with special needs” are,
[IInmates who are identified as suicidal, mentally ill, developmentally disabled,

seriously or chronically ill, who are physically disabled, who have trouble
performing activities of daily living, or who are a danger to themselves.
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critical medical or mental health needs, arrangements or referrals should be made for follow-up
services with community providers. J-E-13; P-E-13.

B. Baylor

1. Findings

The Monitoring Team found that most of the medical files reviewed for mental
health treatment plans had treatment plans that included medication management, group therapy
(although that was not occurring), and independent journaling as the components of treatment.
In general, the treatment plans did not appear to be made specific enough to the needs of each
individual inmate. The Monitoring Team concluded that this lack of specificity might reflect the
absence of services beyond crisis, initial assessments, and well-being visits.

2. Assessment

The Monitoring Team did not assess Baylor’s compliance with this provision of
the MOA as it relates to treatment plans and discharge planning for inmate with non-mental
health related special needs. The Monitoring Team found that Baylor is in partial compliance
with this provision of the MOA with respect to treatment plans and discharge planning for
inmates with special needs due to serious mental illness.

C. DCC

1. Findings

The Monitoring Team found that there is one discharge group for the entire
facility, and that every clinician is required to track those inmates leaving within 30 to 90 days.
The Monitoring Team was told that the elements of discharge planning are supposed to follow a
CMS form to make contact for outpatient appointments, assess housing needs, support, and
pharmacy information.

Upon review, the Monitoring Team found that CMS will make appointments for
inmates being discharged if the inmate identifies a community provider. The Monitoring Team
found that financial entitlements were expedited on only two occasions by filling out Medicaid
applications for inmates. The State is aware of the need to assist soon-to-be released inmates
with these applications, and is working to improve the process.

The Monitoring Team also found that referrals for the Delaware Psychiatric
Center are rarely necessary. When such referrals are necessary, however, a psychiatrist sees the
inmate and refers the inmate for involuntary admission.

The Monitoring found that distribution of medication to inmates being discharged
is problematic. The Monitoring Team learned from mental health staff leadership that inmates
being discharged are supposed to receive a 30-day supply of medication, that the nursing staff is
supposed to notify the booking area (i.e., the area from which inmates are discharged from the
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Facility) when the medication is ready, and that the inmate is to receive the medication supply in
the booking area. The Monitoring Team learned from correctional officers that, in their
experience, it is rare for any inmate to be released with a supply of medication, but that if an
inmate notifies them that medication is necessary, the officers will contact the nursing staff for
the medication. This information was later verified, which means that medication is very rarely
provided to inmates upon release from the Facility.

2. Assessment

The Monitoring Team deferred assessing DCC’s compliance with this provision
of the MOA as it relates to inmates that are regarded as special needs for reasons other than
serious mental illness because the State and the Monitoring Team were attempting to resolve
differing interpretations of the appropriate standards to apply in monitoring this provision of the
MOA. The State and the Monitoring Team were able to resolve the differing interpretations to
determine that special accommodation plans should be placed on the problem list in an inmate’s
medical record, and that the special accommodation plan should include an inmate’s diagnosis,
the date of the initial diagnosis in the DOC, a description of what special needs the inmate has
that cause the need for a special accommodation plan, the planned accommodation strategies,
and discharge planning prior to the patient’s release. Also, there should be an assessment of the
effectiveness of the accommaodation plan within 30 days of development of the initial plan, and
then no less frequently than every 90 days thereafter, similar to the process that should be in
place for the chronic care program. The Monitoring Team will monitor the State’s compliance
with these requirements during the next period. .

The Monitoring Team found that the State is in partial compliance with this
provision of the MOA with respect to treatment and discharge plans for inmates whose serious
mental illness qualifies them as special needs inmates.

D. HRYCI

1. Findings

The Monitoring Team found that discharge plans for inmates often lack
individualization, and include little or no intervention relating to entitlements for inmates being
released. Discharge plans do, however, usually involve the following items: (i) a 30-day supply
of medication upon release; (ii) a timely appointment with a community health center near the
inmate’s home if the inmate has remained “substance free;” and (iii) if the inmate is incarcerated
for more than two years, the inmate is transferred to a step-down facility within the DOC where
CMS continues to care for the inmate.

2. Assessment
The Monitoring Team did not assess HRYCI’s compliance with this provision of
the MOA as it relates to treatment plans and discharge planning for inmates with non-mental

health related special needs for the same reason as stated above with respect to DCC. The
Monitoring Team found that HRYCI is in partial compliance with this provision of the MOA

47



with respect to treatment plans and discharge planning for inmates with special needs due to
serious mental illness.

E. SCI

1. Findings

The Monitoring Team found that treatment plans are generated on each patient.
In addition, in one chart, the Monitoring Team found an excellent discharge plan. SCI earned a
partial compliance rating, however, because a rating of substantial compliance cannot be founded
on only one record. The Monitoring Team is hopeful that it will encounter additional discharge
plans of the caliber noted above upon its next visit to monitor this provision of the MOA.

2. Assessment

The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA as it relates to treatment plans and discharge planning for inmate with non-mental health
related special needs. The Monitoring Team found that SCI is in partial compliance with this
provision of the MOA with respect to treatment plans and discharge planning for inmates with
special needs due to serious mental illness.

F. Recommendation

The Monitoring Team recommends that the State take the following action at
DCC:

° With detainees, discharge planning should be at the time of the initial visit. This
gathering of information should be done by the counselor at time of assessment
and treatment planning.

. A system needs to be developed and implemented re: financial entitlements such
as Medicaid and social security benefits.

° A QI needs to address discharge planning issues, especially discharge
medications.

15. Drug and Alcohol Withdrawal

A Relevant MOA Provision
Paragraph 15 of the MOA provides:
The State shall develop and implement appropriate written policies,
protocols, and practices, consistent with standards of appropriate medical

care, to identify, monitor, and treat inmates at risk for, or who are
experiencing, drug or alcohol withdrawal. The State shall implement
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appropriate withdrawal and detoxification programs. Methadone
maintenance programs shall be offered for pregnant inmates who were
addicted to opiates and/or participating in a legitimate methadone
maintenance program when they entered the Facilities.

This provision of the MOA requires that the State develop and implement
appropriate written policies, protocols, and practices, consistent with standards of appropriate
medical care, to identify, monitor, and treat inmates at risk for, or who are experiencing, drug
and alcohol withdrawal. The State has developed an adequate policy with respect to drug and
alcohol withdrawal. See State Policy G-06.

Further, established protocols regarding the treatment and observation of
individuals manifesting symptoms of intoxication or withdrawal should be followed in order to
complete successful implementation of the policies. J-G-06; P-G-06. Inmates experiencing
severe, life-threatening intoxication (overdose) or withdrawal should be transferred immediately
to a licensed acute care facility. Id. Individuals at risk for progression to more severe levels of
intoxication withdrawal should be kept under constant observation by qualified health care
professionals or health-trained correctional staff, and whenever severe withdrawal symptoms are
observed, a physician should be consulted promptly. 1d. If a pregnant inmate is admitted with a
history of opiate use, a physician should be contacted so that the opiate dependence can be
assessed and treated appropriately. 1d. The facility should have a policy that addresses the
management of inmates, including pregnant inmates, on methadone or other similar substances.
Pregnant inmates entering the facility who were addicted to opiates and/or participating in a
legitimate methadone maintenance program should be offered methadone maintenance
programs.

B. Baylor

1. Findings

The Monitoring Team studied the treatment of the two inmates identified as
undergoing alcohol withdrawal. One of the patients’ charts had no evidence of nursing
evaluation, even though there was an order for the withdrawal protocol. The second patient’s
chart was incomplete. The Monitoring Team found that the patient had gone to the hospital and
was diagnosed with heroin and alcohol withdrawal. The chart was unclear as to how the patient
got to the hospital. At the time the patient came to the facility, the patient presented with a
history of pancreatitis, current abdominal pain, and nausea. Laboratory tests ordered for this
urgent presentation were not done for seven days after the patient returned from the hospital.

2. Assessment

The Monitoring Team found that Baylor is not in compliance with this provision
of the MOA.

C. DCC
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The Monitoring Team did not assess DCC’s compliance with this provision of the
MOA because at the time the Monitoring Team visited the Facility to review this item, the
Monitoring Team had not received drafts of specific clinical guidelines for alcohol and opiate
withdrawal monitoring and treatment.

D. HRYCI

The Monitoring Team did not assess HRYCI’s compliance with this provision of
the MOA. The Monitoring Team did make some preliminary observations, however. The
Monitoring Team observed that the withdrawal policy and procedures were performed by LPNs
without much supervision, and a nurse was permitted to initiate the protocol without a physician
conducting an initial evaluation. For one patient reviewed by the Monitoring Team, there were
no notes by the LPN, which made it difficult to determine the status of the patient, and gave the
appearance of unmonitored detoxification.

E. SCI

1. Findings

The Monitoring Team reviewed one record of a patient with withdrawal, and the
record demonstrated multiple serious problems. The inmate experienced severe symptoms of
alcohol withdrawal, did not receive appropriate withdrawal treatment, and was placed in
restraints without following clinically appropriate procedures. The DOC expressly informed the
Monitoring Team of this incident, acknowledged the deficiencies, and has been working to
improve the issues highlighted by the incident.

2. Assessment

The Monitoring Team found that SCI is not in compliance with this provision of
the MOA.

F. Recommendation

The Monitoring Team recommends that the State draft and implement the policies
and procedures required by this provision of the MOA, and provide training on those policies
and procedures.

16. Pregnant Inmates

A. Relevant MOA Provision

Paragraph 16 of the MOA provides:
[tlhe State shall develop and implement appropriate written
policies and protocols for the treatment of pregnant inmates,

including appropriate screening, treatment, and management of
high risk pregnancies.”
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According to NCCHC standards, pregnant inmates shall receive timely and
appropriate prenatal care, specialized obstetrical services when indicated, and postpartum care.
J-G-07. Appropriate prenatal care should include medical examinations, laboratory and
diagnostic tests (including offering HIV testing and prophylaxis when indicated), and advice on
appropriate levels of activity, safety precautions, and nutritional guidance and counseling. Id.

B. Baylor

1. Findings

In general, care of pregnant inmates is good. With regard to timeliness, the
Monitoring Team found that in about 80% of cases reviewed, pregnant inmates were seen on a
timely basis. Care of pregnant inmates is provided by a nurse practitioner who works for a local
obstetrician, and therefore, can hold clinic only one day per week. Thus, if an inmate arrives at
Baylor the day after clinic, she will not be seen until a week later.

The Monitoring Team observed several cases in which the prenatal care offered to
pregnant inmates was not adequate. In a couple of cases, the pregnant inmate was not seen for 3
or 4 weeks, when pregnant inmates should be seen within a few days of arrival or sooner if
clinically indicated. Also, most of the pregnant inmates received appropriate laboratory tests in a
timely manner. The Monitoring Team found that pregnant inmates with high risk pregnancies
have access to hospital care.

One problem noted by the Monitoring Team was that pregnant inmates nearing
labor or post-partum are housed in a room in the infirmary that is not within sight or sound of the
nursing staff, which is not an appropriate housing location. This problem could be remedied by
placing a camera and some sort of call button in that room.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

3. Recommendation

The Monitoring Team recommends that the State create a plan to improve
timeliness of intake pregnancy assessments and a long-term plan for housing females who are
near labor or are post partum.

17. Communicable and Infectious Disease Management
A Relevant MOA Provision
Paragraph 17 of the MOA provides:
The State shall adequately maintain statistical information

regarding contagious disease screening programs and other
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relevant statistical data necessary to adequately identify, treat, and
control infectious diseases.

The NCCHC recommends that facilities with populations over 500 inmates
should have a committee to oversee infection control practices. P-B-01. The infection control
committee should consist of representation from the facility’s administration, the responsible
physician or designee, nursing and dental services, and other appropriate professional personnel
involved in sanitation or disease control. Id. Further, facilities should follow a TB control plan
that is consistent with current published guidelines from the Centers for Disease Control.

B. Baylor

1. Findings

At the time the Monitoring Team visited Baylor to monitor this provision of the
MOA, the infection control nurse had been in that position for six months, and spent 80% of her
time in infection control. The infection control nurse did not have any computer or internet
access. The infection control nurse should undergo training in infection control so that
appropriate information is tracked and reported on to the Quality Improvement Committee on a
quarterly basis.

Formal processes for tracking important diseases such as TB and MRSA>? were
not in place. Although TB skin test information is maintained in the intake log book, the
information is not used to track prevalence data. In the future, TB data should include the total
number of TB tests, the number of previously positive inmates, the number of new positives, the
results of any follow-up chest films that are taken as the result of positive TB tests, and the
numbers of TB positive inmates who start and complete prophylactic therapy. Further, all active
cases should be tracked. All inmates who are skin test negative should have an annual skin test,
and the number of tests performed and the conversions from prior negative results to positive
results in a new test should be tracked. Any conversions from prior negative skin test to a
positive skin test should be investigated. In addition, all employee TB skin test data should be
tracked.

MRSA also should be tracked, and the tracked data should include the date and
housing location. Baylor has a MRSA tracking book, but at the time of the Monitoring Team’s
visit, the MRSA book was missing or lost, and had been reconstructed recently with two months’
worth of data. The tracking book did not contain any entries for October 2007, although there
was a woman in the infirmary for an extended period of time. She had had a MRSA wound
weeks prior that was not documented, and staff informed the Monitoring Team that they
estimated seeing about one MRSA case per month.

Hepatitis C is tracked on a log if the positive inmate is going to remain
incarcerated for more than 18 months. HIV results are obtained from the state laboratory and
positive patients are maintained on a log. HIV patients are not reported consistently. The

%2 “MRSA” is the commonly known term for methicillin-resistant staphylococcus aureus, which
is a type of bacteria that is resistant to certain antibiotics.
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infection control nurse was not reporting people whom she thought had been previously positive.
All HIV patients new to the facility should be reported to the State, even if there is redundancy.
Chlamydia and gonorrhea testing is done for all women who consent to a Pap smear. A list of
positives are maintained but prevalence data is not maintained. Infection control rounds are not
currently done. OSHA training is not recorded. Needle stick injuries are tracked by the Health
Service Administrator.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC
The Monitoring Team did not assess DCC’s compliance with this provision of the
MOA.
D. HRYCI

The Monitoring Team did not assess HRYCI’s compliance with this provision of
the MOA. At the time of the Monitoring Team’s visit to HRYCI to monitor this provision, the
policy regarding communicable and infectious disease tracking was being modified.

E. SCI

1. Findings

The Monitoring Team found that an infection control nurse has been assigned at
SCI, but she is only able to devote five days per month to this work. The infection control nurse
was not trained with regard to conducting appropriate infection control rounds, or how to collect
and track data. SCI does not have an infection control report, and there are no infection control
meetings. SCI does not maintain TB prevalence data. At the time of the Monitoring Team’s
visit, the infection control nurse reported that from a review of 383 inmates’ medical records,
none of these individuals tested had a positive TB test, and the last positive skin test for TB
occurred several months prior to the Monitoring Team’s visit. That report should be investigated
further. In a high risk population such as in a correctional facility, it is highly unlikely that there
are no positive TB tests. If the data presented by the nurse is accurate, then it signifies that there
may be improper techniques being employed in implanting TB tests or reading the tests. SCI has
a MRSA log, but it only tracks positive skin cultures. SCI tracks vaccinations, which assists in
adequately preventing infectious diseases.

2. Assessment

The Monitoring Team found that SCI is not in compliance with this provision of
the MOA.
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F.

Recommendation

The Monitoring Team recommends that the State take the following action at

Baylor and SCI: (i) implement policies and procedures to ensure comprehensive automated
reporting and tracking of common diseases is implemented and used to monitor and reduce
liability; and (ii) submit infection control plan to the Monitor, including duties of the Infection
Control Nurse, along with training to be provided for these duties.

18. Clinic Space and Equipment

A

clinical encounters.

Relevant MOA Provision

Paragraph 18 of the MOA provides:

The State shall ensure that all face-to-face nursing and physician
examinations occur in settings that provide appropriate privacy and permit
a proper clinical evaluation including an adequately-sized examination
room that contains an examination table, an operable sink for hand-
washing, adequate lighting, and adequate equipment, including an
adequate microscope for diagnostic evaluations. The State shall submit a
comprehensive action plan as described in Paragraph 65 of [the MOA]
identifying the specific measures the State intends to take in order to bring
the Facilities into compliance with this paragraph.

An adequately-sized examination room is one that is large enough to
accommodate the necessary equipment, supplies, and fixtures, and to permit privacy during
J-D-03; P-D-03. Facilities should have, at a minimum, the following

equipment, supplies, and materials for the examination and treatment of patients:

. hand-washing facilities or appropriate alternate means of hand
sanitization;

) examination tables;

. a light capable of providing direct illumination;

) scales;

. thermometers;

. blood pressure monitoring equipment;

. stethoscope;

. ophthalmoscope;
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o otoscope;

. transportation equipment (e.g. wheelchair, stretcher);
. trash containers for biohazardous materials and sharps; and
o equipment and supplies for pelvic examinations if female inmates are
housed in the facility.
Id.
B. Baylor
1. Findings

Overall, the Monitoring Team found that space is inadequate at Baylor. The
space in the infirmary is too narrow and small to allow for adequate space to support staff
functions. For a discussion of how the lack of space impacts privacy of clinical encounters, see
the discussion above in relation to provision 11 of the MOA.

With regard to the impact of the clinic space on clinical examination and available
equipment, the Monitoring Team found that the spaces in the infirmary at Baylor are not well-
organized, and the sanitation is poor.>® For instance, in the examination room that appears to be
an optometry room, there are exposed pipes and valves of some sort, and the room contained a
cot and a toilet to be used by an inmate patient. The optometry equipment is broken, and when
the optometrist needs to perform a retina evaluation, he must go to the physician room to use the
ophthalmoscope.

The mental health staff sees patients in the dental office when the dentist is not
working. The infirmary has a single room for mental health observation, which has a single solid
shelf used as a bed. The Monitoring Team was informed that as many as four acute mental
health patients were kept in this room at one time.

2. Assessment

The Monitoring Team found that Baylor is not in compliance with this provision
of the MOA.

C. DCC

1. Findings

%% Sanitation is a reflection both of disinfection and neatness. In order for the Monitoring Team
to determine that a space is sanitary, records or schedules of disinfection being performed need
to be available.
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The Monitoring Team observed the clinic space, satellite clinic rooms, and the
infirmary unit in order to assess this provision of the MOA at DCC. In the clinic and satellite
clinic rooms, the Monitoring Team found that there was no functioning otoscope, which is used
to examine the ears, eyes, nose, and throat. Further, there was no sanitation and infection control
schedule to list the types and frequency of activities to maintain a clean and safe environment.
As a result, these rooms were not uniformly clean or adequately equipped or supplied. As an
example, the Monitoring Team found the segregation unit satellite medical clinic floors to be
dirty.

The infirmary space is inadequate. The lack of space affects clinical care,
privacy, sanitation and hygiene, medication management, and staff’s ability to perform
administrative functions. In addition, the Monitoring Team found that certain equipment is
either broken or not readily available. Examples of the lack of space and lack of certain
equipment are as follows:

o There is capacity for 44 beds in the infirmary unit. Of these 44 beds, 21
are dormitory style. This affects the privacy that can be afforded to
inmates because it is virtually impossible not to have other inmates
overhear and/or see clinical encounters. Also, due to the crowding of the
infirmary cells, it is difficult for inmates using wheelchairs to maneuver in
these spaces.

. At the time of the Monitoring Team’s visit, there was a broken Hoyer lift
in the infirmary unit.>* The broken Hoyer lift is partially dissembled in the
shower area, and the tub in the infirmary unit is not used in part because
patients who would benefit from using a tub instead of a shower are too
heavy and cannot be lifted into it.

. On one day that the Monitoring Team visited the infirmary unit at DCC,
an ear examination could not be performed because there was not a
functioning otoophthalmoscope on the unit.

. Also during a Monitoring Team visit, the Monitoring Team found that
because there is so little storage space, boxes of material and supplies are
kept in scattered locations of the floor even when they should be stored on
shelves. The store room was not orderly or clean.

. There is no ice machine, so a cooler is kept on the counter near the only
sink in the infirmary unit, making it difficult to use the sink. It is also
problematic that there is only one sink for this unit.

o The medication room is not large enough (about 40 square feet) given the
number of drugs which are required to be kept in stock.

> A Hoyer lift is used to life incapacitated patients off of beds and onto a transfer device so that
nurses can move the patient to a shower and clean the bed.
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. The staff work space is approximately 80 square feet and is used by
clinical staff to write notes, review records, write consultations, make
phone calls and perform other charting.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA. The Monitoring Team noted that the conditions at DCC are better than at the other
facilities and assigned the partial compliance rating as a result. However, the conditions at DCC
do not meet standards and the State has to demonstrate substantial improvement in order to
obtain a substantial compliance rating.

D. HRYCI

1. Findings

The areas assessed were the HRYCI infirmary (including the TB isolation room),
the chronic clinic room, the main clinic, and the East Side clinic. The Monitoring Team found
that all of these spaces are inadequate in size to allow staff to deliver clinically appropriate care.
Sanitation is still a problem, although improvement has been made.

Additionally, the air conditioning unit in the infirmary was not functioning
properly, leading to temperatures around 100 degrees Fahrenheit at times. The TB isolation
room does not deliver negative air pressure when the air conditioning is on. High temperatures
in the chronic care room have led to the door being kept open. The door opens into the waiting
room, and it being left open causes privacy concerns, as well as difficulty in providing services
due to noise from the waiting room. Likewise, the inadequacy of the clinic size also causes
privacy concerns as doors are kept open and guards stand in doorways when patients are being
examined.

2. Assessment

The Monitoring Team found that HRYCI is not in compliance with this provision
of the MOA.

E. SCI
1. Findings
The Monitoring Team reviewed the intake screening area, the main clinic, and the
infirmary. The intake screening area is adequate. The other areas do not allow staff to deliver

clinically appropriate care.

The infirmary consists of several rooms along a common hall. One room has
three beds in it. All types of patients are mixed in this single room. The Monitoring Team was
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informed that, at times, a psychotic person might be housed with an acutely ill patient. The
Monitoring Team also learned that the prior week, a person in alcohol withdrawal was in the
room with an ill person, and correctional officers had to intervene to remove one of the patients
on the basis of a security concern for the ill patient.

The Monitoring Team has several concerns about the lack of privacy provided in
these treatment areas. Nurses perform sick call in an open area without privacy. Treatments are
also performed in an open space. The infirmary consists of several rooms along a common hall.
The office where the doctor sees patients has the only staff restroom. As a result, people walk
through this office to use the restroom while the doctor is seeing patients. Finally, in the intake
screening area, medical records are not locked up but instead are available to any person walking
through the area.

The Monitoring Team has learned that the State has plans to remediate the
problems with infirmary space at SCI, which will be executed in the coming year. This item will
be the subject of further review by the Monitoring Team.

2. Assessment

The Monitoring Team found that SCI is not in compliance with this provision of
the MOA.

F. Recommendation

The Monitoring Team recommends that the State take the following actions with
respect to Baylor: create a plan to ensure that professional and appropriate space is used for
assessments and that patients’ housing and equipment needs are met.

The Monitoring Team recommends that the State take the following action with
respect to the DCC: (i) create a plan to address clinic area deficiencies; and (ii) create a plan to
address infirmary area deficiencies.

The Monitoring Team recommends that the State take the following action at SCI:

Create a plan that addresses the issues cited in the Findings. This plan may include short-term
and long-term strategies.
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ACCESS TO CARE

19. Access to Medical and Mental Health Services

A. Relevant MOA Provision
Paragraph 19 of the MOA provides:

The State shall ensure that all inmates have adequate opportunity to
request and receive medical and mental health care. Appropriate medical
staff shall screen all written requests for medical and/or mental health care
within twenty-four (24) hours of submission, and see patients within the
next 72 hours, or sooner if medically appropriate. The State shall maintain
sufficient security staff to ensure that inmates requiring treatment are
escorted in a timely manner to treatment areas. The State shall develop
and implement a sick call policy and procedure which includes an
explanation of the order in which to schedule patients, a procedure for
scheduling patients, where patients should be treated, the requirements for
clinical evaluations, and the maintenance of a sick call log. Treatment of
inmates in response to a sick call slip should occur in a clinical setting.

NCCHC standards generally recommend that inmates have access to care to meet
their serious medical, dental, and mental health needs, and that unreasonable barriers to inmates’
access to health services are to be avoided.™  J-E-01; P-E-01. The MOA provides the
requirements for the Facilities’ sick call process, which is a large part of affording inmates access
to care. The MOA requires that appropriate medical staff screen®® all written requests for
medical and/or mental health care within 24 hours of submission, and see patients within the next
72 hours, or sooner if medically appropriate. Further, the MOA sets forth the required elements
of the State’s policies and procedures relating to the sick call process. Those elements are: (i) an
explanation of the order in which to schedule patients, (ii) a procedure for scheduling patients,
(iii) where patients should be treated, (iv) the requirements for clinical evaluations; and (v) the
maintenance of a sick call log. With respect to patient scheduling, not every sick call slip
requires an appointment; however, when a sick call slip describes a clinical symptom, a face-to-
face encounter between the inmate and a health professional is required. J-E-07; P-E-07. The

> “Access to care” means that in a timely manner, a patient can be seen by a clinician, be given a
professional clinical judgment, and receive care that is ordered. J-E-01; P-E-01. The NCCHC
provides the following examples of unreasonable barriers to inmate health care: (i) punishing
inmates for seeking care for their serious health needs; (ii) assessing excessive co-pays; and (iii)
deterring inmates from seeking care for their serious health needs, such as by holding sick call at
2:00 a.m., when the practice is not reasonably related to the needs of the institution. Id.

*® The process of screening the written requests for medical or mental health care is referred to as
“triage.” The NCCHC defines “triage” as “the sorting and classifying of inmates’ health
requests to determine priority of need and the proper place for health care to be rendered.” J-E-
07; P-E-07.
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sick call encounters should take place in a clinical setting (i.e., an examination or treatment room
appropriately supplied and equipped to address the patient’s health care needs). Id.

B. Baylor

1. Findings

There is a lack of a sufficient number of clean, well-equipped and supplied
examination rooms that afford privacy to detainees and inmates. This issue presents an
unreasonable barrier to an inmate accessing care in that it compromises confidentiality.

The Monitoring Team also found that nurses do not consistently see patients
within 72 hours of receiving their health service requests. In fact, sometimes patients are not
seen at all.

2. Assessment

The Monitoring Team found that Baylor is not in compliance with this provision
of the MOA.

C. DCC

1. Findings

The Monitoring Team found that sick call slips were not being collected on a
timely basis, and consequently, inmates were not receiving timely access to care. In order to
come to this conclusion, the Monitoring Team reviewed sick call collection logs for September,
2007, which showed that sick call slips from certain housing units (S, E, V, T1 and T2) were not
collected on 13 of 30 days. Also, sick call slips from other housing units (C, DW, DE, and W)
were not collected on 18 of the 30 days. The Monitoring Team was unable to determine whether
staff simply did not complete the collection log on those days that did not demonstrate sick call
slip pickup, or whether the sick call slips in fact were not picked up on those dates. Staff
informed the Monitoring Team that the problems with collection of sick call slips were the result
of staff turnover in the employees assigned the task of picking up sick call slips.

It was difficult to assess the timeliness of care provided in response to sick call
slips, as the Monitoring Team found that staff was not time stamping the sick call requests until
they had been triaged (instead of the time of receipt), which could be several days after the initial
receipt of the sick call request. Staff also are not consistently signing and dating the triaged sick
call slips, often signing them with only the word “medical.” Further, the Monitoring Team
reviewed the sick call slips being reviewed at DCC on October 3, 2007. Those slips contained
forms collected on October 1 and 2, and many of the slips were dated September 25, 26, and 27.
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The process is supposed to include the sick call slips being collected in the evening and triaged
the following morning.>’

The Monitoring Team found that there is an additional delay in inmates being
seen by a nurse or clinician within 72 hours of receipt of the sick call slip. Following nursing
triage, patients are not immediately placed on the schedule, but are put onto a list of “to be
scheduled” inmates. This list appears to have become the practice because there are only so
many time slots per day in the schedule, and if the number of patients to be scheduled exceeds
the number of slots for the day, the inmate’s name is put on the next open date. As a result of
this process, however, some inmates were not seen for five to twelve days after nurse triage, and
often not seen at all.

In addition, in the records reviewed, the Monitoring Team found that the care
being provided in response to sick call slips was not adequate. Specifically, the quality of the
histories taken and physical examinations performed is poor, nursing diagnoses are not
appropriate, and the plan of care for the patient is not adequate.

Seven of the eight records reviewed showed that the patient was not evaluated in a
timely manner or at all. Additionally, nursing assessments were inadequate and physician
referrals did not consistently occur. Finally, the appointment scheduling system was
dysfunctional and contributed to further delays in access to care.

The Monitoring Team believes that the Assistant Director of Nurses, who had
then been at the facility for only two weeks, was taking a proactive approach to attempt to
correct the above-mentioned problems.

2. Assessment

The Monitoring Team found that DCC is not in compliance with this provision of
the MOA.

D. HRYCI

1. Findings

The Monitoring Team monitored the sick call process at HRYCI twice to monitor
this provision of the MOA. During the first visit, the Monitoring Team found that, particularly
on the west wing of HRYCI, sick call slips were not consistently picked up on a daily basis,
meaning that timely access to care was not occurring. Further, the Monitoring Team found that
sick call slips were not being maintained in one place, and some had not been addressed at all
even though they extended back over several weeks.

*" The Monitoring Team also observed that some of the sick call slips indicated that they were
the third, fourth, or fifth request for the same issue.
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The Monitoring Team then reviewed a limited sample of records of patients who
had been seen by the nurse practitioner. The records revealed that the nurse practitioner needs
closer supervision from the physician, as there were quality issues with each of the assessments
reviewed. Specifically, in reviewing sick call requests, the Monitoring Team found abnormal
vital signs that were not noticed or identified and also found inadequate physical assessments and
inadequate history taking in some instances.

During the Monitoring Team’s second visit to review the sick call process, the
Monitoring Team found that significant improvements have been made to the sick call
examination room. The room had been cleared out, and an examination table had been added.
The Monitoring Team was able to determine that sick call slips were being picked up daily from
Monday through Friday, but not on the weekends. Sick call slips should be picked up each day.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA because the State has taken measures that have resulted in some
improvement to the sick call process at HRYCI.

E. SCI

1. Findings

The Monitoring Team found that nursing sick call assessments are being
performed by LPNs, and a review of those assessments reflected an inconsistent understanding
by the LPN’s of how to use the assessment form. Although LPNs are permitted to collect data to
assist with assessments, integrating the data and clinical decision-making should be left to RNs.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

At DCC, the Monitoring Team recommends that the State: (i) draft and
implement procedures to ensure that daily collection of sick call slips is documented and patients
with symptoms are seen in face-to-face assessments within one business day of paper triage; (ii)
draft and implement procedures that ensure that patients with symptoms that appear urgent are
seen within one shift of paper triage; (iii) the vendor should ensure that only RNs whose
competency has been validated perform sick call assessments; (iv) the vendor should ensure that
clinical performance review with feedback is provided timely and documented for all nurses
performing assessments; and (v) create a plan in which positive screens result in a timely mental
health assessment.
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At HRYCI, the Monitoring Team recommends that the State: (i) implement a
process that ensures seven days-per-week pick up of health services requests for all units, timely
and appropriate triage of the requests and face-to-face assessments; and (ii) monitor its
compliance with this policy. Also, the Monitoring Team recommends that the screening process
needs to be further studied and revised so that only appropriate referrals are made and that all
inmates referred are seen on a timely.

At SCI, the Monitoring Team recommends that the State: (i) implement a plan to
utilize registered nurses to perform nursing assessments; and (ii) self-monitor for timeliness and
appropriateness of the assessments.

20. Isolation Rounds

A Relevant MOA Provision
Paragraph 20 of the MOA provides:

The State shall ensure that medical staff® make daily sick call rounds in
the isolation areas, and that nursing staff>® make rounds at least three times
a week, to give inmates in isolation® adequate opportunities to contact and
discuss health and mental health concerns with medical staff and mental
health professionals® in a setting that affords as much privacy as security
will allow.

% According to the MOA, the term “medical staff” includes “medical professionals, nursing
staff, and certified medical assistants.” See MOA Il.I. The term “medical professionals”
includes “a licensed physician, licensed physician’s assistant, or a licensed nurse practitioner
provision services at a facility and currently licensed to the extent required by the State of
Delaware to deliver those health services he or she has undertaken to provide” See MOA I1.J.

% According to the MOA, “Nursing Staff” means “registered nurses, licensed practical nurses,
and licensed vocational nurses providing services at a facility and currently licensed to the extent
required by the State of Delaware to deliver those health services he or she has undertaken to
provide.” See MOA I1.M.

% According to the MOA, “isolation” means “the placement of an individual alone in a locked
room or cell, except that it does not refer to adults single celled in general population.” See
MOA I11.G.

81 “Mental Health Professionals” means “an individual with a minimum of a master’s-level
education and training in psychiatry, psychology, counseling, psychiatric social work, activity
therapy, recreational therapy or psychiatric nursing, currently licensed to the extent required by
the State of Delaware to deliver those mental health services he or she has undertaken to
provide.” See MOA I1.K.
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The purpose of this MOA provision is to ensure that inmates placed in isolation
maintain their medical and mental health while physically and socially isolated from the rest of
the inmate population. J-E-09; P-E-09. The NCCHC recommends that, upon notification that an
inmate is placed in segregation,®® a qualified health care professional reviews the inmate’s health
record to determine whether existing medical, dental, or mental health needs contraindicate the
placement or require accommodation, and that such an evaluation should be placed in the
inmate’s medical record. Id.

The Monitoring Team has identified some confusion over the proper
interpretation of this provision of the MOA. The NCCHC standard that appears to be applicable
to this provision of the MOA also appears to apply in a limited sense to provision 39 of the
MOA. According to the NCCHC, monitoring of inmates in segregation should be dictated by
the inmate’s degree of isolation. Id. Inmates under extreme isolation®® with little or no contact
with other individuals should be monitored daily by medical staff and at least once a week by
mental health staff. 1d. Inmates who are segregated and have limited contact with staff or other
inmates are monitored three days a week by medical or mental health staff. Id. Inmates who are
allowed periods of recreation or other routine social contact among themselves while being
segregated from the general population should be checked weekly by medical or mental health
staff. 1d.

It appears that this provision of the MOA imposes requirements relating only to
monitoring of inmates in isolation (as defined by the MOA; see above) by medical staff for
medical and mental health issues, and provision 39 imposes requirements relating to monitoring
of inmates in isolation by mental health staff. This MOA provision requires that medical staff
make daily sick call rounds, and nursing staff make sick call rounds three times per week.

The sick call rounds performed pursuant to this provision of the MOA should
ensure that each isolated inmate has the opportunity to request care for medical or mental health
problems and allow staff to ascertain the inmate’s general medical and mental health status. Id.
The NCCHC standard recommends also that documentation of isolation rounds be made on
individual logs or cell cards, or in an inmate’s health record and include: (1) the date and time of
the contact; and (2) the signature or initials of the health staff member making the rounds. Id.
Finally, any significant health findings should be documented in the inmate’s health record. 1d.

B. Baylor

1. Findings

62 A “segregated” inmate is one who is isolated from the general population and who receives
services and activities apart from other inmates. J-E-09; P-E-09. Such segregation could include
administrative segregation, protective custody, disciplinary segregation, or a supermax tier. Id.

83 “Extreme isolation” means “situations in which inmates are seen by staff or other inmates
fewer than three times a day.” J-E-09; P-E-009.
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The Monitoring Team found that isolation rounds were done regularly by mental
health staff and inmates can be transported to a private setting if detailed contact is clinically
indicated.

2. Assessment

The Monitoring Team did not assess Baylor for compliance with this provision
with regard to the provision of medical services. The Monitoring Team found that Baylor is in
substantial compliance with this provision of the MOA as it relates to mental health services.

C. DCC
1. Findings

The Monitoring Team observed that isolation rounds are taking place in a timely
and adequate manner.

2. Assessment

The Monitoring Team found that DCC is in substantial compliance with this
provision of the MOA.

D. HRYCI
1. Findings
The Monitoring Team found that isolation rounds are conducted on a timely basis
(three days a week), and the rounds take one-half to one hour. The Monitoring Team found that
training of clinicians with respect to conducting rounds was inadequate.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
1. Findings
The Monitoring Team found that isolation rounds are occurring on a timely basis
and are documented. The documentation revealed that the progress notes were identical in

content regardless of the inmate seen and what day of the week the inmate was seen.

2. Assessment
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The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

At SCI, the Monitoring Team recommends that the State implement self-
monitoring to ensure both timeliness and appropriateness of the assessments.

21. Grievances

A. Relevant MOA Provision
Paragraph 21 of the MOA provides:

The State shall develop and implement a system to ensure that medical
grievances are processed and addressed in a timely manner. The State
shall ensure that medical grievances and written responses thereto are
included in inmates’ files, and that grievances and their outcomes are
logged, reviewed, and analyzed on a regular basis to identify systemic
issues in need of redress. The State shall develop and implement a
procedure for discovering and addressing all systemic problems raised
through the grievance system.

This MOA provision requires the State to develop and implement a system to
ensure that medical grievances are processed and addressed in a timely manner. This
requirement is similar to the NCCHC standards, which recommend that there be a grievance
mechanism to address inmates’ complaints about health services. See J-A-11; P-A-11. The State
has developed a grievance policy. See State Policy A-11. The Monitoring Team finds that this
policy is adequate. Appropriate timeliness of processing and addressing grievances is not
defined by the NCCHC standards or the State’s policy.

The NCCHC also recommends that in addition to the formal grievance
mechanism, institutions attempt to informally resolve inmates’ complaints about health services.
J-A-11; P-A-11. The informal dispute resolution can consist of a face-to-face interview by a
Health Services Administrator, responsible physician, or nursing supervisor, and is often an
effective way to resolve problems and demonstrate health staff’s concern. 1d. The State has
informed the Monitoring Team that such an informal process has been put in place in at least one
of the Facilities, with the face-to-face meetings occurring with the Health Services
Administrator. The Monitoring Team looks forward to reviewing that process.

This provision of the MOA also requires that the State shall ensure that medical
grievances and written responses thereto are included in inmates’ files. For this requirement of
the MOA, the requirements of provision 3 of the MOA also will apply with respect to timeliness
and appropriateness of filing grievance information in inmates’ medical records.

Finally, this provision of the MOA also requires that the State ensure that
grievances and their outcomes are logged, reviewed, and analyzed on a regular basis to identify
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systemic issues in need of redress, and to develop and implement a procedure for discovering
and addressing all systemic problems raised through the grievance system. This requirement is
most appropriately addressed in relation to provisions 54 and 55 of the MOA, which relate to the
State’s quality assurance efforts. See J-A-06; P-A-06 (NCCHC standards for continuous quality
improvement programs).

B. Baylor

The Monitoring Team deferred assessment of Baylor’s compliance with this
provision of the MOA due to changes in the grievance policy that were taking place at the time
of the Monitoring Team’s visit. The Monitoring Team was informed that, although grievances
are supposed to be entered through DACS and transferred to the health care unit from DACS,
after May 2007 there was a period of a few months where this process did not occur. In
September 2007, the health care staff received 48 grievances out of the DACS from custody, and
since that time, the health care unit has made an effort to keep pace with the timelines required
by the grievance policy, which policy was being modified at the time of the Monitoring Team’s
visit.

C. DCC
The Monitoring Team did not assess DCC’s compliance with this provision of the
MOA.
D. HRYCI

1. Findings

The Monitoring Team did not assess HRYCI’s compliance with this provision of
the MOA. Although not assessed, the Monitoring Team had a lengthy discussion with the staff
regarding a grievance program. During that discussion, the Monitoring Team encouraged the
health care administration to develop an informal dispute resolution process that is consistent
with the NCCHC recommendation discussed above. The Monitoring Team has learned that the
State has adopted that recommendation. The Monitoring Team expects that the adoption of the
information process will reduce the number of grievances filed.

The Monitoring Team was informed that when a grievance is filed, the case is
reviewed by the health care staff on site. The Monitoring Team found that to be a reasonable
process, and requested that a tracking process be set up to facilitate future reviews.

E. SCI

The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA.
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CHRONIC DISEASE CARE

22, Chronic Disease Management Program

A. Relevant MOA Provision
Paragraph 22 of the MOA provides:

The State shall develop and implement a written chronic care disease
management program, consistent with generally accepted professional
standards, which provides inmates suffering from chronic illnesses with
appropriate diagnosis, treatment, monitoring, and continuity of care. As
part of this program, the State shall maintain a registry of inmates with
chronic diseases.

An adequate chronic disease® management program should identify patients with
chronic diseases with the goal of decreasing the frequency and severity of symptoms, including
preventing disease progression and fostering improvement in function. J-G-02; P-G-02. A
chronic disease program should incorporate a treatment plan and regular clinic visits. 1d. The
clinician responsible should monitor the patient’s progress during clinic visits and, when
necessary, change the treatment. Id. The program should also include patient education for
symptom management. Id.

B. Baylor

1. Findings

Three weeks prior to the Monitoring Team’s visit, a chronic disease nurse had
been assigned to manage the chronic disease program. As a result, the chronic disease
management program had not yet been worked out fully. Timeliness of patient follow-up
appointments needs some improvement, although the physician is very sensitive to having
patients seen on a timely basis. The Monitoring Team found other instances in which the
assessments of degree of control were not consistent with the NCCHC guidelines. In other
instances, services such as immunizations, which are required by the guidelines, were not
provided.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

% A “chronic disease” is defined as “an illness or condition that affects an individual’s well-
being for an extended interval, usually (at least) 6 months, and generally is not curable but can be
managed to provide optimum functioning within any limitations the condition imposes on the
individual. J-G-02; P-G-02. Examples of a chronic disease include asthma, diabetes, high blood
cholesterol, HIV, hypertension, seizure disorder, and TB. Id. Each chronic disease has a
separate set of clinical guidelines that apply to appropriate treatment and control of the disease.
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C. DCC

1. Findings

The Monitoring Team found that the chronic care list is not completely entered
into the new DACS system yet, which means that appointment scheduling might not be
occurring properly. In addition, a review of records demonstrated missed appointments, which is
a deficiency with regard to the standard of follow-up or continuity. With respect to the quality
of the chronic care being provided, the Monitoring Team found that inmates’ medical histories
are not always complete, and the assessment of the level of control of an inmate’s chronic illness
was not consistently accurate.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings

The Monitoring Team found that physician time is inadequate to see all of the
patients at HRY CI with chronic illnesses. A nurse practitioner has been assigned to see all of the
chronic disease patients from the East Wing of HRYCI. Complicated diseases should be
managed by a physician. HRYCI just initiated its chronic disease program in March 2007, and
the program needs additional time to develop. The Monitoring Team found that support services
for the chronic disease program at HRYCI are deficient. Specifically, medical record, laboratory
and scheduling functions do not serve the clinic well as of the time of the Monitoring Team’s
observations.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI

1. Findings

A review of records revealed that although physical assessments were usually
adequate, the quality of chronic care was not adequate. The Monitoring Team reviewed 20
records of patients with chronic illness. Many of the records reviewed reflected either that no
history had been taken of the patient, or an inadequate history had been taken. Also, the
assessments of the degree of control of the patients’ chronic illnesses frequently were not
consistent with clinical guidelines. The Monitoring Team also noted that the chronic care notes
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in the inmates’ health records often do not record instances when patients have significant
problems requiring admission to the infirmary.

The Monitoring Team also found that patients with serious chronic diseases were
not well managed. The Monitoring Team believes that this is related to physician performance.
Specifically, the Monitoring Team found that, in certain cases, procedures which should have
been done were not done, symptoms illustrating the worsening of an inmate’s condition were
sometimes ignored, and follow-up visits and further monitoring of patients was not always done
on a timely basis, and in some cases was not done at all. In one case, the patients’ status was
noted in his chart as having improved even though the particular test which served as evidence
for this assessment clearly indicated the contrary. The Monitoring Team spoke with the CMS
State Medical Director, who agreed that physician performance is inadequate and an issue at
SCI.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

At Baylor, the Monitoring Team recommends that the State: (i) draft and
implement policies and procedures to ensure compliance with the chronic care program
requirements; (ii) create a Physician/Chronic Care Nurse team that supports each other’s
activities; and (iii) begin self-monitoring for timeliness of process elements of the guidelines.

At HRYCI, the Monitoring Team recommends that the State: (i) fully implement
the chronic care program; and (ii) begin self-monitoring of the implementation.

At SCI, the Monitoring Team recommends that the State: (i) assign a chronic
care nurse to work with the physician and nurse practitioner to facilitate timeliness of follow-up
and performance of process measures; (ii) the State’s Medical Director is to mentor and review
physician performance; (iii) implement self-monitoring of the chronic care program; and (iv)
ensure linkage between acute episodes and chronic care monitoring and assessments.

23. Immunizations

A. Relevant MOA Provision
Paragraph 23 of the MOA provides:
The State shall make reasonable efforts to obtain immunization records for

all juveniles® who are detained at the Facilities for more than one (1)
month. The State shall ensure that medical staff update immunizations for

® The term “juveniles” means “individuals detained at a facility who are under the age of
eighteen (18).” See MOA I1.H.
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such juveniles in accordance with nationally recognized guidelines and
state school admission requirements. The physicians who determine that
the vaccination of a juvenile or adult inmate is medically inappropriate
shall properly record such determination in the inmate’s medical record.
The State shall develop policies and procedures to ensure that inmates for
whom influenza, pneumonia and Hepatitis A and B vaccines are medically
indicated are offered these vaccines.

This provision of the MOA requires that the State make reasonable efforts to
obtain immunization records for all juveniles who are detained at the Facilities for more than one
month. This requirement means that the State will need a system to track which juveniles have
been detained for more than one month. Although there are no official guidelines available to
determine what reasonable efforts would be under these circumstances, the Monitoring Team
believes that reasonable efforts would consist of an attempt to acquire the juvenile’s school
records, and records from any health care providers in the community that have provided care to
the juvenile that the State is able to identify after asking the juvenile. The MOA further requires
that, for juveniles, the State ensure that medical staff update immunizations for such juveniles in
accordance with nationally recognized guidelines and state school admission requirements.
Those guidelines and admission requirements are attached hereto as Appendix IlI.

This provision of the MOA also requires that the State develop procedures to
ensure that inmates for whom influenza, pneumonia and Hepatitis A and B vaccines are
medically indicated are offered these vaccines. For example, influenza vaccine is recommended
to be administered in adults aged 50 and older unless there is evidence of immunity or prior
vaccination. See http://www.cdc.gov/mmwr/pdf/wk/mm5641-Immunization.pdf. Further, if a
physician determines that vaccination of a juvenile or adult inmate is medically inappropriate,
the physician shall properly record such determination in the inmate’s medical record. An
example of when a vaccination might be medically inappropriate is in the case of a pregnant
female and a vaccination that has not been deemed safe for pregnant females to have.

B. Baylor
The Monitoring Team did not assess Baylor’s compliance with this provision of
the MOA.
C. DCC
The Monitoring Team did not assess DCC’s compliance with this provision of the
MOA.
D. HRYCI
The Monitoring Team did not assess HRYCI’s compliance with this provision of
the MOA.
E. SCI
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The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA. The Monitoring Team notes, however, that SCI does have a tracking system in place for
immunizations.
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MEDICATION

24. Medication Administration

A. Relevant MOA Provision
Paragraph 24 of the MOA provides:

The State shall ensure that all medications, including psychotropic
medications, are prescribed appropriately and administered in a timely
manner to adequately address the serious medical and mental health needs
of inmates. The State shall ensure that inmates who are prescribed
medications for chronic illnesses that are not used on a routine schedule,
including inhalers for the treatment of asthma, have access to those
medications as medically appropriate. The State shall develop and
implement adequate policies and procedures for medication administration
and adherence. The State shall ensure that the prescribing practitioner is
notified if a patient misses a medication dose on three consecutive days,
and shall document that notice. The State's formulary shall not unduly
restrict medications. The State shall review its medication administration
policies and procedures and make any appropriate revisions. The State
shall ensure that medication administration records (“MARs”) are
appropriately completed and maintained in each inmate’s medical record.

Medications are appropriately prescribed if they are prescribed upon the order of a
physician, dentist, or other legally authorized individual, and only when clinically indicated. J-
D-02; P-D-02. Administration of medications should be done in a manner that complies with
federal and State of Delaware laws. J-D-01; P-D-01. The NCCHC recommends that institutions
maintain a self-medication program (“keep-on-person”),®® which permits inmates to carry
medications necessary for the emergency management of a condition as appropriate. J-D-01; P-
D-01.

This provision of the MOA further requires that the State develop and implement
policies and procedures for medication administration and adherence. Also, the State shall
review its medication administration policies and procedures and make any appropriate
revisions. The Monitoring Team finds that the State has adopted appropriate policies. See State
Policy D-02.

B. Baylor

1. Findings

The Monitoring Team observed the nursing staff at medication call (i.e., when
inmates come to a window to receive medication) and medication administration (i.e., when the

% «Self-medication programs” are programs which “permit responsible inmates to carry and

administer their own medications.” J-D-02; P-D-02.
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nurses bring medication to inmates in their cells). The Monitoring Team observed that the
nurses were not following standard nursing practices in administering medications. Specifically,
the Monitoring Team observed that as inmates approached the window to receive medication, the
LPN administering medications retrieved the medication blister-pack and punched out a pill into
a cup, without comparing the MAR against the medication label on the blister-pack. The MAR
should have the most current medication orders on it. If a medication was changed or
discontinued, the nurse administering medications would not know this simply by administering
medications from the blister-pack. Also, the nurse did not document administration of
medications until the end of pill call.

The Monitoring Team also observed the evening shift nurse, and observed her
pre-pouring medications into soufflé cups and writing the inmate’s name on it without other
necessary information such as the name and dosage of the medication. The nurse also signed
that she had given the medication to an inmate in advance of medication administration. She had
also saved approximately ten soufflé cups of medication for inmates who had not come to pill
call to take their medications two days prior. She planned to use those medications to administer
them that evening. This presents a risk of medication error.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC

1. Findings

Overall, medication administration is challenging due to the size of DCC, the
institutional schedule, the multiple locations for medication administration, and the number of
staff allocated to perform this function. Due to the fact that there are just two nurses on each
shift (sometimes a third for afternoon medication administration) responsible for administering
medications, this process takes place almost 24 hours a day.

The Monitoring Team spoke with the Director of Nurses. The Director of Nurses
informed them that the first medication administration round begins at 2:30 a.m. for pretrial
detainees. Despite the institutional schedule, requiring patients to get up at 2:30 a.m. is not
reasonable and reflects inadequate staff to carry out this mission on a more reasonable schedule.
Moreover, because of the multiple times and locations of medication administration, the timing
of medication administration is not documented properly in inmate’s MARSs.

The Monitoring Team observed a nurse preparing medications for administration,
and noted that she failed to observe appropriate procedure. Specifically, the nurse did not use the
MAR and compare it to the blister-pack at the time she prepared the medications. This may lead
to medication errors if the order was changed and the new blister pack had not arrived. The
MARs showed that nurses were generally consistent in documenting medication administration,
but most had blank spaces where nurses did not document the medication administration status
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(administered, refused, etc.) In addition, nurses do not consistently document the discontinuation
of medication orders.

The Monitoring Team also found that MARs that document receipt of self-
administered medications (antihypertensive, seizure medications, etc.) are not filed into inmate’s
medical record in a timely manner. For example, some MARs from March 2007 were still not
filed in October 2007 when the Monitoring Team visited DCC. As a result, clinicians are not
reliably able to assess medication continuity and compliance from review of the record.

The Monitoring Team found that DCC is not in compliance with this provision of
the MOA as it relates to the medication administration of mental health medications. The
Monitoring Team found that psychiatrists are not learning about patient non-compliance with
medication regimens, which can result in decompensation of an inmate’s mental health status
without a psychiatrist learning about it. In addition, stock medications periodically run out,
which results in a lapse in treatment.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings

The Monitoring Team observed significant problems in the medication
administration process. In addition, staff acknowledged to the Monitoring Team that there is a
lack of compliance with the policy regarding notifying physicians about non-compliance with
medication. The Monitoring Team also found that MARs are often not legible or timely filed.
Finally, the Monitoring Team found that although staff had knowledge regarding policies for the
timely renewal of expiring medications and informed consent, the Monitoring Team was unable
to determine if staff actually puts these policies into practice.

2. Assessment

The Monitoring Team found that HRYCI is not in compliance with this provision
of the MOA.

E. SCI
1. Findings
The Monitoring Team observed that medication administration is not done

according to acceptable nursing practices. For example, the nurses document on the MAR that
medication is received before the patient has actually come to receive the medication. Thus, if
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the patient does not come to receive medication, it is left to the memory of the nurse
administering the medication to return to the MAR to mark that inmate as absent.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

At Baylor, the Monitoring Team recommends that the State: (i) draft and
implement policies and procedures to ensure appropriate medication administration and
documentation consistent with State nursing practices; and (ii) begin self-monitoring of these
practices.

Under the circumstances described above, the Monitoring Team recommends that
the State, DCC’s institutional leadership, and CMS leadership reassess the system for medication
administration at DCC. The end result should be policy and procedure and practice that
administers medications to inmates at reasonable hours and predictable times; and accurately
documents administration status on the medication administration record that is filed in the
health record in a timely manner. Staffing, mechanisms of delivery and perhaps institutional
schedules may require adjustment to accomplish this goal. Many correctional systems administer
medications on an approximate schedule of 6 a.m., 12 noon, 4 p.m. and 8 p.m. Exceptions are
made for insulin-dependent inmates or in cases where meals conflict with medication
administration requirements (e.g., insulin administered prior to meals or medications that must
be administered with or without meals). Regardless, medications should be administered within a
one-hour window period of designated times. Nurses must prepare medications in accordance
with standard nursing practice by comparing the current MAR against the medication blister
pack, administering medications from legal containers (not handwritten envelopes), and
documenting administration at the time the medication is given to the patient, not before or after.

Also at DCC, the Monitoring Team recommends that the State: (i) create a plan
that achieves reliable medication administration within reasonable time frames and in a manner
that addresses the health needs of all patients, including those with insulin-dependent diabetes,
mental illness, or other special needs; (ii) create a plan which will provide a list of all
psychotropic non-formulary requests approved in the last three months, and information
regarding how long the process takes from initiation to administration of the first dose; and (iii)
perform a study which documents the average time frame for ordering non-formulary medication
to patient receipt of such medication.

At HRYCI, the Monitoring Team recommend that the State: (i) implement
procedures that address the areas identified in the findings section above adequately; and (ii)
monitor for compliance with its policies.

At SCI, the Monitoring Team recommends that the State: (i) redesign the process
so that documentation of medication administration occurs at the time of administration; and (ii)
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create a plan that includes custody participation in mouth checks at the time of medication
administration.

25. Continuity of Medication

A. Relevant MOA Provision
Paragraph 25 of the MOA provides:

The State shall ensure that arriving inmates who report that they have been
prescribed medications shall receive the same or comparable medication
as soon as is reasonably possible, unless a medical professional determines
such medication is inconsistent with generally accepted professional
standards. If the inmate’s reported medication is ordered discontinued or
changed by a medical professional, a medical professional shall conduct a
face-to-face evaluation of the inmate as medically appropriate.

This provision of the MOA is meant to ensure continuity of care from the entry of
an inmate into a facility. J-E-12; P-E-12. Further, this provision can assist with preventing
adverse patient outcomes, which are more likely to happen with respect to medication services
practices when a provider frequently changes orders, the provider fails to review patient
medication histories, or treating staff are unaware of each other’s prescribing behaviors. J-D-02;
P-D-02.

B. Baylor

1. Findings

The Monitoring Team found that, based upon a review of records and staff
interviews, physician orders for medications are not consistently transcribed in a timely manner.
Also, medications are not administered in a timely manner following order transcription.
Additionally, the Monitoring Team found multiple instances where inmates who entered the
facility indicated they were on certain medications. However, their records show that they did
not start receiving their medication at the facility until one to two weeks after first entering.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC
The Monitoring Team did not assess DCC’s compliance with this provision of the

MOA. The Monitoring Team found that MARs are not timely filed in inmate files, which
inhibited the Monitoring Team’s ability to monitor this provision of the MOA.
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Also, bridge orders upon intake for psychotropic medications were often not
initiated by medical staff. A bridge order is an order for medications the person took outside the
facility that is usually verified by jail nursing staff and then issued by a physician until the person
is scheduled to be seen by a psychiatrist on site. That way there is as little disruption in their
care as possible. In general, medications should be ordered that are the same preparation the
person took outside the facility and not altered until a psychiatrist actually evaluates the
individual and in their clinical judgment changes in prescriptions are safe and equally effective
as the prior medication.

D. HRYCI
The Monitoring Team did not assess HRYCI’s compliance with this provision of
the MOA.
E. SCI

1. Findings

The Monitoring Team found problems with chronic care patients and inmates
receiving other services being able to receive medications in a timely fashion. This occurred
with both formulary and non-formulary medications; thus, the problem does not arise solely from
a delay in ordering non-formulary medications. Additionally, the Monitoring Team found
multiple instances where inmates who entered the facility indicated they were on certain
medications. However, their records show that they did not start receiving their medication at
the facility until one to two weeks after first entering.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

At Baylor, the Monitoring Team recommends that the State: (i) implement
policies and procedures to ensure timely receipt of medication from the time of order; (ii) begin
self-monitoring of medication continuity for timeliness.

At DCC, the Monitoring Team recommends that the State: (i) draft and
implement procedures to ensure timely filing of MAR documents; (ii) implement self-monitoring
of nursing performance with regard to actual and documented medication administration; and
(iii) implement a procedure to ensure intake-generated bridge orders resulting in timely
medication receipt by patients.

At HRYCI, the Monitoring Team recommends that the State implement a

procedure to ensure intake-generated bridge orders resulting in timely medication receipt by
patients.

78



At SCI, the Monitoring Team recommends that the State: (i) implement

procedures that mitigate medication discontinuity on entry to the facility; and (ii) implement a
self-monitoring system.

26. Medication Management

A.

components:

Relevant MOA Provision
Paragraph 26 of the MOA provides:

The State shall develop and implement guidelines and controls regarding
the access to, and storage of, medication as well as the safe and
appropriate disposal of medication and medical waste.

The guidelines and controls developed by the State should include the following

. The Facility complies with all applicable state and federal regulations with
regard to prescribing, dispensing, administering, and procuring
pharmaceuticals;

o The facility maintains a formulary for providers;

. The facility maintains procedures for the timely procurement, dispensing,
distribution, accounting, and disposal of pharmaceuticals;

o The facility maintains records as necessary to ensure adequate control of
and accountability for all medications;

o The facility maintains maximum security storage of, and accountability by
use for, Drug Enforcement Agency (DEA)-controlled substances;

o The facility has an adequate method for notifying the responsible
practitioner of the impending expiration of a drug order, so that the
practitioner can determine whether the drug administration is to be
continued or altered;

o Medications are kept under the control of appropriate staff members;

. Inmates do not prepare, dispense, or administer medication except for self-
medication programs approved by the facility administrator and
responsible physician (e.g., “keep-on-person” programs). Inmates are
permitted to carry medications necessary for the emergency management
of a condition when ordered by a clinician;
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. Drug storage and medication areas are devoid of outdated, discontinued,
or recalled medications;

. Where there is no staff pharmacist, a consulting pharmacist is used for
documented inspections and consultation on a regular basis, not less than
quarterly;

o All medications are stored under proper conditions of sanitation,

temperature, light, moisture, ventilation, segregation, and security.
Antiseptics, other medications for external use, and disinfectants are
stored separately for internal and injectable medications. Medications
requiring special storage for stability (e.g., medications that need
refrigeration are so stored);

o An adequate and proper supply of antidotes and other emergency
medications, and related information (including posting of the poison
control telephone number in areas where overdoses or toxicologic
emergencies are likely) are readily available to the staff.

J-D-01; P-D-01.
B. Baylor
1. Findings

At the time of the Monitoring Team’s visit to Baylor to monitor this provision,
policies related to medication administration and management had not yet been finalized. The
Monitoring Team observed that medications were administered from a small, cramped room that
has a window opening into the main hallway. The medications and syringes are not in a secure
environment, as the medication cabinets are not locked, and one was even missing a door. There
is also no system of accountability for needles and syringes.

In addition, there is no accountability system for stock medications. The nurses
do not document on a form each time stock medications are given out. This causes a risk of
diversion of medications.

Narcotics are kept in a locked cabinet. The Monitoring Team found that two out
of five narcotic counts were not correct. The Monitoring Team found that nurses were not
following proper procedure for signing out the narcotics at the time of administration.
Specifically, the nurse was not signing out narcotics at the time of administration of the
narcotics, and administered narcotics from a blister pack that had been dispensed for a specific
inmate to any inmate that was supposed to be on that narcotic medication. These practices are
inconsistent with appropriate nursing practices, and possibly State of Delaware laws. See e.g.,
16 Del. C. 88 4701, et seg. and accompanying regulations at 24 Del. Admin. Uniform Controlled
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Substance Act Regulations. Further, the documentation regarding administration of narcotics
revealed serious errors.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC

1. Findings

The Monitoring Team found that the medication room has adequate space, but it
is somewhat cluttered, and organization needs to be improved. External and internal medications
are not separated and labeled. A random sample of injectable medications revealed that two out
of ten medications had expired. Finally, DCC lacks a reliable system for needle and syringe
accountability.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI
1. Findings
The Monitoring Team observed that the medication room at HRYCI is
disorganized and has cabinets with broken locks. There is also a hole in the ceiling. HRYCI
also lacks an adequate system for accountability of narcotics, needles and syringes. Staff is
required to account for lancets for checking capillary blood glucose levels on diabetics. This
should not be required and takes up too much of staff time.

Also, there is not an adequate system for accountability of narcotics. Narcotics
prescribed for individual inmates were being used for stock supplies.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI

The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA.
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F. Recommendation

At Baylor, the Monitoring Team recommends that the State: (i) create a plan that
addresses issues enumerated in the Findings above; (ii) implement the above plan; and (iii) begin
self-monitoring.

At DCC, the Monitoring Team recommends that the State draft and implement
procedures that ensure a clean and well-organized medication room, as well as monitoring of
medication expirations and sharps control.

At HRYCI, the State recommends that the State create a plan to ameliorate the

problems found in the medication room, the sharps control, and controlled substance
accountability.
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EMERGENCY CARE

217. Access to Emergency Care

A Relevant MOA Provision
Paragraph 27 of the MOA provides:

The State shall train medical, mental health and security staff to recognize
and respond appropriately to medical and mental health emergencies.
Furthermore, the State shall ensure that inmates with emergency medical
or mental health needs receive timely and appropriate care, including
prompt referrals and transports for outside care when medically necessary.

The NCCHC recommends that the provision of 24-hour emergency medical,
mental health, and dental services. J-E-08; P-E-08. In order to ensure timely and appropriate
emergency services, the NCCHC recommends that institutions have a written plan including
arrangements for emergency transport of the patient from the facility, use of an emergency
medical vehicle, use of one or more designated hospital emergency departments or other
appropriate facilities, emergency on-call physician, mental health, and dental services when the
emergency health care facility is not located nearby, security procedures for the immediate
transfer of patients for emergency medical care, and notification to the person legally responsible
for the facility. Id. Further, emergency drugs, supplies, and medical equipment are regularly
maintained. Id.

B. Baylor
1. Findings
The Monitoring Team found that patients are sent to outside hospitals for
emergencies on a timely basis. However, all laboratory testing is routine even when urgent
laboratory testing is indicated. Urgent medical evaluations occasionally are not recorded
especially for persons detoxifying from alcohol.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC
1. Findings
DCC established an urgent care log in December 2007, which lists the names of

patients who require urgent care, their medical problems, and the dispositions of their care (i.e. if
they are sent to the hospital, etc.). As a result of the newness of the program, the Monitoring
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Team was unable to pull records with regard to urgent problems. A review of the new DACS
system did provide some records for the Monitoring Team to review, and one of three of those
records revealed an issue regarding the follow-up care provided to that patient.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings

The Monitoring Team found that the on-site emergency evaluations by nurses and
physicians are not of good quality, but there are no impediments to patients being sent to local
emergency rooms. The Monitoring Team noted that when patients return from emergency visits,
no record accompanies the patient and follow-up is not good.

The Monitoring Team found that psychiatric emergencies are managed initially at
the infirmary, with mental health staff reporting emergencies up the chain of command as
appropriate. HRYCI refers cases that it cannot handle to the Delaware Psychiatric Center, but
space is limited there, and the process of referring inmates to that facility is logistically
burdensome. The Monitoring Team found that, on occasion, inmates with psychiatric
emergencies are sent to a community emergency room.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA with regard to emergency evaluations by medical staff. The Monitoring
Team found that HRYCI is in substantial compliance with this provision of the MOA with
regard to emergency evaluations by mental health staff.

E. SCI

1. Findings

The Monitoring Team found that there did not appear to be any impediment to
transportation of patients to the hospital once a referral was made, but that emergency
evaluations on-site by nurses were not adequate. For example, one patient reviewed by the
Monitoring Team had a history of a serious heart issue and had four episodes, each of which
should have resulted in a cardiology consultation but instead was not evaluated. However, the
Monitoring Team found that there did not appear to be any impediment to transportation of
patients to the hospital once such transportation was ordered.

2. Assessment
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The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

The Monitoring Team recommends that the State create a plan to address the
deficiencies described above.

28. First Responder Assistance

A. Relevant MOA Provision
Paragraph 28 of the MOA provides:

The State shall train all security staff to provide first responder assistance
(including cardiopulmonary resuscitation (“CPR”) and addressing serious
bleeding) in an emergency situation. The State shall provide all security
staff with the necessary protective gear, including masks and gloves, to
provide first line emergency response.

This provision of the MOA defines the complete standard for first responder
assistance. For further information, see discussions of provisions 9, 32, and 52.

B. Baylor
The Monitoring Team did not assess Baylor’s compliance with this provision of
the MOA.
C. DCC
The Monitoring Team did not assess DCC’s compliance with this provision of the
MOA.
D. HRYCI
The Monitoring Team did not assess HRYCI’s compliance with this provision of
the MOA.
E. SCI
The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA.
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MENTAL HEALTH CARE

29. Treatment

A. Relevant MOA Provision

Paragraph 29 of the MOA provides:

The State shall ensure that qualified mental health professionals provide
timely, adequate, and appropriate screening, assessment, evaluation,
treatment and structured therapeutic activities to inmates requesting
mental health services, inmates who become suicidal, and inmates who
enter with serious mental health needs or develop serious mental health
needs while incarcerated.

This provision of the MOA is an overall standard governing the timeliness and
appropriateness of the following components of mental health care to be provided at the
Facilities:

. mental health screening;

. assessment;

. evaluation;

. treatment; and

. structured therapeutic activities.

The NCCHC recommends that there be mental health services®” available for all
inmates who require them. The MOA, on the other hand, requires that mental health services be
available to all inmates requesting them, inmates who become suicidal, and inmates who enter
with serious mental health needs or develop serious mental health needs while incarcerated. J-G-
04; P-G-04. The NCCHC standards state that mental health treatment is more than prescribing
psychotropic medications; treatment goals include the development of self-understanding, self-
improvement, and development of skills to cope with and overcome disabilities associated with
various mental disorders. Id. The NCCHC provides that facilities housing significant numbers
of patients with mental health problems with longer lengths of stay are expected to offer more
extensive mental health programming. Id. Correctional facilities that provide for the needs of
patients requiring psychiatric hospitalization levels of care are expected to mirror treatment
provided in inpatient settings in the community. 1d.

%7 «“Mental health services” includes “the use of a variety of psychosocial and pharmacological
therapies, either individual or group, including biological, psychological, and social, to alleviate
symptoms, attain appropriate functions, and prevent relapse.”
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B. Baylor

1. Findings

The Monitoring Team found that mental health staff responds rapidly to referrals
from the intake area and sick call requests. There remains a paucity of ongoing mental health
counseling throughout the facility, however.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC

1. Findings

The problems identified by the Monitoring Team in relation to DCC’s ability to
comply with this provision of the MOA are detailed throughout this report and include: (i)
inadequate clinic space and equipment; (ii) mental health staffing shortages, including
psychiatric coverage; (iii) lack of depth in the treatment services being provided to inmates; (iv)
significant medication management issues; (v) inadequate grievance system; and (vi)
problematic mental health referral system. Finally, one other problem is an issue with respect to
access to inpatient psychiatric hospitalization for inmates in need of such treatment due to lack of
space at the Delaware Psychiatric Center.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings

The problems identified by the Monitoring Team in relation to HRYCI’s ability to
comply with this provision of the MOA are detailed throughout this report and include: (i)
inadequate clinic space and equipment; (ii) mental health staffing shortages, including
psychiatric coverage; (iii) lack of depth in the treatment services being provided to inmates; and
(iv) significant medication management issues. Finally, one other problem is an issue with
respect to access to inpatient psychiatric hospitalization for inmates in need of such treatment
due to lack of space at the Delaware Psychiatric Center.

2. Assessment
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The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI

1. Findings

The Monitoring Team found that SCI conducts receiving screening, assessments,
and some group counseling. The Monitoring Team found that treatment consists primarily of
medication administration, and consequently, almost all mental health notes and treatment plans
solely address this issue. A few structured activities are offered by the mental health staff, but
those consist of only three groups for a facility housing approximately 1,200 inmates. The group
counseling that was offered at the time of the Monitoring Team’s visit was inadequate given the
size of SCI.

The Monitoring Team found that documentation continues to demonstrate a
paucity of detail regarding the patient’s historical data and descriptors of the current
symptomatology.

The Monitoring Team also found that follow-up visits are not occurring on a
timely basis after a new diagnosis is made or medication is prescribed and initiated. A timely
follow-up would be within two to three weeks, but patients at SCI are being seen on a quarterly
basis. Quarterly follow-up visits would be timely only in the case of a patient who is stable on
an established regimen.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

The Monitoring Team recommends that the State create plans for each of the
Facilities in order to address the problems identified in the findings above.

30.  Psychiatrist Staffing

A Relevant MOA Provision
Paragraph 30 of the MOA provides:

The State shall retain sufficient psychiatrists to enable the Facilities to
address the serious mental health needs of all inmates with timely and
appropriate  mental health care consistent with generally accepted
professional standards. This shall include retaining appropriately licensed
and qualified psychiatrists for a sufficient number of hours per week to see
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patients, prescribe and adequately monitor psychotropic medications,
participate in the development of individualized treatment plans for
inmates with serious mental health needs, review charts in the context of
rendering appropriate mental health care, review and respond to the results
of diagnostic and laboratory tests, and be familiar with and follow
policies, procedures, and protocols. The psychiatrist shall collaborate with
the chief psychologist in mental health services management as well as
clinical treatment, shall communicate problems and resource needs to the
Warden and chief psychologist, and shall have medically appropriate
autonomy for clinical decisions at the facility. The psychiatrist shall
supervise and oversee the treatment team.

This provision of the MOA does not differ significantly from the standards
applicable to provision 6 of the MOA with respect to the requirement for sufficient
psychiatrist staffing, and therefore, the Monitoring Team refers to the standards set forth
with respect to that provision. See J-C-07; P-C-07.

B. Baylor

The Monitoring Team did not assess Baylor’s compliance with this provision of
the MOA. At the time of the Monitoring Team’s visit, they were not able to meet with the staff
psychiatrist in order to discuss her interactions with the mental health staff. The Monitoring
Team has learned, however, that there are approximately 20 hours per week of psychiatry time
for a case load of 104 women. The Monitoring Team has not had the opportunity to assess the
adequacy of that time.

C. DCC

1. Findings

At the time of the Monitoring Team’s visit, the total psychiatric allocation was 60
hours per week, divided among four physicians and housing units. All but one of the
psychiatrists do not have set days of work. Based upon interviews with line staff, the
unpredictability of the psychiatrists’ time has resulted in a barrier to inmate access to the
psychiatrist time. The Monitoring Team found that psychiatrist staffing at DCC is inadequate,
especially given the unpredictable hours the psychiatrist is available.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings
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The Monitoring Team found that psychiatrist time is inadequate. At the time of
the Monitoring Team’s visit, there were 40 hours of psychiatrist time per week, which was
divided between two psychiatrists who cover at least three days per week. The Monitoring Team
believes that the psychiatrist allocation should be 1.5 (“FTE”) with at least six days per week
coverage, most of which should be provided during regular business hours.

With respect to the psychiatrists’ participation in the development of
individualized treatment plans, the Monitoring Team found that the treatment plans were
developed at the time of the inmate meeting with the counselor and psychiatrist and all sign the
treatment plan. Sometimes the treatment plan is developed without the psychiatrist, and
therefore, is submitted to the psychiatrist to review at a later date.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
1. Findings
The Monitoring Team found that there are 24 hours of psychiatrist time divided
among 220 inmates, most of whom are seen every 90 days. In a stable population that amount of
time might be adequate, but given the mixed nature of the population at SCI (pretrial detainees
and sentenced inmates), more psychiatrist time is warranted.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

At DCC, the Monitoring Team recommends that the State create a plan that
ensures timely patient access to services at least six days per week.

At HRYCI, the Monitoring Team recommends that the State create a plan that
allows for more psychiatric involvement in the program, especially during normal work hours.
Most likely 1.5 FTE psychiatrists divided over six days would be sufficient.

At SCI, the Monitoring Team recommends that, given the additional visits which

will be required if a more aggressive schedule of follow-up is implemented post treatment
initiation, the State should create a plan to adjust the number of psychiatric hours per week.

31. Administration of Mental Health Medications

A. Relevant MOA Provision
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Paragraph 31 of the MOA provides:

The State shall develop and implement policies, procedures, and practices
consistent with generally accepted professional standards to ensure that
psychotropic medications are prescribed, distributed, and monitored
properly and safely and consistent with generally accepted professional
standards. The State shall ensure that all psychotropic medications are
administered by qualified medical professionals or other health care
personnel qualified under Delaware state law to administer medications,
who consistently implement adequate policies and procedures to monitor
for adverse reactions and potential side effects and to adequately
document the administration of such medications in the MARs.
Documentation in the MARs shall include a clear and consistent indication
of whether the inmate refused or otherwise missed any doses of
medication, as well as doses consumed. As part of the quality assurance
program set forth in Section V of this Agreement, a qualified medical
professional or registered nurse supervisor shall review MARs on a
regular and periodic basis to determine whether policies and procedures
are being followed.

The MOA provides that the State shall develop and implement policies,
procedures, and practices consistent with generally accepted professional standards to ensure that
psychotropic medications are prescribed, distributed, and monitored properly and safely and
consistent with generally accepted professional standards. The State has developed policies
consistent with generally accepted professional standards and the requirements of the MOA. See
Policy D-02.

The State shall ensure that all psychotropic medications are administered by
qualified medical professionals or other health care personnel qualified under Delaware state law
to administer medications, who consistently implement adequate policies and procedures to
monitor for adverse reactions and potential side effects and to adequately document the
administration of such medications in the MARs. According to the MOA, adequate
documentation in the MARs shall include a clear and consistent indication of whether the inmate
refused or otherwise missed any doses of medications, as well as doses consumed. These
standards have been addressed with respect to provisions 24 and 25 of the MOA.

The MOA also requires that the State have a qualified medical professional or
registered nurse supervisor review MARs on a regular and periodic basis to determine whether
policies and procedures are being followed. This can take place as a part of the CQI process.
See discussion of paragraph 54.

B. Baylor

1. Findings
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Almost all medications are administered at the pharmacy window. The
Monitoring Team observed that psychotropic medications are being initiated at unduly high
initial doses and without early review of the response to treatment. In addition, internal audits
from September 2007 show only a 57% compliance rate with medication orders being obtained
within 24 hours of intake medication verification, and 53% receiving their first dose within 24
hours following a physician’s order.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC

1. Findings

The Monitoring Team bases this assessment on the same findings that are
discussed with reference to paragraphs 2, 24, 25, and 54 of the MOA.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings

The Monitoring Team bases this assessment on the same findings that are
discussed with reference to paragraphs 2, 24, 25, and 54 of the MOA.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA.
F. Recommendation

The Monitoring Team recommends that, at Baylor, the State change the practice
to ensure that initial dosing is appropriate and is monitored timely during the initial period to
facilitate patient adherence.
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32. Mental Iliness Training

A. Relevant MOA Provision
Paragraph 32 of the MOA provides:

The State shall conduct initial and periodic training for all security staff on

how to recognize symptoms of mental illness and respond appropriately.

Such training shall be conducted by a qualified mental health professional,

registered psychiatric nurse, or other appropriately trained and qualified

individual, and shall include instruction on how to recognize and respond

to mental health emergencies.

This provision of the MOA does not differ significantly from provision 9 of the
MOA, and therefore, the Monitoring Team refers to the standards set forth with respect to that
provision. Also, the Monitoring Team notes that correctional officers should be trained at least
every two years with respect to recognizing signs and symptoms of mental illness. J-C-04; P-C-
04.

B. Baylor
1. Findings
See discussion of paragraph 9.
2. Assessment

The Monitoring Team found that Baylor is in substantial compliance with this
provision of the MOA.

C. DCC
1. Findings
See discussion of paragraph 9.
2. Assessment

The Monitoring Team found that DCC is in substantial compliance with this
provision of the MOA.

D. HRYCI

1. Findings

93



See discussion of paragraph 9.
2. Assessment

The Monitoring Team found that HRYCI is in substantial compliance with this
provision of the MOA.

E. SCI
1. Findings
See discussion of paragraph 9.
2. Assessment

The Monitoring Team found that SCI is in substantial compliance with this
provision of the MOA.

33. Mental Health Screening

A Relevant MOA Provision
Paragraph 33 of the MOA provides:

The State shall develop and implement adequate policies, procedures, and
practices consistent with generally accepted correctional mental health
care standards to ensure that all inmates receive an adequate initial mental
health screening by appropriately trained staff within twenty-four (24)
hours after intake. Such screening shall include an individual private
(consistent with security limitations) interview of each incoming inmate,
including whether the inmate has a history of mental illness, is currently
receiving or has received psychotropic medications, has attempted suicide,
or has suicidal propensities. Documentation of the screening shall be
maintained in the appropriate medical record. Inmates who have been on
psychotropic medications prior to intake will be assessed by a psychiatrist
as to the need to continue those medications, in a timely manner, no later
than 7-10 days after intake or sooner if clinically appropriate. These
inmates shall remain on previously prescribed psychotropic medications
pending psychiatrist assessment. Incoming inmates who are in need of
emergency mental health services shall receive such care immediately
after intake. Incoming inmates who require resumption of psychotropic
medications shall be seen by a psychiatrist as soon as clinically
appropriate.

The NCCHC recommends that individuals conducting the receiving screening
(see discussion of provision 10 of the MOA) make adequate efforts to explore the potential for
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suicide. J-E-02; P-E-02. Both reviewing with an inmate any history of suicidal behavior and
visually observing the inmate’s behavior (delusions, hallucinations, communication difficulties,
speech and posture, impaired level of consciousness, disorganization, memory defects,
depression, or evidence of self-mutilation) should be done at the screening. Id.

Within 24 hours after the intake screening takes place, the initial mental health
screening should take place and include a structured interview with inquiries into:

° a history of:
o] psychiatric hospitalization and outpatient treatment;
o] suicidal behavior;
(o] violent behavior;
o] victimization;
o] special education placement;
o] cerebral trauma or seizures, and
o] sex offenses; and
° the current status of:
o] psychotropic medications;
o] suicidal ideation;
o] drug or alcohol use, and
o] orientation to person, place, and time;
. emotional response to incarceration; and
. a screening for intellectual functions (i.e., mental retardation,

developmental disability, learning disability).

J-E-05; P-E-05. The NCCHC further recommends that the inmate’s health record contains
results of the initial screening. Id.

B. Baylor

1. Findings

The Monitoring Team found that mental health screenings were complete and
appropriate referrals were made to mental health.

2. Assessment

The Monitoring Team found that Baylor is in substantial compliance with this
provision of the MOA.

C. DCC
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1. Findings

The Monitoring Team found that appropriate policies are in place, but the
implementation has been problematic as described in other portions of this report.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI
1. Findings

The Monitoring Team found that appropriate policies are in place at HRYCI, but
their implementation has been problematic as described in other sections of this report.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
1. Findings
The Monitoring Team measured the timeliness of the psychiatric review by
measuring the time against the referral by the mental health staff. The Monitoring Team found
that mental health screenings are consistently completed in a timely fashion, and mental health
referrals are reliably generated through DACS.

2. Assessment

The Monitoring Team found that SCI is in substantial compliance with this
provision of the MOA.

F. Recommendation

The Monitoring Team recommends that the State implement a procedure to
ensure timely and appropriate screening and follow-up, including for bridge medications. See
also recommendation for MOA 1 10.

34. Mental Health Assessment and Referral

A. Relevant MOA Provision
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Paragraph 34 of the MOA provides:

The State shall develop and implement adequate policies, procedures, and
practices consistent with generally accepted professional standards to
ensure timely and appropriate mental health assessments by qualified
mental health professionals for those inmates whose mental health
histories, or whose responses to initial screening questions, indicate a need
for such an assessment. Such assessments shall occur within seventy-two
(72) hours of the inmate’s mental health screening or the identification of
the need for such assessment, whichever is later. The State shall also
ensure that inmates have access to a confidential self-referral system by
which they may request mental health care without revealing the substance
of their request to security staff. Written requests for mental health
services shall be forwarded to a qualified mental health professional and
timely evaluated by him or her. The State shall ensure adequate and
timely treatment for inmates whose assessments reveal serious mental
illness, including timely and appropriate referrals for specialty care and
regularly scheduled visits with qualified mental health professionals.

Any inmates with positive screenings for mental health problems should be
referred to qualified mental health professionals for further evaluation. J-G-04; P-G-04. The
health record should contain the results of the evaluations with documentation of referral or
initiation of treatment when indicated. Id. Patients with needs that require acute mental health
services beyond those available at the facility are transferred to an appropriate facility. 1d.

B. Baylor

1. Findings

The Monitoring Team found that inmates were seen quickly and assessed by the
mental health staff. Specifically, eleven out of eleven charts reviewed demonstrated rapid and
appropriate referrals to mental health services. Further, the inmates interviewed in a pretrial unit
by the Monitoring Team denied having difficulty accessing mental health services. One of the
charts demonstrated that at least one new intake should have been referred to mental health upon
screening in July 2007.

In addition, the Monitoring Team found one case in which an older woman was
referred to mental health from intake, but refused further assessment. The Monitoring Team
believes that follow-up in that case could have been better. Despite noting that the woman was
“mildly MR,” and would not listen or understand, no follow-up was scheduled. Four days later,
nursing staff made another referral to mental health for the woman after she urinated on the
floor. The record does not reflect any follow-up from mental health until four days later. The
notes from that follow-up reflect that the inmate was cooperative, but no history was taken. The
Monitoring Team interacted with the woman and believed that further assessment should have
been done, and asked for such assessments to be done. The Monitoring Team believes that the
woman should have been placed on the mental health caseload and referred for psychiatric
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evaluation. One isolated instance, such as is recounted here, is not sufficient to prevent the State
from earning the substantial compliance assessment noted below. See MOA { 61.

2. Assessment

The Monitoring Team found that Baylor is in substantial compliance with this
provision of the MOA.

C. DCC

1. Findings

The Monitoring Team found that the inmate self-referral program was
problematic. This was evidenced by a recent suspension of a mental health clinician assigned to
maximum security housing units who had not been responding to self-referrals from August
2007 to December 2007.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings

At the time of the Monitoring Team’s visit, the Monitoring Team found that sick
call slips for mental health care were being processed timely, reaching the appropriate mental
health staff, and triaged on a timely basis. In the past, this function had not been completed
reliably.

The process that was in place for responding in a timely fashion to mental health
referrals at the time of the Monitoring Team’s visit was that a clerk would print out the referrals
from DACS Monday through Friday, and there were individuals assigned to performing that task
on Saturdays and Sundays. Thus, referrals are being printed seven days a week.

The process that was in place for responding in a timely fashion to sick call slips
was that they were picked up every morning by nursing staff. This was an improvement from
prior visits by the Monitoring Team, which revealed that sick call slips were not picked up
reliably. The mental health sick call slips were separated and placed in a wall bin assigned for
mental health sick call slips. The next morning, mental health staff would pick up these sick call
slips. Thus, the timeliness of mental health sick call has improved.

Both the referrals and sick call slips are alphabetized, entered in the sick call and

referral log, assigned to the appropriate mental health clinician by housing area, and placed into
the mental health clinicians’ mailboxes, to be seen within 24 hours. On weekends, all sick calls
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and referrals are assigned to the mental health staff providing coverage, regardless of housing
area.

The mental health staff is initialing and dating the entries in the sick call and
referral log when inmates have been seen. All mental health contacts, including psychiatry
visits, are entered into DACS by the mental health clerk.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
1. Findings
The Monitoring Team found that mental health staff provides rapid evaluations on
cases referred to them once the referral is received. The Monitoring Team found that there was a
learning curve with the new DACS, in that SCI had some difficulty with accessing the
appropriate DACS-generated report in order to be aware of all of the referrals coming through
the system, but with education, it appears that this issue has been resolved.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

At DCC, the Monitoring Team recommends that the State: (i) implement a
procedure to ensure timely and appropriate responses to all referrals, including patient generated
referrals; and (ii) monitor this process with regard to timeliness and appropriateness of the
responses.

The Monitoring Team recommends that the State begin self-monitoring the
timeliness and appropriateness of Mental Health assessments and referrals at SCI.

35. Mental Health Treatment Plans

A Relevant MOA Provision
Paragraph 35 of the MOA provides:

The State shall ensure that a qualified mental health professional prepares
in a timely manner and regularly updates an individual mental health
treatment plan for each inmate who requires mental health services. The
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State shall also ensure that the plan is timely and consistently
implemented. Implementation of and any changes to the plan shall be
documented in the inmate’s medical/mental health record.

A mental health treatment plan should include, at a minimum, a description of: (i)
the frequency of follow-up for medical evaluation and adjustment of treatment modality; (ii) the
type and frequency of diagnostic testing and therapeutic regimens; and (iii) when appropriate,
instructions about diet, exercise, adaptation to the correctional environment, and medication. J-
G-01; P-G-01. Further, the plans should include ways to address the patients’ problems and
enhance their strengths, involve patients in their development, and include relapse prevention
risk management strategies, which should describe signs and symptoms associated with relapse
or recurring difficulties, how the patient thinks that a relapse can be averted, and how best to
help him or her manage crises that occur. Id.

B. Baylor
1. Findings

The Monitoring Team found that the treatment plans are completed, but they lack
specificity for individual inmates.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC

1. Findings

The Monitoring Team found that treatment plans were completed in all charts
reviewed, but were not useful in that they lacked measurable goals and objectives. Most of the
plans reviewed by the Monitoring Team cluster all mental health problems together, and list the
outcomes as an increase in reports of mental health symptoms rather than how and to what extent
symptoms will be reduced. In addition, rather than a progress update being included every 90
days, the plan is completely rewritten every 90 days. An update rather than a re-write would be
more helpful in tracking the inmate’s progress. Finally, the treatment plans indicate that the
treatment the inmate receives is likely not individualized.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI
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1. Findings

The Monitoring Team found that in some cases, treatment plans were not present
in inmates’ files. In addition, the treatment plans reviewed were particularly weak from the
perspective of planned interventions, and often lacked individualization. Inmate interviews
revealed that their meetings with the mental health clinicians were brief welfare checks in
contrast to counseling sessions.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
1. Findings
The Monitoring Team found that, in the charts reviewed, treatment plans were
located which had a patient signature and 90-day updates. The Monitoring Team found that the
treatment plans focused on the medications that the inmate receives but do not address
psychosocial needs or include programming alternatives.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

At Baylor, the Monitoring Team recommends that the State implement training so
that treatment plans include more patient-specific components.

At DCC, the Monitoring Team recommends that the State create a redesigned
treatment plan program that addresses the issues raised in the findings section for that Facility.

At HRYCI, the Monitoring Team recommends that the State create a plan that
results in more individualized treatment plans, and enhanced quality of counseling sessions.

At SCI, the Monitoring Team recommends that the State implement training of
staff regarding a comprehensive approach to treatment plans.

36. Crisis Services

A. Relevant MOA Provision
Paragraph 36 of the MOA provides:
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The State shall ensure an adequate array of crisis services to appropriately
manage psychiatric emergencies. Crisis services shall not be limited to
administrative/disciplinary isolation or observation status. Inmates shall
have access to appropriate in-patient psychiatric care when clinically
appropriate.

An adequate array of crisis services should include not only observation
beds, but also some form of a crisis intervention specialist or team.

B. Baylor
The Monitoring Team did not assess Baylor’s compliance with this provision of
the MOA.
C. DCC

1. Findings

The Monitoring Team found that the inadequate psychiatric staffing has resulted
in significant coverage and treatment issues within the infirmary. See discussion of provision 30
of the MOA. Those problems are exacerbated by a lack of adequate space in the infirmary.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI
1. Findings
The problems that the Monitoring Team found were that crisis care services in the
infirmary lack adequate office space for meeting with inmates in an office setting for adequate
sound privacy. Based on the Monitoring Team’s observations, initial crisis assessments are
taking place in an area that does not afford sufficient privacy.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI

The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA.
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F. Recommendation

At DCC, the Monitoring Team recommends that the State create a plan that
addresses the issues described in the above findings.

At HRYCI, the Monitoring Team recommends that the State create a plan that
ensures a professional appropriate environment for mental health assessments, including the
ability to discuss confidential information.

37. Treatment for Seriously Mentally 11l Inmates

A Relevant MOA Provision
Paragraph 37 of the MOA provides:

The State shall ensure timely and appropriate therapy, counseling, and
other mental health programs for all inmates with serious mental illness.
This includes adequate space for treatment, adequate staff to provide
treatment, and an adequate array of therapeutic programming. The State
shall ensure that inmates who are being treated with psychotropic
medications are seen regularly by a physician to monitor responses and
potential reactions to those medications, in accordance with generally
accepted correctional mental health care standards.

This provision of the MOA will assist the State with providing continuity of
mental health care, and provides a complete general standard against which to assess the State’s
compliance with this provision of the MOA, or the standards are discussed with regard to other
provisions of the MOA (see, e.g., discussions of provisions 6, 18, 24, 25, 31 and 33 of the
MOA). To the extent that further clarification of appropriate standards is necessary, such
clarification will be stated in the findings.

B. Baylor

1. Findings

Seriously mentally ill inmates are being seen on a monthly basis by the mental
health staff, and have regularly scheduled psychiatric appointments. At the time of the
Monitoring Team’s visit, therapeutic group programming in the Harbor House unit was in
disarray for the seriously mentally ill inmates. The State has informed the Monitoring Team that
remedial actions with respect to Harbor House have been taken. Unfortunately, some psychiatric
visits have been taking place every 90 days, which is a frequency not responsive to the needs of
the patient. In addition, medication side effects, laboratory monitoring, and dosing regimens are
problematic as mentioned above. The most recent psychiatrist’s practices are an improvement
over previous providers and the Monitoring Team is optimistic positive changes will be
instituted by the time of the next audit.

2. Assessment
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The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC

1. Findings

The Monitoring Team found that there is a problem with a lack of adequate
therapeutic group programming for the seriously mentally ill inmates.  Further, the
individualized treatment plans are not adequate in form or in function, and should be completed
with the inmate’s input, not presented as a completed document for signature.

The special needs units are comprised of two housing units, with a maximum
capacity of 49 inmates per unit. At the time of the Monitoring Team’s visit, both units were
under capacity.

The Monitoring Team interviewed inmates and two day-shift correctional officers
in one of the units. The inmates told the Monitoring Team that the correctional officers point
and laugh at them, which intensifies their sense of paranoia. Both of the officers interviewed had
not completed the four-hour mental health training, but, based on the inmate reports, the
correctional officers later received additional training.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings

The Monitoring Team refers to the findings discussed in reference to paragraph
29 of the MOA.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
1. Findings

The Monitoring Team found that mental health staff sees inmates every 30 days
for well-being checks, and in response to sick call requests, but ongoing programming services
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are limited. The Monitoring Team further found that patients receiving medication are not being
monitored adequately for adverse reactions or negative side effects.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

At Baylor, the Monitoring Team recommends that the State create a plan to
address the issues raised in the findings.

At DCC, the Monitoring Team recommends that the State create a plan that
addresses the findings raised above in regard to individualized treatment plans, an elimination of
program lapses, standing hours of service, including the patient in treatment plan in design, and
stabilizing correctional officer staffing where seriously mentally ill patients are housed.

At HYRCI, the Monitoring Team recommends that the State create a plan to
address the issues addressed in the findings above, regarding housing and management of
patients in the programs for serious mental illness.

At SCI, the Monitoring Team recommends that the State (i) implement clinical
protocols consistent with community standards regarding monitoring of specific psychotropic
medications; (ii) implement self-monitoring of clinical monitoring.

38.  Review of Disciplinary Charges for Mental Illness Symptoms

A Relevant MOA Provision
Paragraph 38 of the MOA provides:

The State shall ensure that disciplinary charges against inmates with
serious mental illness who are placed in Isolation are reviewed by a
qualified mental health professional to determine the extent to which the
charge may have been related to serious mental illness, and to determine
whether an inmate’s serious mental illness should be considered by the
State as a mitigating factor when punishment is imposed on inmates with a
serious mental illness.

This provision of the MOA will assist the State with providing continuity of
mental health care, and provides a complete general standard against which to assess the State’s
compliance with this provision of the MOA. To the extent that further clarification of
appropriate standards is necessary, such clarification will be stated in the findings.

B. Baylor
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The Monitoring Team did not assess Baylor’s compliance with this provision of
the MOA.

C. DCC
1. Findings
The Monitoring Team found that mental health staff did not have any formal
input into the disciplinary process; the only input that occurs, happens when a correctional
officer comes to them to receive a verbal report. At the time of the Monitoring Team’s visit, the
State was in the process of developing a policy relevant to this requirement.

2. Assessment

The Monitoring Team found that DCC is not in compliance with this provision of
the MOA.

D. HRYCI
1. Findings
The Monitoring Team found that hearing officers receive input verbally from the
mental health supervisor concerning mentally ill inmates in isolation. The mental health
clinician does not always see the incident report or interview the inmate. At the time of the
Monitoring Team’s visit, the State was in the process of developing a policy relevant to this
requirement.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
1. Findings
The Monitoring Team found that medical and mental health staff could complete
an incident report at the time of an occurrence, but the Monitoring Team was unable to
determine if mental health staff’s input is solicited if they fail to submit a report on their own.
As discussed above, the Monitoring Team was informed of an inmate incident in
which mental health staff were not given the opportunity to provide adequate input to the

disciplinary process.

2. Assessment
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The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

At DCC, the Monitoring Team recommends that the State develop and implement
a policy and procedure that includes the following elements: (i) the criteria that triggers a mental
health assessment/input relevant to the disciplinary process; (ii) the question(s) to be addressed
by the mental health assessment; (iii) the nature of the assessment (e.g., interview, review of
incident reports, etc.); (iv) how the mental health input is to be utilized by the hearing officer,
and (v) how the mental health input process will be assessed relevant to its impact.

At HYRCI, the Monitoring Team recommends that the State develop and
implement a policy and procedure that includes the following elements: (i) the criteria that
triggers a mental health assessment/input relevant to the disciplinary process; (ii) the question(s)
to be addressed by the mental health assessment; (iii) the nature of the assessment (e.g.,
interview, review of incident reports, etc.); (iv) how the mental health input is to be utilized by
the hearing officer, and (v) how the mental health input process will be assessed relevant to its
impact.

At SCI, the Monitoring Team recommends that the State create a plan that
facilitates Mental Health input regarding disciplinary incidents for patients on the Mental Health
caseload.

39. Procedures for Mentally 11l Inmates in Isolation or Observation Status

A Relevant MOA Provision
Paragraph 39 of the MOA provides:

The State shall implement policies, procedures, and practices consistent
with generally accepted professional standards to ensure that all mentally
ill inmates on the facility’s mental health caseload and who are housed in
Isolation receive timely and appropriate treatment, including completion
and documentation of regular rounds in the Isolation units at least once per
week by qualified mental health professionals in order to assess the
serious mental health needs of those inmates. Inmates with serious mental
illness who are placed in Isolation shall be evaluated by a qualified mental
health professional within twenty-four [sic] hours and regularly thereafter
to determine the inmate’s mental health status, which shall include an
assessment of the potential effect of the Isolation on the inmate’s mental
health. During these regular evaluations, the State shall evaluate whether
continued Isolation is appropriate for that inmate, considering the
assessment of the qualified mental health professional, or whether the
inmate would be appropriate for graduated alternatives. The State shall
adequately document all admissions to, and discharges from, Isolation,
including a review of treatment by a psychiatrist. The State shall provide
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adequate facilities for observation, with no more than two inmates per
room.

This provision of the MOA makes clear that those inmates already on the mental
health caseload must receive appropriate and timely treatment, regardless of their status as being
in isolation. This means that these inmates must have adequate access to mental health care. See
J-E-07; P-E-07. According to this MOA language, this treatment includes, but is not limited to,
weekly rounds in the isolation units.  See discussion of provision 20 above.

B. Baylor

1. Findings

At the time of the Monitoring Team’s visit, there were no inmates in isolation, but
the Monitoring Team was able to observe segregation rounds, which occur according to
appropriate standards.

2. Assessment

The Monitoring Team found that Baylor is in substantial compliance with this
provision of the MOA.

C. DCC

1. Findings

The Monitoring Team found that, pursuant to the requirements contained in
paragraph 20 of the MOA, mental health rounds are taking place three days per week in the
segregation units (i.e., that houses administrative, disciplinary and protective custody inmates).

The Monitoring Team found that there is not a process in place to notify mental
health staff of newly admitted inmates to isolation within 24 hours of their admission.
Additionally, mental health staff do not evaluate such inmates within 24 hours to determine the
inmate’s mental health status, which should include an assessment of the potential effect of the
isolation on the inmate’s mental health.

Based on review of the isolation progress notes form present in segregated
inmates’ health records, as well as direct observation of rounds, the Monitoring Team found that
the initial evaluation (regardless of the time frame of such an evaluation) does not appear to be
any different than the welfare check performed during the mental health rounds process. It is the
Monitoring Team’s belief that the initial assessment should minimally include a brief suicide risk
assessment that should be performed out of cell in an office setting unless the inmate refuses to
participate in such a setting. Regarding the provision that the “State shall adequately document
all admissions to, and discharges from Isolation [our interpretation—the infirmary], including a
review of treatment by a psychiatrist. The State shall provide adequate facilities for observation,
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with no more than two inmates per room,” there is partial compliance. Problems relevant to
physical plant issues and lack of daily presence of a psychiatrist onsite remain.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings

The Monitoring Team found that, pursuant to the requirements contained in
paragraph 20 of the MOA, mental health rounds are taking place three days per week in the
segregation units (i.e., that houses administrative, disciplinary and protective custody inmates).
The rounds assignments are rotated among all staff rather than assigning one or two clinicians to
this duty for three to six month rotations, which can affect the continuity of care provided to
these inmates. These rounds were reported to take one-half hour to an hour.

The Monitoring Team found that HRYCI did not have a process in place to ensure
that mental health staff is notified within 24 hours of their admission to isolation. Additionally,
mental health staff does not evaluate such inmates within 24 hours to determine the inmate’s
mental health status, which shall include an assessment of the potential effect of the isolation on
the inmate’s mental health.

The Monitoring Team found that, upon a review of progress notes in inmate’s
medical records and direct observation, the initial evaluation amounted to a welfare check that
was no different than that performed by mental health staff during regular rounds. The
evaluation should include, at a minimum, a brief suicide risk assessment performed out-of-cell in
an office setting, unless the inmate refuses to participate in such a setting.

The Monitoring Team found that HRYCI has problems relevant to physical plant
issues and the lack of the daily presence of a psychiatrist on-site.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
1. Findings
The Monitoring Team found that segregation rounds are occurring three times per

week, but that the progress notes related to these rounds were identical regardless of the inmate
seen and what day of the week they were seen. These notes revealed an inadequacy in the
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rounds. Also, the Monitoring Team reviewed one inmate who appeared to be mentally ill and
had been seen on three occasions by two different mental health counselors (once by one mental
health counselor and twice by another mental health counselor). The progress notes for this
inmate ranged from an assessment of a completely normal mental status exam to an assessment
that demonstrated significant psychopathology.

2. Assessment

The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

3. Recommendation

At DCC, the Monitoring Team recommends that the State create a plan that
facilitates mental health input into the disciplinary process.

At HYRCI, the Monitoring Team recommends that the State and the DOJ clarify
the provision.

At SCI, the Monitoring Team recommends that the State begin monitoring its
compliance with the applicable policies and procedures.

40. Mental Health Services Logs and Documentation

A. Relevant MOA Provision
Paragraph 40 of the MOA provides:

The State shall ensure that the State maintains an updated log of inmates
receiving mental health services, which shall include both those inmates
who receive counseling and those who receive medication. The log shall
include each inmate’s name, diagnosis or complaint, and next scheduled
appointment. Each clinician shall have ready access to a current log listing
any prescribed medication(s) and dosages for inmates on psychotropic
medications. In addition, inmate’s files shall contain current and accurate
information regarding any medication changes ordered in at least the past
year.

This provision of the MOA will assist the State with providing continuity of
mental health care, and provides a complete general standard against which to assess the State’s
compliance with this provision of the MOA. To the extent that further clarification of
appropriate standards is necessary, such clarification will be stated in the findings.

B. Baylor

1. Findings
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The Monitoring Team observed that Baylor maintains a computerized chronic
care list in compliance with this provision of the MOA.

2. Assessment

The Monitoring Team found that Baylor is in substantial compliance with this
provision of the MOA.

C. DCC

1. Findings

The Monitoring Team found that all of the elements required by the MOA are
contained in a spreadsheet.

2. Assessment

The Monitoring Team found that DCC is in substantial compliance with this
provision of the MOA.

D. HRYCI
1. Findings
The Monitoring Team found that the tracking spreadsheet at HRYCI generally
contains the dosages of medication prescribed. In addition, the State has implemented a new
DACS, which was expanded from the original version to include healthcare-related information.
The Monitoring Team found that the spreadsheet should be revised to include the date of the
inmate’s next scheduled appointment.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
1. Findings
The Monitoring Team found that a current and comprehensive database is
maintained by the mental health staff at SCI, but based upon a chart review, in spite of that

database, some inmates were missed.

2. Assessment
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The Monitoring Team found that SCI is in partial compliance with this provision
of the MOA.

F. Recommendation

At HRYCI, the Monitoring Team recommends that the spreadsheet used by the facility be
revised to include the inmate’s next scheduled appointment.

At SCI, the Monitoring Team recommends that the facility implement self-monitoring for
completeness of Mental Health Services tracking.
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SUICIDE PREVENTION

41.  Suicide Prevention Policy

A. Relevant MOA Provision
Paragraph 41 of the MOA provides:

The State shall review and, to the extent necessary, revise its suicide
prevention policy to ensure that it includes the following provisions: 1)
training; 2) intake screening/assessment; 3) communication; 4) housing; 5)
observation; 6) intervention; and 7) mortality and morbidity review.

The MOA provides the complete standard against which the State is to be
assessed for this provision of the MOA. The required substance of the required policy is, in
large part, set forth in the MOA provisions and standards applying to each of the categories
enumerated in this provision of the MOA.

The Monitoring Team found that the State is in substantial compliance with this
provision of the MOA, because it has an adequate suicide prevention policy in place. The
Monitoring Team notes that this provision of the MOA does not relate to the implementation of
the suicide prevention policy; this provision requires only that the State review and revise its
policy. Therefore, this rating of substantial compliance should not be construed as assessing the
State in substantial compliance with the implementation of its suicide prevention policy.

42.  Suicide Prevention Training Curriculum

A. Relevant MOA Provision
Paragraph 42 of the MOA provides:

The State shall review and, to the extent necessary, revise its suicide
prevention training curriculum, which shall include the following topics:
1) the suicide prevention policy as revised consistent with this Agreement;
2) why facility environments may contribute to suicidal behavior; 3)
potential predisposing factors to suicide; 4) high risk suicide periods; 5)
warning signs and symptoms of suicidal behavior; 6) case studies of recent
suicides and serious suicide attempts; 7) mock demonstrations regarding
the proper response to a suicide attempt; and 8) the proper use of
emergency equipment.

The MOA provides the complete standard against which the State is to be
assessed for this provision of the MOA. The required substance of the training curriculum is, in
large part, set forth in the MOA provisions and standards applying to each of the categories
enumerated in this provision of the MOA.

The Monitoring Team found that the State is in substantial compliance with this
provision of the MOA, because it has an adequate suicide prevention training curriculum. The
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Monitoring Team notes that this provision of the MOA requires the State to review and revise its
suicide prevention training curriculum, and does not relate to conducting the training. Thus, the
Monitoring Team’s assessment of substantial compliance is limited only to an assessment that
the State has reviewed and revised its suicide prevention training curriculum.

43. Staff Training

A Relevant MOA Provision
Paragraph 43 of the MOA provides:

Within twelve months of the effective date of this Agreement, the State
shall ensure that all existing and newly hired correctional, medical, and
mental health staff receive an initial eight-hour training on suicide
prevention curriculum described above. Following completion of the
initial training, the State shall ensure that a minimum of two hours of
refresher training on the curriculum are completed by all correctional care,
medical, and mental health staff each year.

This provision of the MOA provides a complete general standard against which to
assess the State’s compliance with this provision of the MOA. To the extent that further
clarification of appropriate standards is necessary, such clarification will be stated in the
findings.

B. Baylor

The Monitoring Team did not assess Baylor’s compliance with this provision of
the MOA. At the time of the Monitoring Team’s visit to Baylor to assess this provision of the
MOA, the policies were pending.

C. DCC

1. Findings

While the Monitoring Team found that all correctional and mental health staff had
received the initial training pursuant to the MOA, the Monitoring Team was unable to verify if
the medical staff had completed this training.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI

1. Findings
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The Monitoring Team found that some of the medical staff had not yet received
the training required by this provision of the MOA. The Monitoring Team found that
correctional staff and mental health staff had been trained as required by the MOA.

2. Assessment

The Monitoring Team found that HRYCI was in partial compliance with this
provision of the MOA.

E. SCI

1. Findings

The Monitoring Team found that more than half of the mental health staff had
completed the required training. Specifically, five of the seven mental health clinicians at SCI
have completed training and two new hires are waiting to be scheduled. The Monitoring Team
did not receive data on other medical staff.

2. Assessment

The Monitoring Team found that SCI was in partial compliance with this
provision of the MOA.

44, Intake Screening/Assessment

A Relevant MOA Provision
Paragraph 44 of the MOA provides:

The State shall develop and implement policies and procedures pertaining
to intake screening in order to identify newly arrived inmates who may be
at risk for suicide. The screening process shall include inquiry regarding:
1) past suicidal ideation and/or attempts; 2) current ideation, threat, plan;
3) prior mental health treatment/hospitalization; 4) recent significant loss
(job, relationship, death of family member/close friend, etc.); 5) history of
suicidal behavior by family member/close friend; 6) suicide risk during
prior confinement in a state facility; and 7) arresting/transporting officer(s)
belief that the inmate is currently at risk.

The requirement for intake screening and assessment to include these factors is
discussed above, with regard to provision 33 of the MOA.

B. Baylor

1. Findings
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The Monitoring Team found that initial screens are completed in a timely fashion
and an internal audit from September 2007 indicates 100% compliance.

2. Assessment

The Monitoring Team found that Baylor is in substantial compliance with this
provision of the MOA.

C. DCC
1. Findings

A review of records found that the intakes have been occurring pursuant to the
State’s policy.

2. Assessment

The Monitoring Team found that DCC is in substantial compliance with this
provision of the MOA.

D. HRYCI
1. Findings

The Monitoring Team reviewed audits relevant to this provision of the MOA,
which were consistent with compliance although the size of the sampling was not adequate.

2. Assessment

The Monitoring Team found that HRYCI is in substantial compliance with this
provision of the MOA.

E. SCI
1. Findings
The Monitoring Team found that all of the initial screens reviewed were complete
and included questions regarding suicide risk with elaboration when a positive response was
recorded, and those inmates were referred to mental health.

2. Assessment

The Monitoring Team found that SCI is in substantial compliance with this
provision of the MOA.

45, Mental Health Records
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A Relevant MOA Provision
Paragraph 45 of the MOA provides:

Upon admission, the State shall immediately request all pertinent mental
health records regarding the inmate’s prior hospitalization, court-ordered
evaluations, medication, and other treatment. DOJ acknowledges that the
State's ability to obtain such records depends on the inmate's consent to
the release of such records.

This provision of the MOA provides a complete general standard against which to
assess the State’s compliance with this provision of the MOA. To the extent that further
clarification of appropriate standards is necessary, such clarification will be stated in the
findings.

B. Baylor
1. Findings
Upon review of health records, the Monitoring Team did not find any community
mental health records. It is not known whether the lack of community health records is due to
lack of requests or lack of responses to requests.

2. Assessment

The Monitoring Team found that Baylor is not in compliance with this provision
of the MOA.

C. DCC
1. Findings
The Monitoring Team found that DCC requests that inmates complete the release
of information form during the intake process that takes place upon their arrival at a Facility, and
then the request form is sent. The clerk that is assigned to mental health functions will attempt to
send the release three times by facsimile to any outpatient provider identified by the inmate. The
response rate to the requests for information has been poor, but the reason for this poor response

rate has not been analyzed to determine if the form of request is inhibiting a response to the
request.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI
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1. Findings

The Monitoring Team found that HRYCI follows the same process as DCC with
the same results.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI

1. Findings

Upon a review of health records, the Monitoring Team could find only one
instance in which there was documentation of a request for prior records.

2. Assessment

The Monitoring Team found that SCI is not in compliance with this provision of
the MOA.

F. Recommendation

At Baylor, the Monitoring Team recommends that the State implement
procedures to ensure timely request and tracking of community records.

At SCI, the Monitoring Team recommends that the State: (i) implement a
procedure to ensure prior mental health records are requested upon admission to the Department
of Correction; and (ii) implement self-monitoring of this procedure. The Monitoring Team
recommends that the State create a plan that addresses the more timely receipt of information
from outside providers.

46. Identification of Inmates at Risk of Suicide

A Relevant MOA Provision
Paragraph 46 of the MOA provides:

Inmates at risk for suicide shall be placed on suicide precautions until they
can be assessed by qualified mental health personnel. Inmates at risk of
suicide include those who are actively suicidal, either threatening or
engaging in self-injurious behavior; inmates who are not actively suicidal,
but express suicidal ideation (e.g., expressing a wish to die without a
specific threat or plan) and/or have a recent prior history of self-
destructive behavior; and inmates who deny suicidal ideation or do not
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threaten suicide, but demonstrate other concerning behavior (through
actions, current circumstances, or recent history) indicating the potential
for self-injury.

The MOA requires that the State place any inmate at risk for suicide®® on suicide
precautions until they can be assessed by qualified mental health personnel. Suicide precautions
refer to the housing and observation requirements set forth in paragraphs 49 through 51 below.
The State has developed a policy that suicide precautions will consist of placing the inmate under
constant observation by correctional staff in a safe cell while an order for placement on
psychiatric observation is obtained from the appropriate medical or mental health personnel. G-
05. The Monitoring Team finds that this policy conforms to generally accepted professional
standards. See J-G-05; P-G-05. As set forth in paragraph 47 below, the assessment by qualified
mental health personnel should be performed within 24 hours of the initiation of suicide
precautions.

B. Baylor

1. Findings

The Monitoring Team found that inmates are readily placed on watch if staff
determines that they are at risk of self-injury.

2. Assessment

The Monitoring Team found that Baylor is in substantial compliance with this
provision of the MOA.

C. DCC
1. Findings
Specifically, the Monitoring Team found that, during its visit in September 2007,
DCC had problems implementing the daily monitoring by a mental health professional and the
one-day follow-up after discharge. The Monitoring Team noted significant improvement with

these problems during the December 2007 visit.

2. Assessment

® The MOA defines an “inmate at risk for suicide” as one who is (i) actively suicidal by
threatening or engaging in self-injurious behavior; (ii) not actively suicidal, but expresses
suicidal ideation; and/or has a recent prior history of self-destructive behavior; and (iii) who
denies suicidal ideation or does not threaten suicide, but demonstrates other concerning behavior
indicating the potential for self-injury.
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The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI
1. Findings

The Monitoring Team found that the records of patients who had been placed on
suicide watch demonstrated that the State complied with the requirements above.

2. Assessment

The Monitoring Team found that HRYCI is in substantial compliance with this
provision of the MOA.

E. SCI
1. Findings

Inmates at risk of suicide are rapidly assessed and moved to psychiatric
observation, and SCI follows the State’s policies.

2. Assessment

The Monitoring Team found that SCI is in substantial compliance with this
provision of the MOA.

F. Recommendation

At DCC, the Monitoring Team recommends that the State closely monitor this
area via the QI process.

47. Suicide Risk Assessment

A Relevant MOA Provision
Paragraph 47 of the MOA provides:

The State shall ensure that a formalized suicide risk assessment by a
qualified mental health professional is performed within an appropriate
time not to exceed 24 hours of the initiation of suicide precautions. The
assessment of suicide risk by qualified mental health professionals shall
include, but not be limited to, the following: description of the antecedent
events and precipitating factors; suicidal indicators; mental status
examination; previous psychiatric and suicide risk history, level of
lethality; current medication and diagnosis; and recommendations/
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treatment plan. Findings from the assessment shall be documented on both
the assessment form and health care record.

This provision of the MOA requires a formalized suicide risk assessment to be
performed by a qualified mental health professional® within an appropriate period of time,
which, in any event, is not to exceed 24 hours of the initiation of suicide precautions as described
above in relation to paragraph 46 of the MOA. The formalized suicide risk assessment should
designate the individual’s level of suicide risk, level of supervision needed, and the need for
transfer to an inpatient mental health facility or program. J-G-05; P-G-05. In addition, the MOA
provides that the assessment of the individual’s level of suicide risk should include at least: (i) a
description of the antecedent events and precipitating factors; (ii) suicidal indicators; (iii) mental
status examination; (iv) previous psychiatric and suicide risk history, (v) level of lethality; (vi)
current medication and diagnosis; and (vii) recommendations/treatment plan.

B. Baylor

The Monitoring Team deferred assessing Baylor’s compliance with this provision
of the MOA because they were not able to find any relevant cases.

C. DCC

The Monitoring Team deferred assessing DCC’s compliance with this provision
of the MOA due to a lack of time. The Monitoring Team did observe, however, that the initial
evaluation form being used by the State for the purposes of the suicide risk assessment should be
modified to include current medication and diagnosis, so that the form will require that all
information required by the MOA to be recorded will be recorded.

D. HRYCI
The Monitoring Team has the same comments regarding HRYCI as with DCC.
E. SCI
1. Findings
The Monitoring Team found that assessments are reliably and informatively
completed on all inmates placed on psychiatric observation and meet the time frames established

by the MOA.

2. Assessment

% The State has developed a policy that a mental health staff (i.e., an employee with a masters
degree or greater level of certification) is qualified for the purposes of initiating an order for
psychiatric observation, but that only a psychologist with a Ph.D., or a psychiatrist may
discharge or downgrade an inmate’s level of risk while on psychiatric observation. See State
Policy G-05. The Monitoring Team found that policy to be adequate.
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The Monitoring Team found that SCI is in substantial compliance with this
provision of the MOA.

F. Recommendation

At HRYCI, the Monitoring Team recommends that the State create a plan that
addresses the privacy issues and improvement in the psychiatric observation, initial evaluation
forms as described in the findings.

48. Communication

A. Relevant MOA Provision
Paragraph 48 of the MOA provides:

The State shall ensure that any staff member who places an inmate on
suicide precautions shall document the initiation of the precautions, level
of observation, housing location, and conditions of the precautions. The
State shall develop and implement policies and procedures to ensure that
the documentation described above is provided to mental health staff and
that in-person contact is made with mental health staff to alert them of the
placement of an inmate on suicide precautions. The State shall ensure that
mental health staff thoroughly review an inmate’s health care record for
documentation of any prior suicidal behavior. The State shall promulgate a
policy requiring mental health to utilize progress notes to document each
interaction and/or assessment of a suicidal inmate. The decision to
upgrade, downgrade, discharge, or maintain an inmate on suicide
precautions shall be fully justified in each progress note. An inmate shall
not be downgraded or discharged from suicide precautions until the
responsible mental health staff has thoroughly reviewed the inmate’s
health care record, as well as conferred with correctional personnel
regarding the inmate’s stability. Multidisciplinary case management team
meetings (to include facility officials and available medical and mental
health personnel) shall occur on a weekly basis to discuss the status of
inmates on suicide precautions.

This provision of the MOA provides a complete general standard against which to
assess the State’s compliance with this provision of the MOA. To the extent that further
clarification of appropriate standards is necessary, such clarification will be stated in the
findings.

B. Baylor

The Monitoring Team deferred assessing Baylor’s compliance with this provision
of the MOA because no relevant cases were found.
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C. DCC

1. Findings

The Monitoring Team found that the multidisciplinary team meetings are taking
place on a weekly basis, and at the meeting observed by the Monitoring Team, there was very
good multidisciplinary discussion generated that centered essentially on current status and
management plans for many difficult mental caseload inmates. The psychiatrist was not present
at that meeting, which means that vital input might be missed.

2. Assessment

The Monitoring Team found that DCC is in substantial compliance with this
provision of the MOA.

D. HRYCI
1. Findings
The Monitoring Team found that the multidisciplinary team meetings have not
been occurring regularly on a formal basis. The Monitoring Team did note, however, that
regular discussions regarding inmates on suicide precautions take place via security briefings that
have included both security personnel and mental health staff. The psychiatrist does not attend
the meetings, which means that vital input might be missed.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
1. Findings
The Monitoring Team observed that all inmates on suicide precautions have
individualized forms posted on their observation cell door specifying the level of watch and to
what property they have access.

2. Assessment

The Monitoring Team found that SCI is in substantial compliance with this
provision of the MOA.

F. Recommendation
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At HRYCI, the Monitoring Team recommends that the State implement a
multidisciplinary case management team consistent with the requirements of this paragraph.

49. Housing

A Relevant MOA Provision
Paragraph 49 of the MOA provides:

The State shall ensure that all inmates placed on suicide precautions are
housed in suicide-resistant cells (i.e., cells without protrusions that would
enable inmates to hang themselves). The location of the cells shall
provide full visibility to staff. At the time of placement on suicide
precautions, medical or mental health staff shall write orders setting forth
the conditions of the observation, including but not limited to allowable
clothing, property, and utensils, and orders addressing continuation of
privileges, such as showers, telephone, visiting, recreation, etc.,
commensurate with the inmate's security level. Removal of an inmate’s
prison jumpsuit (excluding belts and shoelaces) and the use of any
restraints shall be avoided whenever possible, and used only as a last
resort when the inmate is engaging in self-destructive behavior. The
Parties recognize that security and mental health staff are working towards
the common goal of protecting inmates from self-injury and from harm
inflicted by other inmates. Such orders must therefore take into account all
relevant security concerns, which can include issues relating to the
commingling of certain prison populations and the smuggling of
contraband. Mental health staff shall give due consideration to such
factors when setting forth the conditions of the observation, and any
disputes over the privileges that are appropriate shall be resolved by the
Warden or his or her designee. Scheduled court hearings shall not be
cancelled because an inmate is on suicide precautions.

This provision of the MOA provides a complete general standard against which to
assess the State’s compliance with this provision of the MOA. To the extent that further
clarification of appropriate standards is necessary, such clarification will be stated in the
findings. The State has developed a policy that addresses these issues with more specificity. See
State Policy G-05. The State’s policy classifies differing levels of suicide risk as Levels |
through I11.

B. Baylor
1. Findings
The Monitoring Team found that the infirmary at Baylor has enough space to

accommodate three inmates on suicide precautions. If there is a need for more space, the
inmates are housed in a clean cell on the isolation wing with one-to-one observation.
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The Monitoring Team found that inmates’ housing while on suicide precaution is
not specifically tailored to a given inmate’s suicide precaution level. The Monitoring Team
found that all inmates are allowed access to the same items, regardless of their suicide precaution
level. Each inmate receives a Ferguson blanket, gown, and finger foods. None of the inmates on
suicide precautions receive a mattress unless medically indicated.

2. Assessment

The Monitoring Team found that Baylor is in partial compliance with this
provision of the MOA.

C. DCC

1. Findings

One problem that the Monitoring Team observed is that there are 10 suicide-
resistant cells, but one of these cells has a “toilet,” which essentially is a hole in the ground.
Such a toilet is not clinically appropriate and is dehumanizing. The Monitoring Team observed
that DCC is providing shred-resistant mattresses, which allows inmates on suicide precautions to
have a mattress, without presenting an unreasonable risk of allowing that inmate to injure
himself.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI
1. Findings
The Monitoring Team found the State provides shred resistant mattresses, suicide-
resistant blankets, and Ferguson gowns. The Monitoring Team found that two of the cells used
for suicide precautions had the same type of toilet as described above with regard to DCC.
Inmates are allowed to attend court hearings.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI

1. Findings
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The Monitoring Team found that all inmates on observation levels | and Il (as
defined by State policy) are housed in the infirmary in clean cells, and inmates on observation
level 111 are housed either in the infirmary if space is available, or in another area. The property
that each inmates is allowed is listed on the forms specifying the inmate’s watch level. Inmates
are consistently given safety gowns and blankets, and maintained on a 15-minute watch. The
Monitoring Team found that the watch logs are completed and filed in the inmate’s health
records. The Monitoring Team did not find any omissions. Therefore, the Monitoring Team
found that the appropriate housing conditions for an inmate on suicide precaution are
documented and carried out appropriately.

2. Assessment

The Monitoring Team found that SCI is in substantial compliance with this
provision of the MOA.

F. Recommendation

At DCC and HRYCI, the Monitoring Team recommends that the State develop a
plan to replace the toilets with more appropriate facilities.

50. Observation

A. Relevant MOA Provision
Paragraph 50 of the MOA provides:

The State shall develop and implement policies and procedures pertaining
to observation of suicidal inmates, whereby an inmate who is not actively
suicidal, but expresses suicidal ideation (e.g., expressing a wish to die
without a specific threat or plan) and/or has a recent prior history of self-
destructive behavior, or an inmate who denies suicidal ideation or does not
threaten suicide, but demonstrates other concerning behavior (through
actions, current circumstances, or recent history) indicating the potential
for self-injury, shall be placed under close observation status and observed
by staff at staggered intervals not to exceed every 15 minutes (e.g., 5, 10,
7 minutes). An inmate who is actively suicidal, either threatening or
engaging in self-injurious behavior, shall be placed on constant
observation status and observed by staff on a continuous, uninterrupted
basis. Mental health staff shall assess and interact with (not just observe)
inmates on suicide precautions on a daily basis.

This provision of the MOA provides a complete general standard against which to
assess the State’s compliance with this provision of the MOA. To the extent that further
clarification of appropriate standards is necessary, such clarification will be stated in the
findings.

B. Baylor
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The Monitoring Team deferred assessing Baylor’s compliance with this provision
of the MOA because there were no relevant cases.

C. DCC
1. Findings
The Monitoring Team found that there were some issues with the daily mental
health assessments which were occurring on a daily basis that appear to have been remedied, but
those assessments were significantly hampered by the lack of adequate sound privacy from either
correctional officers or other inmates.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI
1. Findings
The Monitoring Team found that while the daily mental health assessments were
occurring, those assessments were significantly hampered by the lack of adequate sound privacy
from either correctional officers or other inmates.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.

E. SCI
The Monitoring Team deferred assessing SCI’s compliance with this provision of
the MOA because the policy was not final at the time the Monitoring Team visited the Facility to

monitor this provision.

F. Recommendation

The Monitoring Team recommends that the State create a plan for DCC and
HRYCI to provide professionally appropriate space for mental health assessments.

51. “Step-Down Observation”

A. Relevant MOA Provision
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Paragraph 51 of the MOA provides:

The State shall develop and implement a “step-down” level of observation
whereby inmates on suicide precaution are released gradually from more
restrictive levels of supervision to less restrictive levels for an appropriate
period of time prior to their discharge from suicide precautions. The State
shall ensure that all inmates discharged from suicide precautions continue
to receive follow-up assessment in accordance with a treatment plan
developed by a qualified mental health professional.

This provision of the MOA provides a complete general standard against which to
assess the State’s compliance with this provision of the MOA. To the extent that further
clarification of appropriate standards is necessary, such clarification will be stated in the
findings.

B. Baylor

The Monitoring Team deferred assessing Baylor’s compliance with this provision
of the MOA because there were no relevant cases to review.

C. DCC
1. Findings
The State has developed a policy, and appears to have implemented it
appropriately. Although the Monitoring Team found that there had been issues with follow-up
that is required to occur with respect to inmates who have been stepped down, those issues
appear to have been corrected.

2. Assessment

The Monitoring Team found that DCC is in partial compliance with this provision
of the MOA.

D. HRYCI
1. Findings
Audits have demonstrated relatively good compliance with the follow-up that is
required to occur within 24 hours, there are some problems with the required follow-up within
five to seven days, and compliance with the follow-up within 21 to 30 days.

2. Assessment

The Monitoring Team found that HRYCI is in partial compliance with this
provision of the MOA.
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E. SCI

1. Findings

The Monitoring Team found that all inmates are stepped down by a psychiatrist
order.

2. Assessment

The Monitoring Team found that SCI is in substantial compliance with this
provision of the MOA.

F. Recommendation

The Monitoring Team recommends that, at DCC and HRYCI, the State begin
and/or continue to monitor the performance of this provision of the MOA on a regular basis. The
Monitoring Team recommends that, at SCI, the State ensure that there is sufficient psychiatrist
time to avoid inmate’s having to staff on observation status for longer than necessary for the
simple reason that no psychiatrist is available to make the order.

52. Intervention

A Relevant MOA Provision
Paragraph 52 of the MOA provides:

The State shall develop and implement an intervention policy to ensure
that all staff who come into contact with inmates are trained in standard
first aid and cardiopulmonary resuscitation; all staff who come into
contact with inmates participate in annual “mock drill” training to ensure a
prompt emergency response to all suicide attempts; and shall ensure that
an emergency response bag that includes appropriate equipment, including
a first aid kit and emergency rescue tool, shall be in close proximity to all
housing units. All staff who come into regular contact with inmates shall
know the location of this emergency response bag and be trained in its use.

As provided by the MOA, all staff coming into contact with the inmate should be
trained in standard first aid procedures and CPR. Further, the “mock drill” training should
include training for staff coming into contact with inmates regarding what to do when coming
into contact with an inmate engaging in self-harm, or who has engaged in self-harm. Hayes,
Lindsay M. Hayes, Guide to Developing and Revising Suicide Prevention Protocols, included as
Appendix C to the NCCHC Standards cited above. The staff member coming upon an inmate
engaging in self-harm should immediately survey the scene to assess the severity of the
emergency, alert other staff to call for medical personnel if necessary, and to start first aid and/or
CPR as necessary, even if the inmate appears to have died until relieved by arriving medical
personnel. Id. The emergency response equipment available to staff should be checked on a
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daily basis to determine that it is in working order. Finally, all suicide attempts, regardless of
their severity should result in an immediate intervention and assessment by mental health staff.
Id.

B. Baylor
The Monitoring Team did not assess Baylor’s compliance with this provision of
the MOA.
C. DCC
The Monitoring Team did not assess DCC’s compliance with this provision of the
MOA.
D. HRYCI

1. Findings

The Health Service Administrator maintains records of mock drill training.
Additionally, all relevant staff are CPR trained.

2. Assessment

The Monitoring Team found that HRYCI is in substantial compliance with this
provision of the MOA.

E. SCI

The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA.

53. Mortality and Morbidity Review

A Relevant MOA Provision
Paragraph 53 of the MOA provides:

The State shall develop and implement policies, procedures, and practices
to ensure that a multidisciplinary review is established to review all
suicides and serious suicide attempts (e.g., those incidents requiring
hospitalization for medical treatment). At a minimum, the review shall
comprise an inquiry of: a) circumstances surrounding the incident; b)
facility procedures relevant to the incident; c) all relevant training received
by involved staff; d) pertinent medical and mental health services/reports
involving the victim; e) possible precipitating factors leading to the
suicide; and, f) recommendations, if any, for changes in policy, training,
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physical plant, medical or mental health services, and operational
procedures. When appropriate, the review team shall develop a written
plan (and timetable) to address areas that require corrective action.

An appropriate procedure in the event of an inmate death from suicide or a serious
suicide attempt is one in which the State determines the appropriateness of clinical care that was
provided to the inmate, ascertains whether corrective action in the State’s policies, procedures, or
practices is warranted; and identifies trends that require further study. J-A-10; P-A-10. If the
inmate has committed suicide, the State should immediately notify the State of Delaware medical
examiner, and, within 30 days of the suicide, conduct a clinical mortality review” and a
psychological autopsy’* in a manner consistent with this MOA provision, which provides the
minimum inquiries necessary for these studies. J-A-10; P-A-10.

B. Baylor

The Monitoring Team deferred assessing Baylor’s compliance with this provision
of the MOA due to the pending finalization of new mortality and morbidity policies and
procedures.

C. DCC

The Monitoring Team deferred assessing Baylor’s compliance with this provision
of the MOA due to the pending finalization of new mortality and morbidity policies and
procedures.

D. HRYCI

The Monitoring Team deferred assessing DCC’s compliance with this provision
of the MOA due to the pending finalization of new mortality and morbidity policies and
procedures.

E. SCI
The Monitoring Team deferred assessing Baylor’s compliance with this provision

of the MOA due to the pending finalization of new mortality and morbidity policies and
procedures.

" A “clinical mortality review” is “an assessment of the clinical care provided and the
circumstances leading up to the death” in order to “identify any areas of patient care or the
system’s policies and procedures that can be improved.” J-A-10; P-A-10.

™ A “psychological autopsy” is “usually conducted by a psychologist or other qualified mental

health professional” and consists of “a written reconstruction of an individual’s life with an
emphasis on factors that may have contributed to the individual’s death.” J-A-10; P-A-10.
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54,

QUALITY ASSURANCE

Policies and Procedures

A.

Relevant MOA Provision

Paragraph 54 of the MOA provides:

The State shall develop and implement written quality assurance policies
and procedures to regularly assess and ensure compliance with the terms
of this Agreement. These policies and procedures should include, at a
minimum: provisions requiring an annual quality management plan and
annual evaluation; quantitative performance measurement with tools to be
approved in advance by DOJ; tracking and trending of data; creation of a
multidisciplinary team; morbidity and mortality reviews with self-critical
analysis, and periodic review of emergency room visits and
hospitalizations for ambulatory-sensitive conditions.

The Facilities should create a comprehensive CQI program’? that performs the
following functions in a fashion that complements the requirements contained in this provision
of the MOA:

. establishes a multidisciplinary quality improvement committee” that
meets at least quarterly and designs quality improvement monitoring

activities, discusses the results, and implements corrective action;

. reviews, at least annually, access to care, receiving screening, health
assessment, continuity of care (sick call, chronic disease management,
discharge planning), infirmary care, nursing care, pharmacy services,
diagnostic services, mental health care, dental care, emergency care, and
hospitalizations, adverse patient occurrences including all deaths, critiques
of disaster drills, environmental inspection reports, inmate grievances, and

infection control;

. completes an annual review of the effectiveness of the CQI program by

reviewing minutes of its committee meetings;

2 A “comprehensive CQI program” is defined as including, “a multidisciplinary quality
improvement committee, monitoring of the areas specified in the compliance indicators, and an
annual review of the effectiveness of the CQI program itself.” J-A-06; P-A-06. “CQI” means

“Continuous Quality Improvement.”

" A “multidisciplinary quality improvement committee” is defined as “a group of health staff
from various disciplines that designs quality improvement monitoring activities, discusses the

results, and implements corrective action. J-A-06; P-A-06.
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. performs at least one process quality improvement study’* a year; and

. performs at least one outcome quality improvement study’ a year.
J-A-06; P-A-06.
B. Baylor

The Monitoring Team deferred assessing Baylor’s compliance with this provision
of the MOA pending the adoption of final policies.

C. DCC

The Monitoring Team did not assess DCC’s compliance with this provision of the
MOA pending the adoption of final policies.

D. HRYCI

1. Findings

The Monitoring Team found that one committee meeting had taken place. The
Monitoring Team found that there was not a disciplined approach to performing the functions
that such a committee is to perform.

With respect to mental health services, the Monitoring Team found HRYCI in
non-compliance. The QI process is very rudimentary with significant methodological problems
with the sample size and selection of the samples.

2. Assessment

The Monitoring Team did not assess HRYCI’s compliance with this provision of
the MOA, but with respect to mental health services, the Monitoring Team found HRYCI not in
compliance with this provision of the MOA.

E. SCI

The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA.

55. Corrective Action Plans

™ “process quality improvement studies” are studies that “examine the effectiveness of the
health care delivery process.” J-A-06; P-A-06.

"> “Outcome quality improvement studies” are studies that “examine whether expected outcomes

of patient care were achieved.” J-A-06; P-A-06.
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A. Relevant MOA Provision
Paragraph 55 of the MOA provides:

The State shall develop and implement policies and procedures to address
problems that are uncovered during the course of quality assurance
activities. The State shall develop and implement corrective action plans
to address these problems in such a manner as to prevent them from
occurring again in the future.

This provision of the MOA requires that the State develop and implement policies
and procedures in response to the uncovering of problems during the quality assurance activities
that are discussed in paragraph 54 of the MOA. In addition, the State is required to develop and
implement corrective action plans to address these problems in such a manner as to prevent them
from occurring again in the future. The Monitoring Team suggests that an adequate corrective
action plan will include a description of the problem that has, the specific steps that the State
plans to take to remedy the problem, and a deadline for correction of the problem. Finally, the
State should make provisions for a responsible party to follow-up after the deadline to ensure
that the corrective action plan was followed appropriately.

B. Baylor

The Monitoring Team did not assess Baylor’s compliance with this provision of
the MOA because final policy and procedure has not been completed.

C. DCC

The Monitoring Team did not assess DCC’s compliance with this provision of the
MOA pending the completion of policies and procedures.

D. HRYCI
The Monitoring Team did not assess HRYCI’s compliance with this provision of
the MOA.
E. SCI
The Monitoring Team did not assess SCI’s compliance with this provision of the
MOA.
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CONCLUSION

The State has been making progress towards the goal of becoming substantially
compliant with all of the MOA Provisions. However, the State has much work to do before this
goal can ultimately be obtained. While it is a positive sign to see the State is in non-compliance
with very few of the provisions (17 of 217 total provisions), the fact that the State is only in
substantial compliance with a small number of provisions (31 of 217 total provisions) shows the
amount of work the State still has to do. The assessment of partial compliance that the
Monitoring Team has used is a very broad designation and in some instances reflects minimal
progress that the State has made in eliminating the constitutional deficiencies that motivated the
parties to enter into the MOA. The Department of Correction and particularly the Office of
Health Services have been very cooperative in providing information and access to the
Monitoring Team as we have assessed the four facilities. We have every reason to believe that
this will continue.

The Third Report of the Monitoring Team will be issued in June 2008. During the
monitoring which will provide support for that report, the Monitoring Team looks forward to
seeing the impact of some of the remedial efforts taken by State that have not yet been monitored
or took place after the experts’ visits to facilities. Similarly, the Monitoring Team looks forward
to seeing the State’s implementation of some of the recommendations found in this Report,
which will hopefully aide the State in acquiring substantial compliance ratings for some of the
MOA Provisions. The Monitoring Team plans to continue to provide technical assistance to the
State through recommendations and advice which will improve medical and mental health care
in the facilities.

In the next report, all MOA provisions should have a rating. As a result, a baseline
assessment will be complete which will allow the Monitoring Team, and interested parties to see
the progress the State is making during future reports. For provisions that have been rated in this
second report, the Monitoring Team will be able to offer a comprehensive analysis in the Third
Report and will be able to provide a comparison with findings and assessments contained in this
report.

The Third Report might have a different format, and a different mode of assessment for
some provisions based on the substantial compliance metrics that should be finalized in the near
future by the parties. Finally, the next report will most likely reflect the addition of at least one
new member to the medical and mental health experts on the Monitoring Team.
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L

INTRODUCTION

A.

On March 7, 2006, the United States Department of Justice (“IDOJ”), notified the
State of Delaware (“the State™) of DOJ’s intent to investigate the adequacy of
medical and mental health care services in five facilities operated by the State’s
Department of Correction pursnant to the Civil Rights of Institutionalized Persons
Act (“CRIPA™), 42 U.S.C. § 1997 to determine whether those services violated
inmates’ constitutional rights. The facilities investigated were:

1. Delores J. Baylor Women’s Correctional Institution (“Baylor”),
2. Howard R. Young Correctional Institution, (“Howard Young™);
3. John L. Webb Correctional Facility (“Webb”);

4. Delaware Correctional Center (“DCC”); and

5. Sussex Correctional Institution (“Sussex”).

DOJ staff toured the five facilities on June 22, 2006, July 17-19, 2006 and
August 14-16, 2006. In addition, DOJ staff, accompanied by consultants in
medical care, mental health care and suicide prevention, toured Howard Young on
October 4-6, 2006, Baylor and Webb on October 23-25, 2006 and Baylot again
on November 15-17, 2006.

On December 29, 2006, the DOJ issued a findings letter pursuant to 42 U.S.C.

§ 1997b(a)(1) which alleged that certain conditions at Baylor, DCC, Howard
Young, and Sussex violated the constitutional rights of Delaware inmates. It is
the position of the DOJ that deficiencies in medical care, mental health care and
suicide prevention at these four facilities [collectively referred to herein as “the
Facilities™; see Definitions, paragraph A] were inconsistent with constifutional
standards of care. The DOJ made no findings with respect to Webb.

Before the investigation began, the State had initiated its own efforts to improve
conditions at the Facilities. During the investigation, the State also commissioned
an extensive internal review of the Facilities with the assistance of medical,
mental health, and legal consultants, the detailed results of which they
subsequently shared with DOJ and DOJ's consultants. Throughout the course of
the investigation, the State of Delaware and the staff at each Facility cooperated
thoroughly and indicated a willingness to proactively and voluntarily undertake
measures to improve conditions throughout the system. Consequently, the Parties
enter into this Memorandum of Agreement (“Agreement™) for the purpose of
utilizing their resources in support of improving medical and mental health care at
the Facilities, rather than allocating such resources to the risks and burdens of
litigation.



The Parties to this Agreement do not intend to create in any non-party the status
of third party beneficiary. This Agreement shall not be construed so as to create a
private right of action to any non-party against the State or the United States. The
rights, duties and obligations contained in this Agreement shall bind only the
Parties to this Agreement.

In entering into this Agreement, the State does not admit any violations of the
constitutional rights of inmates confined at the Facilities nor does it admit any
violation of state or federal law. This Agreement may not be used as evidence of
liability in any other legal proceeding. However, the State remains firmly
committed to improving medical and mental health care at the Facilities.

The Parties acknowledge that Correctional Medical Services (“CMS™) currently
provides medical and mental health care to inmates at the Facilities and that such
care is provided pursuant to a contract with CMS that sets forth the terms and
conditions of the relationship between the State and CMS. The State shall be
responsible for ensuring that CMS (or any successor contractor) complies with
the terms of this Agreement. Nothing in this paragraph shall abrogate the State's
responsibility to comply fully with the terms of this Agreement.

Ttis expressly understood and acknowledged that, while this Agreement makes no

distinctions between those issues concerning inmate medical and mental health-
care that were previously modified and improved prior to the issuance of the
findings letter and those that shall be modified and/or improved by virtue of the
terms of this Agreement, the Parties acknowledge that a number of the policies
and/or procedures which this Agreement addresses were implemented or in the
process of being implemented prior to the issuance of the findings letter.

11. DEFINITIONS

In this Agreement, the following definitions apply:

A.

“The Facilities” means Baylor, DCC, Howard Young, and Sussex, collectively, as
well as any facility that is built to replace or supplement any one of them.

“Effective date” means the date the Agreement is executed by the Parties.

“Generally accepted professional standards™ means those industry standards
accepted by a significant majority of professionals in the relevant field, and
reflected in the standards of care such as those published by the National
Commission on Correctional Health Care (NCCHC) . DOJ acknowledges that
NCCHC has established different standards for jail and prison populations, and
that the relevant standard that applies under this Agreement may differ for pre-
trial and sentenced inmates. As used in this Agreement, the terms “adequate,”
“appropriate,” and “sufficient” refer to standards established by clinical

4



guidelines in the relevant field. The Parties shall consider clinical guidelines
promulgated by professional organizations in assessing whether generally
accepted professional standards have been met.

“Include” or “including” means “include, but not be limited to” or “including, but
not limited to.”

“Inmates” means individuals sentenced to, incarcerated in, detained at, or
otherwise confined at any of the Facilities.

“Inmates with special needs” means inmates who are identified as suicidal,
mentally ill, developmentally disabled, seriously or chronically ill, who are
physically disabled, who have trouble performing activities of daily living, or
who are a danger to themselves.

“Isolation” means the placement of an inmate alone in a locked room or cell,
except that it does not refer to adults single celled in general population.

“Juveniles” means individuals detained at a facility who are under the age of
eighteen (18).

“Medical staff” means medical professionals, nursing staff, and certified medical
assistants.

“Medical professional” means a licensed physician, licensed physician assistant,
or a licensed nurse practitioner providing services at a facility and currently
licensed to the extent required by the State of Delaware to deliver those health
services he or she has undertaken to provide.

“Mental health professional” means an individual with a minimum of masters-
leve] education and training in psychiatry, psychology, counseling, psychiatric
social work, activity therapy, recreational therapy or psychiatric nursing,
currently licensed to the extent required by the State of Delaware to deliver those
mental health services he or she has undertaken to provide.

“Monitor” as used in this Agreement means the Monitor established by Section
VII of this Agreement, and all persons or entities associated by the Monitor to
assist in performing the monitoring tasks.

“Nursing staff” means registered nurses, licensed practical nurses, and licensed
vocational nurses providing services at a facility and currently licensed to the
extent required by the State of Delaware to deliver those health services they have
undertaken to provide.
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N. “The Parties” means the State and the DOJ.

0. “Security staff” means all employees, irrespective of job title, whose regular
duties include the supervision of inmates at the Facilities.

P. “The State” means officials of the State of Delaware, including officials of the
Department of Correction and its Bureau of Prisons, and their successors,
contractors and agents.

Q. “Train,” when the term is used in remedial provisions of this Agreement, means
to adequately instruct in the skills addressed, including assessment of mastery of
instractional material.

MEDICAL AND MENTAL HEALTH CARE

GENERAL PROVISIONS

Standard The State shall ensure that services to address the serious medical and mental
health needs of all inmates meet generally accepted professional standards.

Policies and Procedures The State shall develop and revise its policies and procedures
including those involving intake, communicable disease screening, sick call, chronic
disease management, acute care, infection control, infirmary care, and dental care to
ensure that staff provide adequate ongoing care to inmates determined to need such care.
Medical and mental health policies and procedures shall be readily available to relevant
staff.

Record keeping The State shall develop and implement a unitary record-keeping
system to ensure adequate and timely documentation of assessments and treatment and
adequate and timely access by medical and mental health care staff to documents that are
relevant to the care and treatment of inmates. A unitary-record-keeping system consists
of a system in which all clinically appropriate documents for the inmate’s treatment are
readily available to each clinician. The State shall maintain a unified medical and mental
health file for each inmate and all medical records, including laboratory reports, shall be
timely filed in the medical file. The medical records unit shall be adequately staffed to
prevent significant lags in filing records in an inmate’s medical record. The State shall
maintain the medical records such that persons providing medical or mental health
treatment may gain access to the record as needed. The medical record should be
complete, and should include information from prior incarcerations. The State shall
implement an adequate system for medical records management.

Medication and Laboratory Orders The State shall develop and implement policies,

procedures, and practices consistent with generally accepted professional standards to
ensure timely responses to orders for medications and laboratory tests. Such policies,
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procedures, and practices shall be periodically evaluated to ensure that delays in inmates’
timely receipt of medications and laboratory tests are prevented.

Staffing and Training

Job Deseriptions and Licensure The State shall ensure that all persons providing medical
or mental health treatment meet applicable state licensure and/or certification
requirements, and practice only within the scope of their training and licensure. The
State shall establish a credentialing program that meets generally accepted professional
standards, such as those required for accreditation by the National Committee for Quality
Assurance.

Staffing The State shall maintain sufficient staffing levels of qualified medical staff and
mental health professionals to provide care for inmates’ serious medical and mental
health needs that meets generally accepted professional standards.

Medical and Mental Health Staff Management The State shall ensure that a full-time
medical director is responsible for the management of the medical program. The State
shall also provide a director of nursing and adequate administrative medical and mental
health management. In addition, the State shall ensure that a designated clinical director
shall supervise inmates” mental health treatment at the Facilities. These positions may
be filled either by State employees, by independent contractors retained by the State, or
pursuant to the State's contract with a correctional health care vendor.

Medical and Mental Health Staff Training The State shall continue to ensure that all
medical staff and mental health professionals are adequately trained to meet the serious
medical and mental health needs of inmates. All such staff shall continue to receive
documented orientation and in-service training in accordance with their job
classifications, and training topics shall include suicide prevention and the identification
and care of inmates with mental disorders.

Security Staff Training The State shall ensure that security staff are adequately trained in
the identification, timely referral, and proper supervision of inmates with serious medical
or mental health needs. The State shall ensure that security staff assigned to mental
health units receive additional training related to the proper supervision of inmates
suffering from mental illness.

Screening and Treatment

Medical Screening The State shall ensure that all inmates receive an appropriate and
timely medical screening by a medical staff member upon arrival at a facility. The State
shall ensure that such screening enables staff to identify individuals with serious medical
or mental health conditions, including acute medical needs, infectious diseases, chronic
conditions, physical disabilities, mental illness, suicide risk, and drug and/or alcohol
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withdrawal. Separate mental health screening shall be provided as described in
Paragraph 34.

Privacy The State shall make reasonable efforts to ensure inmate privacy when
conducting medical and mental health screening, assessments, and treatment. However,
maintaining inmate privacy shall be subject to legitimate security concerns and
emergency situations.

Health Assessments The State shall ensure that all inmates receive timely medical and
mental health assessments. Upon intake, the State shall ensure that a medical
professional identifies those persons who have chronic illness. Those persons with
chronic illness shall receive a full health assessment between one (1) and seven (7) days
of intake, depending on their physical condition. Persons without chronic illness should
receive full health assessment within fourteen (14) days of intake. The State will ensure
that inmates with chronic illnesses will be tracked in a standardized fashion. A re-
admitted inmate or an inmate transferred from another facility who has received a
documented full health assessment within the previous twelve (12) months, and whose
receiving screening shows no change in health status, need not receive a new full medical
and mental health assessment. For such inmates, medical staff and mental health
professionals shall review prior records and update tests and examinations as needed.

Referrals for Specialty Care The State shall ensure that: a) inmates whose serious
medical or mental health needs exceed the services available at their facility shall be
referred in a timely manner to appropriate medical or mental health care professionals;
b) the findings and recommendations of such professionals are tracked and documented
in inmates’ medical files; and ¢) treatment recommendations are followed as clinically
indicated.

Treatment or Accommodation Plans Inmates with special needs shall have special needs
plans. For inmates with special needs who have been at the facility for thirty (30) days,
this shall include appropriate discharge planning. The DOJ acknowledges that for
sentenced inmates with special needs, such discharge planning shall be developed in
relation to the anticipated date of release. |

Drug and Alcohol Withdrawal The State shall develop and implement appropriate
written policies, protocols, and practices, consistent with standards of appropriate
medical care, to identify, monitor, and treat inmates at risk for, or who are experiencing,
drug or alcohol withdrawal. The State shall implement appropriate withdrawal and
detoxification programs. Methadone maintenance programs shall be offered for
pregnant inmates who were addicted to opiates and/or participating in a legitimate
methadone maintenance program when they entered the Facilities.
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Pregnant Inmates The State shall develop and implement appropriate written policies
and protocols for the treatment of pregnant inmates, including appropriate screening,
treatment, and management of high risk pregnancies.

Communicable and Infectious Disease Mapagement The State shall adequately maintain
statistical information regarding contagious disease screening programs and other
relevant statistical data necessary to adequately identify, treat, and control infectious
diseases.

Clinic Space and Equipment The State shall ensure that all face-to-face nursing and
physician examinations occur in settings that provide appropriate privacy and permit a
proper clinical evaluation including an adequately-sized examination room that contains
an examination table, an operable sink for hand-washing, adequate lighting, and adequate
equipment, including an adequate microscope for diagnostic evaluations. - The State shall
submit a comprehensive action plan as described in Paragraph 65 of this Agreement
identifying the specific measures the State intends to take in order to bring the Facilities
into compliance with this paragraph.

Access to Care

Access to Medical and Mental Health Services The State shall ensure that all inmates
have adequate opportunity to request and receive medical and mental health care.
Appropriate medical staff shall screen all written requests for medical and/or mental
health care within twenty-four (24) hours of submission, and see patients within the next
72 hours, or sooner if medically appropriate. The State shall maintain sufficient security
staff to ensure that inmates requiring treatment are escorted in a timely manner to
treatment areas. The State shall develop and implement a sick call policy and procedure
which includes an explanation of the order in which to schedule patients, a procedure for
scheduling patients, where patients should be treated, the requirements for clinical
evaluations, and the maintenance of a sick call log. Treatment of inmates in response to a
sick call slip should occur in a clinical setting.

Isolation Rounds The State shall ensure that medical staff make daily sick call rounds in
the isolation areas, and that nursing staff make rounds at least three times a week, to give
inmates in isolation adequate opportunities to contact and discuss health and mental
health concerns with medical staff and mental health professionals in a setting that
affords as much privacy as security will allow.

Grievances The State shall develop and implement a system to ensure that medical
grievances are processed and addressed in a timely manner. The State shall ensure that
medical grievances and written responses thereto are included in inmates’ files, and that
grievances and their outcomes are logged, reviewed , and analyzed on a regular basis to
identify systemic issues in need of redress. The State shall develop and implement a
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procedure for discovering and addressing all systemic problems raised through the
grievance system.

Chronic Disease Care

Chronic Disease Management Program The State shall develop and implement a written
chronic care disease management program, consistent with generally accepted
professional standards, which provides inmates suffering from chronic illnesses with
appropriate diagnosis, treatment, monitoring, and continuity of care. As part of this
program, the State shall maintain a registry of inmates with chronic diseases.

Immunizations The State shall make reasonable efforts to obtain immunization records
for all juveniles who are detained at the Facilities for more than one (1) month. The State
shall ensure that medical staff update immunizations for such juveniles in accordance
with nationally recognized guidelines and state school admission requirements. The
physicians who determine that the vaccination of a juvenile or adult inmate is medically
inappropriate shall properly record such determination in the inmate’s medical record.
The State shall develop policies and procedures to ensure that inmates for whom
influenza, pneumonia and Hepatitis A and B vaccines are medically indicated are offered
these vaccines.

Medication

Medication Administration The State shall ensure that all medications, including
psychotropic medications, are prescribed appropriately and administered in a timely
manner to adequately address the serious medical and mental health needs of inmates.
The State shall ensure that inmates who are prescribed medications for chronic illnesses
that are not used on a routine schedule, including inhalers for the treatment of asthma,
have access to those medications as medically appropriate. The State shall develop and
implement adequate policies and procedures for medication administration and
adherence. The State shall ensure that the prescribing practitioner is notified if a patient
misses a medication dose on three consecutive days, and shall document that notice. The
State's formulary shall not unduly restrict medications. The State shall review its
medication administration policies and procedures and make any appropriate revisions.
The State shall ensure that medication administration records (“MARs”) are
appropriately completed and maintained in each inmate’s medical record.

Continuity of Medication The State shall ensure that arriving inmates who report that
they have been prescribed medications shall receive the same or comparable medication
as soon as is reasonably possible, unless a medical professional determines such
medication is inconsistent with generally accepted professional standards. If the inmate’s
reported medication is ordered discontinued or changed by a medical professional, a
medical professional shall conduct a face-to-face evaluation of the inmate as medically
appropriate.
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Medication Management The State shall develop and implement guidelines and controls
regarding the access to, and storage of, medication as well as the safe and appropriate
disposal of medication and medical waste.

Emergency Care

Access to Emergency Care The State shall train medical, mental health and security staff
to recognize and respond appropriately to medical and mental health emergencies.
Furthermore, the State shall ensure that inmates with emergency medical or mental health
needs receive timely and appropriate care, including prompt referrals and transports for
outside care when medically necessary.

First Responder Assistance The State shall train all security staff to provide first
responder assistance (including cardiopulmonary resuscitation (“CPR”) and addressing
serious bleeding) in an emergency situation. The State shall provide all security staff
with the necessary protective gear, including masks and gloves, to provide first line
eMergency response.

Mental Health Care

Treatment The State shall ensure that qualified mental health professionals provide
timely, adequate, and appropriate screening, assessment, evaluation, treatment and
structured therapeutic activities to inmates requesting mental health services, inmates
who become suicidal, and inmates who enter with serious mental health needs or develop
serious mental health needs while incarcerated.

Psychiatrist Staffing The State shall retain sufficient psychiatrists to enable the Facilities
to address the serious mental health needs of all inmates with timely and appropriate
mental health care consistent with generally accepted professional standards. This shall
include retaining appropriately licensed and qualified psychiatrists for a sufficient
number of hours per week to see patients, prescribe and adequately monitor psychotropic
medications, participate in the development of individualized treatment plans for inmates
with serious mental health needs, review charts in the context of rendering appropriate
mental health care, review and respond to the results of diagnostic and laboratory tests,

_ and be familiar with and follow policies, procedures, and protocols. The psychiatrist

shall collaborate with the chief psychologist in menta] health services management as
well as clinical treatment, shall communicate problems and resource needs to the Warden
and chief psychologist, and shall have medically appropriate autonomy for clinical
decisions at the facility. The psychiatrist shall supervise and oversee the treatment team.

Administration of Mental Health Medications The State shall develop and implement

policies, procedures, and practices consistent with generally accepted professional
standards to ensure that psychotropic medications are prescribed, distributed, and
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monitored properly and safely and consistent with generally accepted professional
standards. The State shall ensure that all psychotropic medications are administered by
qualified medical professionals or other health care personnel qualified under Delaware
state law to administer medications, who consistently implement adequate policies and
procedures to monitor for adverse reactions and potential side effects and to adequately
document the administration of such medications in the MARs. Documentation in the
MARs shall include a clear and consistent indication of whether the inmate refused or
otherwise missed any doses of medication, as well as doses consumed. As part of the
quality assurance program set forth in Section V of this Agreement, a qualified medical
professional or registered nurse supervisor shall review MARs on a regular and periodic
basis to determine whether policies and procedures are being followed.

Mental Illness Training The State shall conduct initial and periodic training for all
security staff on how to recognize symptoms of mental illness and respond appropriately.
Such training shall be conducted by a qualified mental health professional, registered
psychiatric nurse, or other appropriately trained and qualified individual, and shall
include instruction on how to recognize and respond to mental health emergencies.

Mental Health Screening The State shall develop and implement adequate policies,
procedures, and practices consistent with generally accepted correctional mental health
care standards to ensure that all inmates receive an adeguate initial mental health
screening by appropriately trained staff within twenty-four (24) hours after intake. Such
screening shall include an individual private (consistent with security limitations)
interview of each incoming inmate, including whether the inmate has a history of mental
illness, is currently receiving or has received psychotropic medications, has attempted
suicide, or has suicidal propensities. Documentation of the screening shall be maintained
in the appropriate medical record. Inmates who have been on psychotropic medications
prior to intake will be assessed by a psychiatrist as to the need to continue those
medications, in a timely manner, no later than 7-10 days after intake or sooner if
clinically appropriate. These inmates shall remain on previously prescribed psychotropic
medications pending psychiatrist assessment. Incoming inmates who are in need of
emergency mental health services shall receive such care immediately afier intake.
Incoming inmates who require resumption of psychotropic medications shall be seen by a
psychiatrist as soon as clinically appropriate.

Mental Health Assessment and Referral The State shall develop and implement adequate
policies, procedures, and practices consistent with generally accepted professional
standards to ensure timely and appropriate mental health assessments by qualified mental
health professionals for those inmates whose mental health histories, or whose responses
to initial screening questions, indicate a need for such an assessment. Such assessments
shall occur within seventy-two (72) hours of the inmate’s mental health screening or the
identification of the need for such assessment, whichever is later, The State shall also
ensure that inmates have access to a confidential self-referral system by which they may
request mental health care without revealing the substance of their request to security

12
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staff. Written requests for mental health services shall be forwarded to a qualified mental
health professional and timely evaluated by him or her. The State shall ensure adequate
and timely treatment for inmates whose assessments reveal serious mental illness,
including timely and appropriate referrals for specialty care and regularly scheduled
visits with qualified mental health professionals.

Mental Health Treatment Plans The State shall ensure that a qualified mental health
professional prepares in a timely manner and regularly updates an individual mental
health treatment plan for each inmate who requires mental health services. The State
shall also ensure that the plan is timely and consistently implemented. Implementation of
and any changes to the plan shall be documented in the inmate’s medical/mental health
record.

Crisis Services The State shall ensure an adequate array of crisis services to
appropriately manage psychiatric emergencies. Crisis services shall not be limited to
administrative/disciplinary isolation or observation status. Inmates shall have access to
appropriate in-patient psychiatric care when clinically appropriate.

Treatment for Seriously Mentally Ill Inmates The State shall ensure timely and
appropriate therapy, counseling, and other mental health programs for all inmates with
serious mental illness. This includes adequate space for treatiment, adequate staff to
provide treatment, and an adequate array of therapeutic programming. The State shall
ensure that inmates who are being treated with psychotropic medications are seen
regularly by a physician to monitor responses and potential reactions to those
medications, in accordance with generally accepted correctional mental health care
standards.

Review of Disciplinary Charges for Mental [liness Symptoms The State shall ensure that
disciplinary charges against inmates with serious mental iliness who are placed in

Isolation are reviewed by a qualified mental health professional to determine the extent to
which the charge may have been related to serious mental illness, and to determine
whether an inmate’s serious mental illness should be considered by the State as a
mitigating factor when punishment is imposed on inmates with a serious mental illness.

Procedures for Mentally [1l Inmates in Isolation or Observation Status The State shall
implement policies, procedures, and practices consistent with generally accepted

professional standards to ensure that all mentally ill inmates on the facility’s mental
health caseload and who are housed in Isolation receive timely and appropriate treatment,
including completion and documentation of regular rounds in the Isolation units at least
once per week by qualified mental health professionals in order to assess the serious
mental health needs of those inmates. Inmates with serious mental illness who are placed
in Isolation shall be evaluated by a qualified mental health professional within twenty-
four hours and regularly thereafter to determine the inmate’s mental health status, which
shall include an assessment of the potential effect of the Isolation on the inmate’s mental
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health. During these regular evaluations, the State shall evaluate whether continued
Isolation is appropriate for that inmate, considering the assessment of the qualified
mental health professional, or whether the inmate would be appropriate for graduated
alternatives. The State shall adequately document all admissions to, and discharges from,
Isolation, including a review of treatment by a psychiatrist. The State shall provide
adequate facilities for observation, with no more than two inmates per room.

Mental Health Services Logs and Documentation The State shall ensure that the State
maintains an updated log of inmates receiving mental health services, which shall include
both those inmates who receive counseling and those who receive medication. The log
shall include each inmate’s name, diagnosis or complaint, and next scheduled
appointment. Each clinician shall have ready access to a current log listing any
prescribed medication(s) and dosages for inmates on psychotropic medications. In
addition, inmate’s files shall contain current and accurate information regarding any
medication changes ordered in at least the past year.

SUICIDE PREVENTION

Suicide Prevention Policy The State shall review and, to the extent necessary, revise its
suicide prevention policy to ensure that it includes the following provisions: 1) training;
2) intake screening/assessment; 3) communication; 4) housing; 5) observation; 6)
intervention; and 7) mortality and morbidity review.

Suicide Prevention Training Curriculum The State shall review and, to the extent
necessary, revise its suicide prevention training curriculum, which shall include the
following topics: 1) the suicide prevention policy as revised consistent with this
Agreement; 2) why facility environments may contribute to suicidal behavior; 3)
potential predisposing factors to suicide; 4) high risk suicide periods; 5) warning signs
and symptoms of suicidal behavior; 6) case studies of recent suicides and serious suicide
attempts; 7) mock demonstrations regarding the proper response to a suicide attempt; and
8) the proper use of emergency equipment.

Staff Training Within twelve months of the effective date of this Agreement, the State
shall ensure that all existing and newly hired correctional, medical, and mental health
staff receive an initial eight-hour training on suicide prevention curriculum described
above. Following completion of the initial training, the State shall ensure that a
minimum of two hours of refresher training on the curriculum are completed by all
correctional care, medical, and mental health-staff each year.

Intake Screening/Assessment The State shall develop and implement policies and
procedures pertaining to intake screening in order to identify newly arrived inmates who
may be at risk for suicide. The screening process shall include inquiry regarding: 1) past
suicidal ideation and/or attempts; 2) current ideation, threat, plan; 3) prior mental health
treatment/hospitalization; 4) recent significant loss (job, relationship, death of family
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member/close friend, etc.); 5) history of suicidal behavior by family member/close friend;
6) suicide risk during prior confinement in a state facility; and 7) arresting/transporting
officer(s) belief that the inmate is currently at risk.

Mental Health Records Upon admission, the State shall immediately request all pertinent
mental health records regarding the inmate’s prior hospitalization, court-ordered
evaluations, medication, and other treatment. DOJ acknowledges that the State's ability
to obtain such records depends on the inmate's consent to the release of such records.

Identification of Inmates at Risk of Suicide Inmates at risk for suicide shall be placed on
suicide precautions until they can be assessed by qualified mental health personnel.
Inmates at risk of suicide include those who are actively suicidal, either threatening or
engaging in self-injurious behavior; inmates who are not actively suicidal, but express
suicidal ideation (e.g., expressing a wish to die without a specific threat or plan) and/or
have a recent prior history of self-destructive behavior; and inmates who deny suicidal
ideation or do not threaten suicide, but demonstrate other concerning behavior (through
actions, current circumstances, or recent history) indicating the potential for self-injury.

Suicide Risk Assessment The State shall ensure that a formalized suicide risk assessment
by a qualified mental health professional is performed within an appropriate time not to
exceed 24 hours of the initiation of suicide precautions. The assessment of suicide risk
by qualified mental health professionals shall include, but not be limited to, the
following: description of the antecedent events and precipitating factors; suicidal
indicators; mental status examination; previous psychiatric and suicide risk history, level
of lethality; current medication and diagnosis; and recommendations/treatment plan.
Findings from the assessment shall be documented on both the assessment form and
health care record.

Communication The State shall ensure that any staff member who places an inmate on
suicide precautions shall document the initiation of the precautions, level of observation,
housing location, and conditions of the precautions. The State shall develop and
implement policies and procedures to ensure that the documentation described above is
provided to mental health staff and that in-person contact is made with mental health staff
to alert them of the placement of an inmate on suicide precautions. The State shall ensure
that mental health staff thoroughly review an inmate’s health care record for
documentation of any prior suicidal behavior. The State shall promulgate a policy
requiring mental health to utilize progress notes to document each interaction and/or
assessment of a suicidal inmate. The decision to upgrade, downgrade, discharge, or
maintain an inmate on suicide precautions shall be fully justified in each progress note.
An inmate shall not be downgraded or discharged from suicide precautions until the
responsible mental health staff has thoroughly reviewed the inmate’s health care record,
as well as conferred with correctional personnel regarding the inmate’s stability.
Multidisciplinary case management team meetings (to include facility officials and
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available medical and mental health personnel) shall occur on a weekly basis to discuss
the status of inmates on suicide precautions.

Housing The State shall ensure that all inmates placed on suicide precautions are housed
in suicide-resistant cells (i.e., cells without protrusions that would enable inmates to
hang themselves). The location of the cells shall provide full visibility to staff. Atthe
time of placement on suicide precautions, medical or mental health staff shall write
orders setting forth the conditions of the observation, including but not Iimited to
allowable clothing, property, and utensils, and orders addressing continuation of
privileges, such as showers, telephone, visiting, recreation, etc., commensurate with the
inmate's security level. Removal of an inmate’s prison jurpsuit (excluding belts and
shoelaces) and the use of any restraints shall be avoided whenever possible, and used
only as a last resort when the inmate is engaging in self-destructive behavior. The Parties
recognize that security and mental health staff are working towards the common goal of
profecting inmates from self-injury and from harm inflicted by other inmates. Such
orders must therefore take into account all relevant security concerns, which can include
issues relating to the commingling of certain prison populations and the smuggling of
contraband. Mental health staff shall give due consideration to such factors when setting
forth the conditions of the observation, and any disputes over the privileges that are
appropriate shall be resolved by the Warden or his or her designee. Scheduled court
hearings shall not be cancelled because an inmate is on suicide precautions.

Observation The State shall develop and implement policies and procedures pertaining
to observation of suicidal inmates, whereby an inmate who is not actively suicidal, but
expresses suicidal ideation (e.g., expressing a wish to die without a specific threat or
plan) and/or has a recent prior history of self-destructive behavior, or an inmate who
denies suicidal ideation or does not threaten suicide, but demonstrates other concerning
behavior (through actions, current circumstances, or recent history) indicating the
potential for self-injury, shall be placed under close observation status and observed by
staff at staggered intervals not to exceed every 15 minutes (e.g., 5, 10, 7 minutes). An
inmate who is actively suicidal, either threatening or engaging in self-injurious behavior,
shall be placed on constant observation status and observed by staff on a continuous,
uninterrupted basis. Mental health staff shall assess and interact with (not just observe)
inmates on suicide precautions on a daily basis.

“Step-Down Obsetvation” The State shall develop and implement a “step-down” level of
observation whereby inmates on suicide precaution are released gradually from more
restrictive levels of supervision to less restrictive levels for an appropriate period of time
prior to their discharge from suicide precautions. The State shall ensure that all inmates
discharged from suicide precautions continue to receive follow-up assessment in
accordance with a treatment plan developed by a gualified mental health professional.

Intervention The State shall develop and implement an intervention policy to ensure that
all staff who come into contact with inmates are trained in standard first aid and
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cardiopulmonary resuscitation; all staff who come into contact with inmates participate in
annual “mock drill” training to ensure a prompt emetgency response to all suicide
attempts; and shall ensure that an emergency response bag that includes appropriate
equipment, including a first aid kit and emergency rescue tool, shall be in close proximity
to all housing units. All staff who come into regular contact with inmates shall know the
location of this emergency response bag and be trained in its use.

Mortality and Morbidity Review The State shall develop and implement policies,
procedures, and practices to ensure that a multidisciplinary review is established to
review all suicides and serious suicide attempts (¢.g., those incidents requiring
hospitalization for medical treatment). At a minimum, the review shall comprise an
inquiry of: a) circumstances surrounding the incident; b) facility procedures relevant to
the incident; c) all relevant training received by involved staff; d} pertinent medical and
mental health services/reports involving the victim; e) possible precipitating factors
leading to the suicide; and f) recommendations, if any, for changes in policy, training,
physical plant, medical or mental health services, and operational procedures. When
appropriate, the review team shall develop a written plan (and timetable) to address areas
that require corrective action.

QUALITY ASSURANCE

Policies and Procedures The State shall develop and implement written quality assurance
policies and procedures to regularly assess and ensure compliance with the terms of this
Agreement. These policies and procedures should include, at a minimum: provisions
requiring an annual quality management plan and annual evaluation; quantitative
performance measurement with tools to be approved in advance by DOJ; tracking and
trending of data; creation of a multidisciplinary team; morbidity and mortality reviews
with self-critical analysis, and periodic review of emergency room visits and
hospitalizations for ambulatory-sensitive conditions.

Cortrective Action Plans The State shall develop and implement policies and procedures
to address problems that are uncovered during the course of quality assurance activities.
The State shall develop and implement corrective action plans to address these problems
in such a manner as to prevent them from occurring again in the future.

IMPLEMENTATION

Revision of Activities and Documents The State shall revise and/or develop as necessary
its current policies, procedures, protocols, training, staffing and practices to ensure that
they are consistent with, incorporate, address and implement all provisions of this
Agreement. The State shall revise and/or develop as necessary other written documents
such as screening tools, logs, handbooks, manuals, and forms, to effectuate the provisions
of this Agreement.
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Dissemination of Agreement Within thirty (30) days of the effective date of this
Agreement, the State shall distribute copies of the Agreement to all relevant staff,
including all medical, mental health and security staff at the Facilities and explain it as
appropriate.

In Service Training Training academy staff shall develop, on an on-going basis, scripts
for in service training directed at issues related to effective implementation of the
Agreement. In service training shall be provided regularly and shall be documented. In
service training scripts shall be provided to DOTJ for its review in accordance with the
time frames for compliance set forth below,

MONITORING, ENFORCEMENT AND TERMINATION

Termination This Agreement shall terminate three (3) years after its effective date.

Satisfaction of the Agreement and Early Termination This Agreement may be
terminated prior to the conclusion of the three (3) year period described in Paragraph 59
if the State reaches substantial compliance with all provisions of this Agreement and
sustains it for one (1) year. “Substantial Compliance” with each and every term of this
Agreement for a period of one (1) year shall fully satisfy the Agreement. Noncompliance
with mere technicalities, or temporary failure to comply during a period of otherwise
sustained compliance, shall not constitute failure to maintain substantial compliance. At
the same time, temporary compliance during a period of otherwise sustained
noncompliance shall not constitute substantial compliance. The State may submit a
written request for early termination of the Agreement based upon an assertion of one (1)
year of substantial compliance with all substantive paragraphs set forth in Sections I1I
through VIII of this Agreement. The DOJ, in its good faith discretion, will determine
whether the State has maintained substantial compliance for the one (1) year period.

Review and Approval All policies, procedures, plans and protocols required by, or
referenced in, this Agreement shall be consistent with the substantive terms of this
Agreement. All policies, procedures, plans and protocols required by, or referenced in,
this Agreement shall be submitted to the DOT for its review and approval within sixty
(60) calendar days after approval of the Action Plan described in Paragraph 65 of this
Agreement. Any such plans, policies, procedures and protocols for which this
Agreement requires review and approval by DOJ shall be expeditiously reviewed by the
POJ. The DOJ shall not unreasonably withhold any such approval. Absent unforeseen
circumstances beyond the Parties’ control, if DOJ does not provide a written objection to
said materials within sixty (60) days of receipt of same, the materials will be deemed
approved by DOJ.

State Response to DOJ Questions Within thirty (30) days of receipt of written questions
from the DOJ concerning the State’s compliance with this Agreement, the State shall
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provide the DOJ with written answers and any requested documents regarding the State’s
compliance with the requirements of this Agreement.

State Documentation of Compliance The State shall maintain sufficient records to
document its compliance with all of the requirements of this Agreement. The State shall
also maintain (so long as this Agreement remains in effect) any and all records required
by or developed under this Agreement.

Implementation The State shall implement policies, procedures, plans, and protocols
consistent with the Action Plan referred to in Paragraph 65 of this Agreement.

Action Plan Within one hundred and twenty (120) days after the effective date of this
Agreement, the State shall prepare and submit to the DOJ a comprehensive action plan
("Action Plan") identifying the specific measures the State intends to take in order to
bring the Facilities into compliance with each paragraph containing substantive
requirements in Sections III through V of this Agreement (“Substantive Provisions™),
including a timeline for completion of each of the measures.

Compliance Reporting The State shall prepare and submit reports regarding compliance
("Compliance Reports™) with each of the Substantive Provisions of this Agreement. The
State shall submit its first Compliance Report within ninety (90) days after submitting the
Action Plan described in Paragraph 65 of this Agreement, and then every six (6) months.
The Compliance Reports shall identify the State's progress in implementing the Action
Plan, any revisions to the Action Plan, and shall include a summary of steps taken to
implement this Agreement, along with supporting documentation and certifications.
Upon achieving substantial compliance as determined by DOJ with any substantive
paragraph(s) of this Agreement for one (1) year, no further reporting shall be required on
that paragraph.

Selection of Monitor Within ninety (90) days after entry of this Agreement, the State and
DOJ shall together select a Monitor. If the Parties are unable to agree on a Monitor, each
Party shall submit two names of persons who have experience in corrections and who
may have served as a correctional practices expert or monitor, or as a Federal, state, or
county prosecutor or judge along with resumes or curricula vitae and cost proposals to a
third party neutral, selected with the assistance of the Federal Mediation and Congciliation
Service, and the third party neutral shall appoint the Monitor from among the names of
qualified persons submitted. The selection of the Monitor shall be conducted solely
pursuant to the procedures set forth in this Agreement, and will not be governed by any
formal or legal procurement requirements.

Limitations on Public Disclosures by Monitor The Monitor shall not be retained by any
current or future litigant or claimant in a claim or suit against the State, its agents or

employees. The Monitor shall not issue statements or make findings with regard to any
act or omission of the State, or their agents or representatives, except as required by the
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terms of this Agreement. The Monitor may testify in any case brought by any Party to
this Agreement regarding any matter relating to the implementation, enforcement, or
dissolution of this Agreement.

Monitoring Resources The Monitor, at any time, may associjate such additional persons
or entities as are reasonably necessary to perform the monitoring tasks specified by this
Agreement. The Monitor shall notify in writing DOJ and the State if and when such
additional persons or entities are selected for association by the Monitor. The.notice
shall identify and describe the qualifications of the person or entity to be associated and
the monitoring task to be performed.

Monitor’s Fees The State shall bear all reasonable fees and costs of the Monitor. In
selecting the Monitor, DOJ and the State recognize the importance of ensuring that the
fees and costs borne by the State are reasonable, and accordingly fees and costs shall be
one factor considered in selecting the Monitor. In the event that any dispute arises
regarding the payment of the Monitor's fees and costs, the State, DOJ, and the Monitor
shall attempt to resolve such dispute cooperatively.

Monitor’s Duties and Responsibilities The Monitor shall review and report on the State’s

_implementation of, and assist with the State’s compliance with, this Agreement. The

Monitor shall only have the duties, responsibilities and authority conferred by this
Agreement. The Monitor shall not, and is not intended to, replace or take over the role
and duties of the State or the Commissioner of the Delaware Department of Corrections.
The Monitor may testify in any action brought to enforce this Agreement regarding any
matter relating to the implementation or enforcement of the Agreement. The Monitor
shall not testify in any other litigation or proceeding with regard to any act or omission of
the State, or any of their agents, representatives, or employees related to this Agreement
or regarding any matter or subject that the Monitor may have received knowledge of as a
result of his or her performance under this Agreement. Unless such conflict is waived by
the Parties, the Monitor shall not accept employment or provide consulting services that
would present a conflict of interest with the Monitor's responsibilities under this
Agreement, including being retained (on a paid or unpaid basis) by any current or future
litigant or claimant, or such litigant's or claimant's attorney, in connection with a claim or
suit against the State or its departments, officers, agents or employees. The Monitor is
not a state or local agency, or an agent thereof, and accordingly the records maintained
by the Monitor shall not be deemed public records. The Monitor shall not be liable for
any claim, Jawsuit, or demand arising out of the Monitor's performance pursuant to this
Agreement. Provided, however, that this paragraph does not apply to any proceeding
before a court related to performance of contracts or subcontracts for monitoring this
Agreement.

Technical Assistance by the Monitor The Monitor shall offer the State technical
assistance regarding compliance with this Agreement. The Monitor may not modify,
amend, diminish, or expand this Agreement.
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Monitor’s Access The State shall provide the Monitor with full and unrestricted access
to all of the Facilities, relevant State and facility staff and employees, and any documents
(including databases) necessary to carry out the dutjes assigned to the State by this
Agreement. The Monitor's right of access includes, but is not limited to, all documents
regarding medical care, mental health care, suicide prevention, or protocols or analyses
involving one of those subject areas. The Monitor shall retain any non-public
information in a confidential manner and shall not disclose any non-public information to
any person or entity, other than a Court or DOJ, absent written notice to the State and
either written consent by the State or a court order authorizing disclosure.

Monitor’s Communication with the Parties In monitoring the implementation of this
Agreement, the Monitor shall maintain regular contact with the State and DOJ. The
Monitor shall be permitted to initiate and receive ex parte communications with the
Parties and the Parties' consultants.

Compliance Monitoring In order to monitor and report on the State’s implementation of
each substantive provision of this Agreement, the Monitor shall conduct periodic reviews
as the Monitor deems appropriate, but no less than quarterly at each of the Facilities. The
Monitor may make recommendations to the Parties regarding measures necessary to
ensure full and timely implementation of this Agreement.

Compliance Coordinator The Parties agree that the State shall hire and retain, or reassign
a current State employee, for the duration of this Agreement, a Compliance Coordinator. -
The Compliance Coordinator shall serve as a liaison between the State, the Monitor and
DOJ, and shall assist with the State's compliance with this Agreement. At a minimum,
the Compliance Coordinator shall: (a) coordinate the State’s compliance and
implementation of activities required by this Agreement; (b) facilitate the provision of
data, documents and other access to State employees and material to the Monitor and
DOJ as needed; (¢) ensure that all documents and records are maintained as provided in
this Agreement; (d) assist in assigning compliance tasks to State personnel, as directed by
the Commissioner of the Delaware Department of Corrections or his designee; take
primary responsibility for collecting information to provide the State's status reports
specified in paragraph 61.

DOJ Access DOJ shall continue to have full and unrestricted access to all documents
(including databases), staff, inmates and the Facilities that are relevant to evaluate
compliance with this Agreement, except any documents protected by the attorney-client
privilege or applicable self-evaluative privileges (e.g., 24 Del. C § 1768). Should the
State decline to provide DOJ with access to a document based on attorney-client
privilege, the State shall provide the Monitor and DOJ with a log describing the
document. DOJ's right of access includes, but is not limited to, all documents regarding
medical care, mental health care, suicide prevention and any protocols or analyses
involving those subject areas. This Agreement does not authorize, nor shall it be
construed to authorize, access to any State documents, except as expressly provided by
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this Agreement, by persons or entities other than DOJ, the State, and the Monitor. DOJ
shall retain any non-public information in a confidential manner and shall not disclose
any non-public information to any person or entity, other than a Court or the Monitor,
absent written notice to the State and either written consent by the State or a court order
authorizing disclosure. Throughout the duration of this Settlement Agreement, letters
between counsel for the DOJT and counsel for the State shall be confidential and subject to
the Confidentiality Agreement between the DOJ and the State entered into on May 3,
2006 and supplemented by the Non-Waiver Agreement dated September 28, 2006.

Timeliness of DOJ Review of Documents and Information DOJ shall review documents
and information provided by the State and the Monitor and shall provide its analysis and
comments to the State and the Monitor at appropriate times and in an appropriate manner,
consistent with the purpose of this Agreement to promote cooperative efforts.

Monitor Reports The Monitor shall issue semi-annual public reports detailing the State's
compliance with and implementation of this Agreement. The first report shall issue six
months from the effective date of this Agreement. The Monitor may issue reports more
frequently if the Monitor determines it appropriate to do so. At least ten business days
prior to issuing a report, the Monitor shall provide a draft to the Parties for review and
comment to determine if any factual errors have been made. The Monitor shall consider
the Parties’ responses and then promptly issue the report.

Noncompliance If DOJ believes that the State has failed to substantially comply with
any obligation under this Agreement, DOJ will, prior to seeking judicial action to
enforce the terms of this Agreement, give written notice of the failure to the State. The
Parties shall conduct good-faith discussions to resolve the dispute. If the Parties are
unable to reach agreement within 15 days of the DOJ's written notice, the Parties shall
submit the dispute to mediation. Michael Bromwich, Esq., shall serve as the mediator
unless the Parties expressly agree to an alternative selection. The Parties shall split the
cost of the mediator. The Parties shall attempt in good faith to mediate the dispute for a
minimum of 30 days prior to initiating any court action. DOJ commits to work in good
faith with the State to avoid enforcement actions. However, in case of an emergency
posing an immediate threat to the health or safety of inmates, the DOJ may omit the
notice and cure requirements herein (including the provision regarding mediation), before
seeing judicial action. Non-action by the DOJ shall not constitute a waiver of the right to
seek judicial action.

Successors This Agreement shall be binding on all successors, assignees, employees,
and all those working for or on behalf of the State.

Defense of Agreement The Parties agree to defend the provisions of this Agreement.
The Parties shall notify each other of any court challenge to this Agreement. In the event
any provision of this Agreement is challenged in any local or state court, the Parties shall
seek to remove the matter to a federal court. -

22



(83)

(84)

(85)

(86)

(87)

Enforcement Failure by either Party to enforce this entire Agreement or any provision
thereof with respect to any deadline or any other provision herein shall not be construed
as a waiver of its right to enforce other deadlines or provisions of this Agreement.

Non-Retaliation The State agrees that it shall not retaliate against any person because
that person has filed or may file a complaint, provided information or assistance, or
participated in any other manner in an investigation or proceeding relating to this
Agreement.

Severability In the event any provision of this Agreement is declared invalid for any
reason by a court of competent jurisdiction, said finding shall not affect the remaining
provisions of this Agreement.

Notice “Notice” under this Agreement shall be provided via overnight delivery and shall
be provided to the Governor of the State of Delaware and to the Attorney General of the
State of Delaware.

Subheadings All subheadings in this Agreement are written for convenience of locating
individual provisions. If questions arise as to the meanings of individual provisions, the
Parties shall follow the text of each provision.

For the DO

/s/ Wan J. Kim

WAN J. KIM
Assistant Attorney General
Civil Rights Division

/s/ Shanetta Y, Cuilar
SHANETTA Y. CUTLAR

Chief

Special Litigation Section

/sf Daniel H, Weiss

DANIEL H. WEISS
Deputy Chief
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/s/ Cathleen 8. Trainor
CATHLEEN S. TRAINOR
LASHANDA BRANCH CHIRUNGA
Senior Trial Attomeys

U.S. Department of Justice
Civil Rights Division

Special Litigation Section

950 Pennsylvania Avenue, NW
PHB Room 5908

Washington, D.C. 20530

(202) 514-6255

For the State of Delaware:

s/ Car]l C. Danberg
CARI C. DANBERG
Attorney General of Delaware

Dated: December 29, 2006

/s/ Stanley W. Taylor, Jr.

STANLEY W. TAYLOR, Jr.
Commissioner

Delaware Department of Correction
245 McKee Road

Dover, DE 19904

/s/ Michael R. Bromwich

MICHAEL R. BROMWICH

Fried, Frank, Harris, Shriver & Jacobson LLP
1001 Pennsylvania Avenue, NW
Washington, DC 20004
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APPENDIX I1

THE STATE OF DELAWARE DEPARTMENT OF CORRECTION
COMPREHENSIVE ACTION PLAN IS ATTACHED



The State of Delaware
Department of Correction

Action Plan

April 30, 2007



Delaware Department of Correction
Action Plan

I. Introduction

This Action Plan has been developed in accordance with the December 29, 2006
Memorandum of Agreement Between the State of Delaware and the United States
Department of Justice (the MOA). In particular, paragraph 65 of the MOA requires the
State to submit a “comprehensive action plan” to the United States identifying the
specific measures the State intends to take in order to bring four Department of
Correction facilities! into compliance with each paragraph of the MOA containing
substantive requirements relating to three general areas: Medical and Mental Health
Care, Suicide Prevention, and Quality Assurance. As is required by paragraph 65, each
itern addressed in the Action Plan contains a timeline for completion.

The measures described in this Action Plan are intended to provide the United
States Department of Justice (the DOJ) with a roadmap of specific remedial steps to be
taken by the Delaware Department of Correction (the DOC). The Action Plan has been
developed with an emphasis on achievable, realistic, and, in most cases, incremental steps
towards full compliance. All measures described here have been developed with the
expectation that the DOC will ultimately meet or exceed requirements of the MOA and
generally accepted professional standards, such as those published by the National
Commission on Correctional Health Care (NCCHC).

The Action Plan is organized so that paragraph numbers refer to corresponding
paragraphs in Sections III through V of the MOA. “Timeline for Completion” references
in each section indicate the date by which the DOC expects to have fully implemented
the proposed actions. Target deadlines for achieving incremental steps towards full
compliance are also noted where appropriate. Most of the efforts described in this Action
Plan will require continuing attention. To the extent that an effort does not have any
defined endpoint or deadline for completion, it is noted to be “continuing.”

As will be described more fully in the DOC’s first Compliance Report, substantial
work has already begun on many of the MOA requirements, and many improvements in
the quality of inmate care are already apparent. However, most of the substantive MOA
provisions discussed here involve the development or revision of policies and procedures.
The corresponding sections of this Action Plan necessarily reflect a certain level of
generality, because those policies and procedures are not yet complete. In those cases,
the Action Plan:

! The Delaware DOC facilities covered by the MOA are the Delores J. Baylor Women’s Correctional
Institution (Baylor); the Delaware Correctional Center (DCC); the Howard R. Young Correctional
Institution (HRYCI); and the Sussex Correctional Institution (SCI) (collectively, the “Facilities”).
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addresses each substantive requirement;
affirms the DOC’s commitment to completing the work necessary to establish
appropriate policies and procedures;

o identifies the entities or individuals responsible for achieving compliance with the
underlying substantive issues;

o identifies those areas in which auditing and quality improvement efforts will be
concentrated in order to assure that new policies and procedures are achieving the
desired result; and

e establishes timelines for training staff on new policies and procedures, performing
quality assurance, and achieving full compliance.

The MOA compliance officer will have global responsibility for assuring compliance
with the MOA.



11. Medical and Mental Health Care
1. Standard

All of the steps described in the pages that follow are designed to satisfy the ultimate,
most fundamental requirement of the MOA: ensuring that services provided by the State
address the serious medical and mental health needs of inmates in a manner that satisfies
generally accepted professional standards. To accomplish this, the DOC plans to:

diligently pursue complance with each substantive provision of the MOA;

e rely on a multi-disciplinary, problem-solving approach to identify and
overcome obstacles to improvement,
solicit the advice of experts and consultants, where appropriate; and

e refer to NCCHC or other appropriate correctional health care standards when
evaluating the services provided to inmates.

Timeline for Completion: Continuing
2. Policies and Procedures

The DOC is currently drafting and revising DOC policies and procedures that will
eventually replace those currently provided by the medical vendor. In the event of
vendor turnover or a transition to self-operation of DOC health care services, stand-alone
DOC policies witl provide continuity in both the standards of care and the performance
expected of staff.

¢ Some of the most critical policies are identified in the MOA, and relate to
intake, communicable disease screening, sick call, chronic disease
management, medication delivery, laboratory testing, acute care, infection
control, infirmary care, and dental care. The DOC will focus its initial efforts
on these most essential policies.

¢ The DOC will continue seeking policies and procedures from correctional
facilities in other jurisdictions in an attempt to identify good models for its
own manuals.

» Individuals with appropriate experience in mental health, quality assurance,
-medical, and nursing protocols are being assigned responsibility for drafting
DOC policies and procedures, including the Director of Health Services,
Mental Health Treatment Program Administrator, and the Quality
Improvement Administrator

» Policies and procedures will also be subject to review and comment by the
Deputy Attorney General and DOC Bureau of Prisons Chief.



¢ The DOC will continually review and update policies and procedures as
needed. At a minimum, a yearly review will be conducted by the Office of
Health Services.

Timeline for Completion:

The critical policies and procedures identified above will be drafted and available for
DOIJ review by 07/01/07.

Additional policies and procedures will be promulgated as needed throughout the term of
the MOA, and on a continuing basis thereafter.

As noted above, policies will be continually updated as needed. A yearly review will
take place, with the first yearly review to be completed by 07/01/08.

3. Record keeping
3a.  Develop and Implement Unitary Record Keeping System

The DOC currently has a unitary system that includes both medical and mental
health records. This paper medical record will be available to practitioners who need
access to the record for treatment, quality assurance, and auditing purposes. The DOC
also plans to issue a Request For Proposals during the next fiscal year to evaluate the
feasibility, costs, and benefits of an electronic medical record (“EMR”).

Additionally, the DOC plans substantial improvements in the integration of
medical and mental health information contained in the Delaware Automated Correction
System (DACS) records. These efforts began in April 2006, and are continuing. Jim
Welch, Joyce Talley, the Mental Health Treatment Program Administrator, the medical
vendor, and individuals from the Delaware Management Information Systems department
will continue working on enhancements to the Health and Medical Modules of DACS.

The DACS software vendor has been provided with a list of 178 requirements for
improvements to the following 12 system functions in the Health and Medical Modules:

Intake Screening
Scheduling

Medical Transfers

Chronic Care

Sick Call

Outside Consults
Pregnancy

Mental Health
Administrative Segregation
Infirmary Care
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e Dental
» General/Reports

Timeline for Completion:

Software development: approximately 6/18/07
System testing: 6/07 - 7/07

Revisions: 8/07

Training vendor and DOC staff: 8/07 - 9/07
Full implementation: 10/30/07

Issuance of REP for an EMR: 7/01/08

3b. Medical Records Staffing

The DOC will facilitate the provision of additional medical records staffing to
reduce the potential for significant lags in filing records in the patient’s medical record.

Timeline for Completion:

DOC will evaluate current medical records staffing and the need for additional staff by
4/1/07 (completed).

DOC negotiated an amendment to its agreement with the current medical vendor to
provide for additional medical records staff, and staff are expected to be hired by no later
than 10/30/07.

4, Medication and Laboratory Orders

4a.  Policies, Procedures, and Practices for Medication and Laboratory
Orders

Policies and procedﬁres relating to medication and laboratory orders will be
included in review and drafting process described in ¥ 2, above.

Timeline for Completion:

Policies: G7/01/07
4b. Periodic Evaluation

The DOC has begun and is continuing to develop an auditing system to assure
that medications are ordered and delivered in a timely manner. The auditing system will
also assure that laboratory orders are taken off the chart, and tests ordered are completed
and results reported to the ordering practitioner in a timely manner. This process will
include continued monitoring under the DOC’s audit system.



Timeline for Completion:

Full development of medication audit system: 10/30/07
Auditing: Continuing

Staffing and Training

5. Job Descriptions and Licensure

5a.  Appropriate Licensing/Certification of Medical and Mental Health
Staff

The DOC will ensure that any person requiring a license or certification to
practice under State law has the necessary credentials prior to employment.

e The vendor will be required to submit documentation regarding a prospective
employee’s licensure or certification to the DOC before the individual begins
working at the Facilities.

» The licensure and certification list will be updated monthly by the medical
vendor and submitted to the senior fiscal officer for the DOC, who will be
responsible for reviewing the list and responding to any deficiencies.

Timeline for Completion:
Policies: 07/01/07

5b.  Establish Credentialing Program

The DOC will establish a credentialing program to ensure that all Heensed and
certified staff have satisfied initial education requirements, as well as any continuing

education standards set by the relevant licensing and credentialing bodies.

Timeline for Completion: 01/01/08

6. Staffing

The DOC plans to continue assessing staffing levels and to enter into negotiations when
necessary for additional clinical and non-clinical positions. The Director of Health
Services and the medical vendor share responsibility for compliance with this provision.

o An additional 14.33 FTE mental health staff and 24.82 FTE medical staff are
scheduled to be hired because of staffing increases negotiated in April 2007
with the current medical vendor.



e The DOC will continue evaluating staffing alternatives and options for
contending with a serious local and national shortage of qualified nurses.

¢ DOC will continue efforts to identify and hire qualified individuals to fill the
following new positions established in the Office of Health Services:
o MOA Compliance Officer;

Quality Improvement Administrator

Administrative Specialist

Nurse Practitioner; and

Physician

0000

Timeline for Completion: Continuing

7. Medical and Mental Health Staff Management

The medical vendor has been delegated responsibility for assuring compliance with this
provision.

7a. Full-Time Medical Director

A full time Medical Director is in place, provided by the contracted medical
vendor.

Timeline for Completion: Completed

7b.  Director of Nursing

A full time Director of Nursing is in place, provided by the contracted medical
vendor.

Timeline for Completion: Completed

7c.  Administrative Medical and Mental Health Management

A full time Mental Health Director is in place, provided by the contracted medical
vendor. The DOC will facilitate the hiring of additional administrative management staff.

This will occur through increased staffing levels negotiated in April 2007 with the cutrent
vendor.

Timeline for Completion:

Hiring additional administrative staff: 10/30/07

7d.  Facility Clinical Director of Mental Health



On site clinical mental health director positions are currently established and
staffed at each of the facilities.

Timeline for Completion: Completed

8. Medical and Mental Health Staff Training

The Mental Health Treatment Services Administrator, Director of Health Services, the
medical vendor, and the Educational Development Center (“EDC”) will share
responsibility for compliance with requirements in this provision.

8a.  Training to Meet Serious Medical and Mental Health Needs

e Initial and in-service training activities will continue to be scheduled by the
vendor to provide mental health and special needs medical and mental health
populations training.

s Documentation of training and copies of training materials will be available
for examination.

Timeline for Completion: 01/01/08
8b. Suicide Prevention

¢ Qualified mental health professionals will obtain Monitor approval of a
curriculum for training on suicide prevention, as described in Y 42 below.

s Documentation of attendance at suicide prevention training, as described in
43 below, will be available for examination.

Timeline for Completion: 01/01/08
8c. Identification and Care of Inmates With Mental Disorders

e Training for medical and mental health staff on the identification and care of
inmates with mental health disorders will continue to be provided by the
vendor.

* Documentation of training and copies of training materials will be available
for examination.

e The Office of Health Services and the EDC will work together to audit
compliance with training requirements. Attendance records will be maintained
and available for examination.

Timeline for Completion: 01/01/08

9. Security Staff Training



The Director of Health Services, Mental Health Treatment Program Administrator, the
medical vendor, and the EDC will share responsibility for compliance with requirements
in this provision.

%a. Identification, Referral, and Supervision of Inmates with Serious
Medical and Mental Health Needs

» Training in the identification, referral, and supervision of inmates with serious
medical and mental health needs will continue to be provided by the vendor.

e Documentation of training and copies of training materials will be available
for examination.

e The Office of Health Services and the EDC will work together to audit
compliance with training requirements. Attendance records will be maintained
and available for examination.

Timeline for Completion: 07/01/08

9b.  Additional Mental Health Training for Staff Assigned to Mental
Health Units

o The medical vendor will continue to provide training to staff assigned to work
in mental health units,

o Documentation of training and copies of training materials will be available
for examination.

¢ The Office of Health Services will work with the EDC to audit compliance
with training requirements. Attendance records will be maintained and
available for examination.

Timeline for Completion: 07/01/08

Screening and Treatment

10.  Medical Screening

The DOC will use the updated DACS intake module for the medical and mental
health screening as required under this provision. A printed copy of the medical/mental
health screening will be placed in the permanent medical chart.

The medical screening addresses the following issues:
o identification of individuals with serious medical and mental health issues;
identification of acute medical needs;
infectious diseases;
chronic conditions;
physical disabilities;
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s mental illness;
s suicide risk; and
» identification of potential for drug and alcohol withdrawal.

This module includes a full mental health screening. Notification of a mental health
provider for issues requiring immediate attention and follow-up will occur via this
module system. The DOC is currently using a version of this system that is, as noted
above, scheduled for full implementation by 10/30/07. Emergent referrals are currently
made via telephone.

The Director of Health Services, the medical vendor, and the Quality
Improvement Administrator share responsibility for compliance with this provision.

Timeline for Completion: 10/30/07
11. Privacy

The Commissioner of Cotrection is leading the effort to achieve full compHance with this
provision.

s The DOC is reviewing long-term expansion plans at the Facilities in an effort
to assure that privacy is accommodated in all areas where a medical or mental
health service will be provided.

e The DOC will study the feasibility of consolidating a range of medical and
mental health services into a centralized facility.

s A capital improvements plan is being prepared for presentation to the
legislature.

s Because capital improvements require long range planning and substantial
funding, staff are evaluating all of the Facilities to identify strategies for:

o making the best possible use of existing space and;

o addressing privacy issues.

e Examples of improvements already made include:

o At HRYCI, an additional patient examination room has been created from
space previously used to store records.

o At BWCI, two offices outside the medical area, previously used for other
purposes, have been provided for mental health services, freeing up an
additional office in the medical area for an exam room.

o At SCl alarge storage closet outside the medical area was appropriately
modified and converted into an interview room for the psychiatrist.

e Site Wardens and the Director of Health Services are jointly responsible for
the Facility evaloations.

Timeline for Completion:

Facility evaluations: 07/01/07
Implementation of short-term changes to available space: 12/30/07
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Capital improvements plan to be presented to the bond bill committee in June 2007.
Full compliance: Continuing

12. Health Assessments

The Director of Health Services, the medical vendor, and the Quality Improvement
Administrator will be responsible for facilitating compliance with the requirements of
this provision.

12a. Timely Medical and Mental health Assessments

¢ The DOC will use the updated DACS module to track intakes and referrals to
chronic care and mental health.

e As noted above, the DOC is currently using a telephone system for emergent
referrals to mental health. This system will be used until full implementation
of the updated DACS module.

e Referrals will be made directly from the intake system to either the sick call
scheduling process, or to the mental health supervisor on call.

s This system allows for quick turnaround of any chronic disease or mental
health issue identified during the intake process.’

¢ The referral will be made within 24 hours, and appointments with providers
will be scheduled within the time frame prescribed in the MOA.

s All inmates will receive a full health assessment, regardiess of identified
illness, within 14 days, while inmates identified at intake with a chronic
illness will receive a full health assessment within 7 days.

» In accordance with NCCHC standards, any inmate who was previously
incarcerated and received an intake physical exam within the previous 12
months will receive an intake screening and chart review. If that screening
and chart review indicate no change in health status from the previous intake,
a new full physical exam will not be required.

e The Office of Health Services will audit intake procedures quarterly to
monitor compliance with these standards. '

Timeline for Completion:

Final roll out of updated DACS module: 10/30/07
Quarterly auditing: Continuing

12b. Tracking of Inmates with Chronic Iliness

e DOC will use the DACS system and manual lists to track those inmates who
are identified (at intake or subsequently) as having a chronic condition.
* Procedures for ranning chronic care clinics are being amended so that
scheduling decisions will be based on the degree of control of the illness.
o Inmates whose illnesses are under poor control will have more
frequent visits to the provider for appropriate evaluation and treatment.
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© At a minimum, the DOC plans to assure that all chronic care patients
are evaluated by a provider at least once per guarter.

» Quality improvement evaluations will be conducted by the Office of Health
Services, using a DOC audit tool, every two months for the first two quarters
after full implementation occurs, and every three months for the foliowing
quarters.

Timeline for Completion:

Full implementation of new chronic care scheduling procedures: 10/30/07

A paper tracking and scheduling system currently exists.

Quality improvement and audit evaluations have already begun. Auditing of the new
system is expected to begin by 12/30/07.

13.  Referrals for Specialty Care

The medical vendor and the Quality Improvement Administrator will share responsibility
for assuring compliance with this provision.

13a. Referral of Inmates Whose Needs Exceed Facility Capabilities

e The DOC has established a consult tracking system.

o The efficacy of the tracking system will be andited on a quarterly basis to
evahate whether:

¢ inmates are referred in a timely manner;

e consultants’ recommendations are reviewed by appropriate referring staff;
and

* clinician responses to consultants’ recommendations are documented.

Timeline for Completion:
Consult tracking system identification: Completed
Initial quality improvement audits: 10/30/07

13b. Tracking and Documenting Specialist Findings and
Recommendations

After each consultant visit, immediately on return to the institution, a nurse will:
» review the documentation provided by the consultant;
¢ schedule a follow-up appointment with the referring (DOC vendor) provider
to review the consultant’s findings and see the patient.

The follow up visit with the provider is to occur no later than 7 days after the consultant
appointment.

Recommendations made by the specialist and discussion with the patient will be noted in
the progress notes of the patient chart.
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15.

The DOC audit tool is used on a quarterly basis to assure that appropriate follow up
occurs and is properly documented.

Timeline for Completion:

The DOC’s goal is to achieve full compliance with this provision by 10/30/07. Auditing
has already begun, and is conducted every two months for the first two audits and
quarterly thereafter. Review of the audit results is immediate, and corrective action is
taken with the medical vendor to reinforce DOC policy.

14. Treatment or Accommodation Plans

The Facility wardens and the medical vendor wili share responsibility for assuring
compliance with this provision.

14a. Special Needs Plans

Special needs treatment plans will be developed by the medical and/or mental health
providers for all special needs inmates, as defined in NCCHC standards. These plans will
include, at a minimum, frequency of follow-up, the type and frequency of diagnostic
testing and therapeutic regimens, and when appropriate instructions about diet, exercise,
adaptation to the correctional environment, and medication.

Timeline for Completion: 10/30/07

14b. Discharge Planning
For inmates with special needs, who have been in our facilities longer than 30 days,
appropriate discharge planning will be included in the treatment plan. Such discharge
planning shall be made in relation to the anticipated date of release.

Timeline for Completion: 10/30/07

Drug and Alcohol Withdrawal

The Substance Abuse Treatment Program Administrator, Director of Health Services and
medical vendor will share responsibility for assuring compliance with this provision.

15a. Policies, Protocols, and Practices to Identify, Monitor, and Treat
Withdrawal

The DOC will develop or revise appropriate policies, protocols, and practices for the
identification, monitoring and treatment of inmates at risk for, or who are experiencing,
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drug or alcohol withdrawal. The intake screening process will be the first line of defense
for identifying at-risk individuals and implementing these policies and procedures. The
DOC plans to work with the medical vendor and security staff to assure that appropriate
personnetl are trained on any new policies,

Timeline for Completion:

Drafting and revision of policies: 07/01/07
Staff training: 12/30/07

15b. Withdrawal and Detoxification Programs
The DOC will follow the policies developed for appropriate withdrawal and

detoxification of inmates who are at risk of or who have symptoms of drug or alcohol
withdrawal.

Timeline for Completion:
Policies: 07/01/07

15c. Methadone Maintenance for Pregnant Inmates
The DOC will work with a community provider to establish an appropriate methadone
maintenance program for those inmates who are identified as pregnant at intake and are
in a community methadone maintenance program or addicted to opiates.
The DOC will evaluate local and national standards for women who are pregnant and on

a methadone maintenance program to assure that the DOC program meets generally
accepted professional standards.

Timeline for Completion:

Development of policies: 07/01/07
Full implementation: 12/30/07
16.  Pregnant Inmates

The medical vendor, Quality Improvement Administrator, and the Director of Health
Services will work together to achieve compliance with this provision.

e The DOC will develop or revise and implement policies and procedures
consistent with the appropriate screening, treatment and follow-up of pregnant
inmates.
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s Policies will be developed to specifically address those patients identified as
“high risk” pregnancies.

s All women are currently screened for pregnancy at intake, and the DOC plans to
continue this practice.

s The Director of Health Services and the medical vendor are jointly responsible for
auditing and assuring compliance with this item.

Timeline for Completion:

Development of policies: 07/01/07
Training on policies: 10/30/07
Full implementation: 12/30/07

17. Communicable and Infectious Disease Management

The DOC Quality Improvement Administrator, Director of Health Services, and the
medical vendor will share responsibility for assuring compliance with this provision.

e Polices will be developed and/or revised relating to the identification of
individuals in DOC custody with communicable diseases.

e Appropriate screening and treatment for inmates with communicable diseases will
be instituted.

e Communicable and infectious disease statistics will be collected, analyzed, and
available for review by the Monitor.

s Monthly reports will be instituted to assist with consistency of treatment and
control of identified diseases.

Timeline for Completion:

Policy development: 07/01/07
Full implementation: 10/30/07

18.  Clinic Space and Equipment

The Commissioner of Correction, bureau chiefs, and wardens will work with appropriate
State authorities to achieve compliance with this provision.

o The DOC is reviewing expansion plans at the Facilities to assure that in all areas
where a medical or mental health service is provided that adequate space for
private, face-to-face nursing and physical examinations is available.

o The DOC will study the feasibility of consolidating a range of medical and mental
health services into a centralized facility.
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¢ Because capital improvements are long term solutions, sites are reviewing initial
strategies for addressing space and privacy needs.
¢ Examples of improvements already made include:

o At HRYCI, an additional patient examination room has been created from
space previously used to store records.

o AtBWCI, two offices outside the medical area, previously used for other
purposes, have been provided for mental health services, freeing up an
additional office in the medical area for an exam room.

o At SCI, a large storage closet outside the medical area was appropriately
modified and converted into an interview room for the psychiatrist.

Timeline for Completion:

Site evaluations: 07/01/07
Initia} solutions to be implemented: 12/30/07
Capital improvements plan to be presented to the bond bill committee: 06/07

18a. Privacy for Clinical Exams
Evaluations of each site are taking place to make any initial modifications to the layout of

each clinic area. Each site will conduct an audit to identify the specific areas where such
changes are possible.

Timeline for Completion:

Evaluations: 07/01/07
Initial modifications/changes: 12/30/07

18b. Adequately Sized and Equipped Exam Rooms
Evaluations of each site are taking place to make any initial changes to the layout of each

clinic area. Each site will conduct an audit to identify the specific areas where such
changes are possible.

Timeline for Completion:

Evaluations due 07/01/07
Minor modifications/changes due 12/30/07

18c. Action Plan (Paragraph 63) Regarding Bringing Facilities Into
Compliance

The DOC expects to present a capital improvements plan to the bond bill committee in
June 2007.
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Access to Care

19, Access to Medical and Mental Health Services

The Commissioner of Correction, Facility wardens, medical vendor, and Director of
Health Services share responsibility for assuring compliance with these provisions.

19a. Opportunity to Request and Receive Medical and Mental Health Care

The DOC will develop or revise and implement policies assuring that inmates have both
the opportunity to request and receive medical and mental health care.

Timeline for Completion:

Policies: 07/01/07
Implementation: 10/30/07

19b.  Medical Response to Requests

o Currently, and according to the policy in development, all written requests for
medical/mental health care will be screened within 24 hours.

e Ifa clinical symptom is reported, a face-to-face encounter will occur within 72
hours from the time of request, at the latest; or earlier if the screening process
identifies that the patient needs to be seen more promptly. -

Timeline for Completion:

Policies: 07/01/07
Implementation: 10/30/07

19¢. Adeqguate Security Staffing to Ensure Timely Escort

e The DOC will ensure that adequate security staff are available and accessible to
inmates who need to be escorted to the medical/mental health appointment as
necessary.

¢ Facility Wardens and local medical vendor staff will be responsible for assuring
compliance with this requirement. Scheduling delays, canceled sick call visits,
and/or missed appointiments will be evaluated through the DOC audit mechanism
to identify the root cause of the delay in providing services. Security-related
reasons for the delay will be noted, and evaluated for appropriate corrective
action.

Timeline for Completion:

Policies: 07/01/07
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Implementation: 10/30/07
19d. Develop and Implement Sick Call Policy

The DOC will develop or revise and implement a sick call policy that will address the
following areas:
e an explanation of the order in which patients are scheduled;
a specific procedure for scheduling patients;
locations for treatment;
requirements for clinical evaluations; and
the maintenance of a sick call log.

Timeline for Completion:

Policies: 07/01/07
Implementation: 10/30/07

19e. Treatment in Response to Sick Call Request in a Clinical Setting

e A policy will be developed and/or revised providing that all sick call visits will
take place in an appropriate, private setting conducive to the activity.

e In some areas this will be difficult without the physical plant changes noted in Y%
11 and 18,

e The DOC will work to assure that, in the meantime and to the extent possible, the
clinical setting is appropriate for the service to be provided.

Timeline for Completion:

Policies: 07/01/07
20. Isolation Rounds

The DOC will be responsible for drafting appropriate policies, and the medical vendor is
responsible for actually performing in compliance with this provision.

e The DOC will develop or revise and implement a policy to assure that medical
staff make daily sick call rounds in isolation areas and nursing staff make rounds
at least three times a week.

e The policy will indicate that the intent is to provide an opportunity for mmates in
isolation adequate opportunity to contact and discuss health/mental heaith
concerns with appropriate medical/mental health staff in a setting that affords as
much privacy as the security concerns allow.

Timeline for Completion:

Policies: 07/01/07
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Implementation date: 10/30/07

21. Grievances

The Office of Health Services, Quality Improvement Administrator, and medical vendor
will share responsibility for assuring compliance with this provision.

21a.  Develop and Implement Medical Grievance System

¢ The DOC will develop or revise and implement an improved grievance system.

»  That system will ensure that medical grievances are processed and addressed ina
timely manner. The Office of Health Services, along with the Bureau of Prisons,
is the responsible party for assuring that grievances are handled in an efficient and
effective fashion. The coniract audit nurses are part of the team that will work to
evaluate the effectiveness of the system, and make suggestions for improvement.

Timeline for Completion: 12/30/07
21b. Medical Grievances and Responses Placed in Inmate Files
» Medical issues raised by the grievance process will be addressed and actions
taken will be noted in the progress notes of the inmates’ medical record.
e The actual grievance is maintained electronically, under each inmate’s name, in

DACS as described in § 21c below.

Timeline for Completion: 12/30/07

21c. Log, Review, and Analyze Grievance Qutcomes

» Grievances, along with all updates, appeals, responses, and outcomes are, and will
continue to be, logged in the DACS system, which can be reviewed by all parties.

o The Office of Health Services will review and analyze the grievances on a
monthly basis to identify and note any systemic issues raised by the grievances.

Timeline for Completion: 12/30/07

21d. Develop and Implement Procedure for Addressing Systemic
Problems

¢ The DOC will develop and implement a comprehensive system for understanding
and addressing all systemic problems discovered through the analysis conducted
in Y 2lc, above.

e On a monthly basis, the Office of Health Services will be responsible for
reviewing systemic problems and making recommendations for systemic
responses.
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Timeline for Completion: 12/30/07

22,

Chronic Disease Care

Chronic Disease Management Program

The Health Services Director, the Quality Improvement Administrator, the audit nurses,
and the medical vendor staff will share responsibility for assuring compliance with this
provision.

22a. Develop and Implement Chronic Care Disease Management Program

The DOC will develop or revise and implement a Chronic Care Disease
Management Program to identify and track inmates with chronic conditions.
The DOC plans to implement a Chronic Care Disease Management Program that
is driven by the level of control achieved for any given chronic condition,
s For example, the frequency of chronic care appointments will be based on
degree of control of the illness.
» Each chronic care patient will be seen at least quarterly.
o Those under poor control will have more frequent visits to the provider for
appropriate evaluation and treatment,
Appropriate diagnosis, treatment, monitoring and continuity of care are important
components of the Chronic Care Disease Management Program and will be
tracked accordingly.

- Quality improvement audits will be conducted using the DOC audit tool every

two months for the first two quarters beginning July 2007 and every three months
for the following quarters.

Timeline for Completion: 12/30/07

22b. Maintain Registry of Inmates with Chronic Disease

DOC will use the DACS system and a manual registry to track those inmates who
at intake, or on subsequent occasions, are identified as having a chronic condition.
Compliance with this requirement will be audited every two months for the first
two quarters beginning July 2007 and every three months for the following
guarters.

Timeline for Completion: 12/30/07

23.

Immunizations
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The DOC Office of Health Services, and the medical vendor will share responsibility for
assuring compliance with this provision.

23a. Obtain Immunization Records for Juveniles

The DOC plans to work with the Division of Public Health Immunization

program to obtain records, if available, of those juveniles who are in the custody
of the DOC.
Records obtained will become a part of the unified patient chart.

Timeline for Completion:

Policies: 07/01/07

23b. Update Juvenile Immunizations

The DOC plans to develop or revise immunization policy consistent with current
immunization standards.

The DOC plans to implement standards that are consistent with current nationally
recognized guidelines, adolescent immunization standards, and Delaware School
Admission requirements.

Timeline for Completion: 10/30/07

23c.

Develop Policies and Procedures for Influenza, Pneumonia, and
Hepatitis A and B Vaccines

The DOC plans to develop or revise and implement immunization policies, which
will include policies for identifying inmates who require immunizations.

DOC policies will address immunizations that may be indicated in connection
with certain chronic diseases or other conditions, as well as immunization
schedules that are appropriate for certain categories of inmates.

Patients will be evaluated for the following immunizations: pneumonia,
influenza, Hepatitis A and B.

Inmates will be offered immunization based on the criteria established by the
policy.

Medical staff and physician extenders will be trained on immunization protocols
The medical vendor’s Quality Assurance/Control of Infectious Disease
(“QA/CID”) nurse will be required to monitor compliance with these policies

Timeline for Completion:

Policies: 07/01/07
Implementation start date for immunizations: 10/01/07
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24.

Medication

Medication Administration

The medical vendor, DOC security staff, and Quality Improvement Administrator will
share responsibility for assuring compliance with this requirement.

*

24a. Appropriately Prescribe and Administer Medications in Timely
Manner

The DOC plans to develop or revise and implement policies that are consistent
with NCCHC standards for the prescription and delivery of appropriate
medications, based on an assessment and clinically indicated by symptomotology.
The current formulary will be assessed for appropriateness.

The DOC intends to draft policies that will require prescribing practitioners to
note in the medical record if an alternative medication is indicated and the reason
for prescribing the alternative medication. The alternative medication will be
made available within 72 hours.

Timeline for Completion:

Policies: 07/01/07
Training: 08/01/07
Implementation date: 10/30/07

24b. Appropriate Access to Medications

The DOC will develop or revise and implement policies to assure that inmates
who are prescribed medications receive those medications on a schedule
consistent with clinical practice guidelines and the instructions of the prescribing
practitioner.

A formulary committee was established in February 2007, and is scheduled to
meet on at least a quarterly basis. .

The formulary committee will include the Medical Director, Director of Nursing,
Director of Psychiatry, one staff clinician, one advanced practice nurse, the DOC
Director of Health Services, the DOC Mental Health Treatment Services
Administrator and one other DOC professional employee.

Minutes of the formulary committee meetings will be available for review and
examination.

Timeline for Completion:

Policies: 07/01/07
Implementation date: 08/01/07
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24c.  Policies and Procedures Regarding Missed Doses

DOC will develop or revise and implement policies to ensure that the prescribing
practitioner is notified if a patient misses doses of a particular medication on three
consecutive days.

Notice to the provider shall be documented, according to policy, in the medical
chart.

Compliance with this requirement will be audited every two months for the first
two quarters beginning July 2007 and every three months for the following
quarters.

Timeline for Completion:

Policy development: 07/01/07
Implementation date: 08/01/07

[

24d. Formulary Shal Not Unduly Restrict Medications

The DOC will develop or revise formulary policies which reflect the
understanding that the formulary developed will not unduly restrict medications.
Additions and deletions from the formulary will be made by vote of the
committee and reasons for the addition or deletion of any particular medication
will be noted in the minutes of the committee.

Non-formulary requests must be submitted to the vendor’s medical director for
approval.

Reasons for denial must be documented and alternatives noted on request forms.

Timeline for Completion:

Policies: 07/01/07
Training: 08/01/07
Implementation date: 10/30/07

24e. MARs Appropriately Completed and Maintained

The DOC is currently using a MAR in the unified chart.

The DOC will develop or revise policies to require that medications prescribed
are noted in a MAR, which will be a part of each inmate’s medical file.

DOC policies will require documentation in the MAR that is consistent with
standard practices.

Compliance with DOC policy will be andited every two months for the first two
quarters beginning July 2007 and every three subsequently.

Timeline for Completion:
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Finalization of policy: 07/01/07
Total implementation and completion of first Quality Improvement Audit: 10/30/07

25,

Continuity of Medication

The DOC will develop or revise policy to assure that on intake each entering
inmate is screened for medications currently prescribed and those medications are
noted on the intake form.

That list will be forwarded to the prescribing practitioner, who will determine the
medical appropriateness of any medications and note any changes to the
medication regimen in the progress notes.

A face-to-face encounter will be conducted when the medical condition so
dictates.

The medication prescribed will be ordered and administered consistent with the
medication policy noted above.

The DOC will implement changes to the DACS medical module to streamline this
process.

Timeline for Completion

Policy: 07/01/07
Intake changes to the DACS system: 10/30/07

26.

Medication Management

The DOC will develop or revise policies and procedures consistent with standard
practice for the access to, storage of, and safe and proper disposal of medications
and medical waste.

The medical vendor and the Substance Abuse Treatment Services Administrator
will be the responsible parties for compliance with this item.

Timeline for Completion:

Policy: 07/01/07
Training: 08/01/07
Implementation: 09/01/07

27.

Emergency Care

Access to Emergency Care
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The Director of Health Services, Mental Health Treatment Program Administrator, EDC
and the medical vendor will share responsibility for assuring compliance with this
provision.

27a. Train to Recognize and Respond to Medical and Mental Health
Emergencies

+ Asnoted in 7Y 8 and 9 of this document, the DOC will assure appropriate training
of staff who may respond to emergency situations.

Timeline for Completion: 01/01/08

27b.  Timely and Appropriate Care of Medical and Mental Health
Emergencies

e The DOC will develop or revise policies requiring medical personnel to use
appropriate clinical judgment to determine whether the inmate must be
transported to an outside facility for emergency treatment.

o If medical staff are not available, the policy will require transportation of the
patient to an appropriate facility for evaluation.

Timeline for Completion:

Policy: 07/01/07
Implementation: 01/01/08
28.  First Responder Assistance
28a. First Responder Training
As noted in Y 8 and 9 of this Action Plan, the DOC will continue to conduct training
sessions for all employees. Training materials and schedules will be available to the
. monitor for inspection.
Timeline for Completion: 01/01/08

28b. Emergency Response Protective Gear

Consistent with the training noted above, protective gear will continue to be made
available. Protective gear includes items such as masks, gloves, etc.

Timeline for Completion:

Training: 10/30/07
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Full implementation: 01/01/08

Mental Health Care

29, Treatment

Mental Health Treatment Program Administrator, the Clinical Director of Mental Health,
and the medical vendor will share responsibility for assuring compliance with this
provision.

o The DOC will develop policies to address the provision of mental health services
by qualified mental health professionals.

» The policy will address timely, adequate, and appropriate screening, assessment,
evaluation, treatment and structured therapeutic activities for inmates who are
diagnosed with a mental health illness.

¢ The policy will also address the need for specific observation of and assessment
of those inmates who are identified as suicidal, and those who enter DOC with a
serious mental health condition or need, or who develop such a need after
incarceration.

Timeline for Completion:

Policy: 07/01/07
Full implementation: 10/30/07

30.  Psychiatrist Staffing

The Office of Health Services will work with the medical vendor to identify qualified
psychiatrists to meet the psychiatrist staffing needs in the DOC system.

30a. Psychiatrist Staffing

¢ Additional psychiatric staff are scheduled to be hired because of staffing increases
negotiated in April 2007 with the current medical vendor.
e The DOC will assist the medical vendor in recruiting and retaining qualified
psychiatrists to meet the mental health needs of inmates housed in the Facilities.
o The DOC plans to work with the Medical Society of Delaware to identify
qualified candidates. ‘
o The DOC also plans to contact regional medical schools to identify
recruiting opportunities.
s The DOC will work with the Clinical Director of Mental Health and the medical
vendor to identify the appropriate number of psychiatrist hours required to
participate in individualized treatment plans, prescribe and adequately monitor

27



psychotropic medications, review charts, and respond to diagnostic and laboratory
tests.

e Asnoted in § 5, the DOC will ensure that psychiatrists hired by the medical
vendor have appropriate licenses and certifications.

» The DOC will maintain a roster of all professionals providing this service,
including the sites they are assigned to and the number of hours provided.

Timeline for Completion: Continuing
30b. Psychiatrist Duties and Responsibilities

e The DOC will work with the Clinical Director of Mental Health to assure that all
psychiatric staff:
o collaborate with mental health staff to identify the resources needed to
care for those with serious mental health illness; and
o communicate those needs to the warden of the particular Facility, while
maintaining autonomy regarding clinical decisions.
o Psychiatrists assigned to a Facility will oversee the Facility’s mental health
treatment team.

Timeline for Completion: 10/30/07
31. Administration of Mental Health Medications

Responsibility for compliance with this provision will be shared by the medical vendor,
Mental Health Treatment Program Administrator, nursing supervisors, and the Quality
Improvement Administrator.

31a. Policies, Procedures, and Practices Regarding Prescribing,
Distributing, and Monitoring Psychotropic Medications

o Asnoted in § 24 of this Action Plan, the DOC will develop or revise and
implement medication prescribing, ordering, distribution and reordering policies
consistent with professional standards.

e This procedure will apply to all medications, including those prescribed for
psychiatric conditions.

Timeline for Completion:

Policy: 07/01/07
Implementation: 10/30/07

31b. MAR Documentation

s Asnoted in 424 of this Action Plan, the MAR will be used to document the time
and amount of medication given and any refusal by the inmate.
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o Only registered and licensed practical nurses will be allowed to administer
medications to inmates in the Facilities, in accordance with Delaware law.

« Compliance with existing policies requiring nurses to perform mouth checks will
be monitored.

e Compliance with policies requiring nurses to note any adverse effects of
medications in the patient record will be audited at each Facility with the DOC
audit tool every two months for the first two quarters beginning 10/30/07, and
every three months for the following quarters.

Timeline for Completion:

Policies: 07/01/07
Total implementation and completion of first Quality Imnprovement audit: 10/30/07

31c. MAR Review

o MARs will be reviewed on a regular basis by the nursing supervisor assigned to
the particular clinical area.

e This review will be to assure that policies and procedures are being followed
consistently and thoroughly.

» Notations in the progress notes of the medical chart will also be reviewed for
appropriate documentation.

Timeline for Completion:

Policy: 07/01/07
Training: 08/01/07
Total implementation and completion of first review by nurse supervisor: 10/30/07

32, Mental Iliness Training

As noted in Y 8 and 9 of this Action Plan, mental illness training will be conducted
consistent with this portion of the MOA.

e Security personnel who are assigned to the special needs units will have
training designed for their job locations.

o Qualified mental health professionals will provide training through on-site or
via interactive Internet.

Timeline for Completion: 01/01/08

33,  Mental Health Screening

33a. Screening within 24 Hours
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e Asnoted in 7 10 and 12 of this Action Plan, the DOC plans to use the updated
DACS module for the initial intake process.

e This intake system is designed to be consistent with generally accepted mental
health screens conducted according to NCCHC standards.

» The DOC expects that mental health screening performed with this tool will
identify any history of mental illness, current psychiatric medications, potential
for suicide ideation, past suicide attempts, or suicidal tendencies.

Timeline for Completion:

Policy development: 07/01/07
Screening tool on line: 10/30/07

33b. Psychiatric Assessment

» The DOC will develop or revise policies to require a face-to-face encounter
with a psychiatrist before any changes are made to psychotropic medications.

e The DOC expects that this assessment will take place no later than 10 days
after the intake is completed.

» Inmates who require resumption of psychotropic medications are expected to
be seen as soon as clinically appropriate, but no later than 10 days after intake.

Timeline for Completion:
Policy development: 07/01/07

Full implementation of policy due to lag time in hiring psychiatrists: 01/01/08
33c. Medication Continuation

¢ The DOC will develop or revise policies intended to assure that generally
accepted professional standards are met in identifying whether an inmate was
prescribed psychotropic medications at the time of intake and that orders for the
continuation of psychotropic medications are written in accordance with the
provisions of the MOA.

Timeline for Completion:

Policy development: 07/01/07
Full implementation of policy: 10/30/07

33d. Emergency Mental Health Referral
e The DOC will develop or revise its policies to require direct communication,
either in-person or via telephone, with a qualified mental health professional when

an immediate referral to a qualified mental health professional is clinically
indicated, based on the inmate’s responses to the intake screening.
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¢ Quality Improvement systems developed for mental health referrals will be used
to assure adherence to this policy.

Timeline for Completion:

Policy development: 07/01/07
Implementation of updated DACS module and Quality Improvement activities: 10/30/07

34, Mental Health Assessment and Referral

The Clinical Director of Mental Health, the medical vendor, and DOC mental health
personnel share responsibility for assuring compliance with this provision. DOC
personnel will also assist with updates to the DACS mental health modules.

34a. Mental Health Assessment

¢  When the updated DACS module is completed, it will automatically refer any
inmate identified during the intake process as requiring an assessment by a
qualified mental health professional.

o Inmates referred for routine mental health referrals are to be seen by a mental
health professional within 72 hours.

e The vendor has been instructed that it must make direct contact with a qualified
mental health professional when an urgent referral is needed for an urgent
problem.

Timeline for Completion:

Policy development: 07/01/07
Full implementation: 10/30/07

34b. Confidential Self-Referral

¢ The DOC will develop or revise policies to assure that each inmate will have
access, regardless of institutional setting, to a confidential self-referral system
without the need to reveal the substance of the request to security staff.

e The DOC will work to assure that written requests will be evaluated daily and
triaged by qualified mental health professionals for immediate and routine
evaluation.

e DOC policies will require the medical vendor fo arrange for a face-to-face
encounter with a qualified mental health professional within 72 hours of the
request.

Timeline for Completion:
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Policy development: 07/01/07
Implementation: 10/30/07

34¢.  Referral for Specialty Care

e The DOC will develop or revise policies regarding referrals to specialty
psychiatric care, if such a need is identified based on the face-to-face clinical
evaluation of a psychiatrist.

 All patients identified with a serious mental health condition will have routine
mental health visits scheduled.

o The referral process will be monitored via regular compliance audits.

Timeline for Completion:

Policy development: 07/01/07
Full implementation of policy due to unavoidable lag time in hiring psychiatrists:
01/01/08

35, Mental Heaith Treatment Plans

¢ The DOC will develop or revise policies to assure that patients requiring ongoing
mental health services have a treatment plan based on diagnosis and individual
clinical needs.

e DOC policies will require treatment plans to be prepared at the time of the initial
assessment and updated at a minimum of quarterly.

e DOC policies will also require that changes to a treatment plan be documented in
the unified medical record.

Timeline for Completion:
Policy development: 07/01/07
Implementation: 10/30/07
36.  Crisis Services
Responsibility for assuring compliance with this requirement will be shared by the
Commissioner of Correction, Deputy Attorney General assigned to the DOC, Mental
Health Treatment Program Administrator, and the medical vendor.
36a. Adequate Array of Crisis Services
e The DOC will develop or revise policies assuring that appropriate services are

available in the event of a psychiatric crisis.
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o Transfer to the Delaware Psychiatric Center (“DPC”) will be used when it is
determined that in-patient psychiatric care is necessary to stabilize the patient.

e Itis currently, and will continue to be, the policy of the DOC that
administrative/disciplinary isolation or observation status is not a substitute for in-
patient psychiatric care.

Timeline for Completion:

Policy development: 07/01/07

Full implementation of referral to DPC: 01/01/08. (Additional time is required for full
implementation of referral policies because Department of Health and Social Services
policies regarding the availability of beds may also have to be revised.)

36b. In-Patient Psychiatric Care

e The Delaware Psychiatric Center will be used for in-patient psychiairic services.

e The DOC, Deputy Attorney General, and medical vendor will work together to
assure that transfers to DPC occur as expeditiously as possible.

s The DOC also plans to develop strategies for assuring that adequate space is
available for psychiatric care at each Facility.

Timeline for Completion:

Full implementation of referral to DPC: 01/01/08. (Additional time is required for full
implementation of referral policies because Department of Health and Social Services
policies regarding the availability of beds may also bave to be revised.)

37.  Treatment for Seriously Mentally Il} Inmates

37a. Space for Treatment

s The DOC will continue working to assure that space is available for the tfreatment
of inmates with a mental health diagnosis.

e The DOC is currently reviewing potential expansion options at the Facilities.

« Because capital improvements are long range solutions to space issues, the
Facilities will continue reviewing opportunities for short-term modifications to
existing resources in an effort to improve space available for mental health
{reatment.

Timeline for Completion:

Site evaluations: 07/01/07
Minor changes: 12/30/07
Capital improvements plan to be presented to the bond bill committee in June 2007.
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37b. Staffing

Recruitment of qualified mental health professional staff has been initiated, and
will continue on an as-needed basis

Timeline for Completion:

Continuing
37¢. Adequate Array of Therapeutic Programming

e Because the availability of therapeutic programming depends significantly on the
mental health staffing levels, the DOC and medical vendor pian to continue
recruiting efforts.

» The DOC will develop or revise policies on the appropriate use of therapeutic
programming for those inmates identified as seriously mentally ill.

Timeline for Completion:

Policy development: 07/01/07

Implementation based on hiring appropriate qualified mental health professionals:
10/30/07

37d. Regular Physician Visifs for Inmates on Psychotropic Medications

e The DOC will develop or revise and implement policies to assure that patients
who are being treated with psychotropic medications are seen routinely by a
physician to monitor responses and potential reactions to the medications.

e The DOC will conduct audits to ensure compliance.

e The DOC will work with the medical vendor to ensure the relevant health care
staff receive training on new policies.

Timeline for Completion:

Policy development: 07/01/07

Implementation of regular visits by physicians: 01/01/2008

38.  Review of Disciplinary Charges for Mental Illness Symptoms

Responsibility for compliance with this provision will be shared by Facility wardens, the

Mental Health Treatment Program Administrator, Clinical Director of Mental Health, and
medical vendor.

e The DOC will develop or revise and implement policies to assure that when any
inmate identified as seriously mentally iil has a disciplinary charge resulting in
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transfer to isolated status, the charge will be reviewed by a qualified mental health
professional, who will evaluate the inmate, on the time schedule outlined in § 39b
below, to determine if there are mitigating factors related to the serious mental
iliness of the inmate.

» If the qualified mental health professional determines that such mitigating factors
exist, this will be considered when punishment is imposed on that particular
inmate with a serious mental illness.

s When serious security concerns exist that contraindicate the recommend remedy
made by the mental health staff, a multidisciplinary case conference, including at
a minimum security and mental health staff, will be held and an appropriate
alternative will be identified.

Timeline for Completion:

Policy development: 07/01/07
Implementation based on the hiring of qualified mental health professional staff:
10/30/07.

39,  Procedures for Mentally Tl Inmates in Isolation or Observation Status

The Commissioner of Correction, Mental Health Treatment Program Administrator, and
medical vendor will share responsibility for assuring compliance with this provision.

39a. Policies, Procedures, and Practices Regarding Treatment of Inmates
Housed in Isolation

s The DOC will develop or revise and implement policies, procedures, and
practices to ensure appropriate treatment of inmates housed in isolation, including
isolation rounds one time per week by qualified mental health professionals.

e The DOC will conduct audits to ensure compliance.

Timeline for Completion:

Policy development: 07/01/07

Full implementation (depending on ability to hire qualified mental health professional
staff): 10/30/07.

39b. Evaluation of Mentally Ill Inmates Placed in Isolation

s The DOC will develop or revise and implement policies to ensure initial
evaluation by a qualified mental health professional within 24 hours for inmates
with serious mental illness who are placed in isolation.

» After the initial evaluation, these inmates will be reevaluated for any
psychological decompensation by a qualified mental health professional a
minimum of three times per week.
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e The DOC will evaluate whether continued isolation is appropriate, based upon the
evaluation of 2 qualified mental health professional, or whether the inmate would
be appropriate for graduated alternatives.

Timeline for Completion:

Policy development: 07/01/07
Implementation based on the hiring of a sufficient number of qualified mental health
professional staff: 10/30/07

39c. Documentation and Treatment Review by Psychiatrist

s The DOC will develop or revise and implement its policies, procedures, and
practices to ensure adequate documentation by medical/mental health staff for all
admissions to and discharges from isolation.

e Such documentation shall include a review of treatment by a psychiatrist.

e The DOC will work with the medical vendor to ensure the relevant health care
staff receive training on new policies.

¢ The DOC will conduct audits to ensure compliance.

Timeline for Completion:

Policy development: 07/01/07

Implementation based on the hiring of qualified mental health professional and
psychiatric staff: 10/30/07

39d. Adequate Observation Facilities

e The DOC will provide adequate facilities for observation, with no more than two
inmates per room,

¢ Evaluations of each site are taking place to identify potential options for
complying with this requirement utilizing existing resources.

e Full compliance with this requirement will be accomplished as outlined in § 18
above.

Toneline for Completion:
Evaluations: 07/01/07

Initial modifications/changes due: 12/30/07
Capitol improvements as outlined in 9 18 above

40.  Mental Health Services Logs and Documentation

Responsibility for assuring continuing compliance with this provision will be shared by
the DOC Quality Improvement Administrator and the medical vendor.
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40a. Mental Health Log

e The DOC will continue maintaining a log of inmates receiving mental health
services, listing all inmates receiving mental health treatment regardless of
medication status.

» The log will continue to include the following information:

O name;
o diagnosis or complaint;
o next scheduled appointment;
o and medications and dosages.
e The log will continue to be maintained and made available to each clinician.

Timeline for Completion:

Log is currently available and will be maintained on a continuing basis. Log is available:
on request for inspection.

40b. Updated and Accurate Medical Records
e Inmate medical records shall contain current and accurate information regarding
any medication changes ordered in at least the past year.
» The DOC will continue to conduct quality assurance reviews of medical records
to identify deficiencies and training needs.
Timeline for Completion:

Medical records are currently available; quality assurance monitoring will be continuing.

1v. Suicide Prevention

41.  Suicide Prevention Policy

The Mental Health Treatment Program Administrator and the Quality Improvement
Administrator will be responsible for assuring compliance with this provision.

e The DOC will develop or revise a suicide prevention policy to ensure training,
intake screening/assessment, communication, housing, observation, intervention,
and morbidity and mortality review.

Timeline for Completion:
Policy development: 07/01/07

42.  Suicide Prevention Training Curriculum
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The Mental Health Treatment Program Administrator and EDC share responsibility for
developing the suicide prevention training curriculum.

e The DOC will develop or revise a suicide prevention training curriculum, which
will include the following information:
o the DOC suicide prevention policy;
the ways in which facility environments contribute to suicidal behavior;
potential predisposing factors to suicide;
high risk suicide periods;
warning signs and symptoms;
case studies of recent suicides and serious suicide attempts;
mock demonstrations regarding the proper response to a suicide attempt;
and the proper use of emergency equipment.

0000 0O0

Timeline for Completion:

Training curriculum development: 06/15/07

43.  Staff Training

Mental Health Treatment Program Administrator, the Director of Health Services, the
medical vendor, and EDC will share responsibility for compliance with requirements in
this provision.

43a. Initial Training

¢ Consistent with § 8b above, the DOC will ensure that training on suicide
prevention for all existing and newly hired correctional, medical, and mental
health staff will be provided using a monitor-approved curriculum as described in
942,

Timehne for Completion:

Curriculum available for DOJ review by 06/15/07
Training will comumence upon DOJ approval of the curriculum, and is expected to be
completed by 01/01/08.

43b. Refresher Training
e After initial training is completed, the DOC will ensure that all correctional,
medical, and mental health staff receive an annual two-hour refresher training on

the suicide prevention curriculum, described in § 42 above, each year.

Timeline for Completion:

Policy development by 07/01/07
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44,

45,

Refresher training is scheduled to begin one year after initial training is completed (this
date will be driven by the date on which DOC receives approval of the curriculum from
DOJ and begins the initial training).

Intake Screening/Assessment

Responsibility for assuring compliance with this section is being shared by Mental Health
Treatment Program Administrator, the DOC Quality Improvement Administrator, DOC
Management Information Systems, and CMS

e The DOC will develop or revise and implement policies and procedures
pertaining to intake screening in order to identify newly arrived inmates who may
be at risk for suicide.

» The screening will include inquiry regarding past suicide ideation and/or
attempts, current ideation, threat, plan, prior mental health
treatment/hospitalization, recent significant loss (job, relationship, death of a
family member/close friend, etc.), history of suicidal behavior by a family
member/close friend, suicide risk during prior confinement in a state facility, and
the arresting or transporting officer(s) belief that the inmate is currently at risk.

* The updated DACS system will be used to track and identify if the inmate has
any of the above factors noted on intake.

e Under the current intake system, these factors are noted and referrals are made
via telephone to the qualified mental health professional.

Timeline for Completion:

Policy development: 07/01/07
DACS changes: 10/30/07

Mental Health Records

Health Services Director and the medical vendor are responsible for assuring compliance
with this provision.

e The DOC will develop or revise and implement policies that require medical staff
to immediately request all pertinent mental health records, regarding an inmate’s
prior hospitalization, court-ordered evaluations, medication and other treatment,
upon admission.

¢ The DOC Office of Health Services will work with local providers to facilitate
compliance.

Timeline for Completion;

Policy development: 07/01/07
Coordination with external agencies and education of intake medical staff: 10/30/07
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46, Identification of Inmates at Risk of Suicide

Policy development will be the responsibility of the DOC; the medical vendor will be
responsible for implementing the policies as written.

e The DOC will develop or revise and implement policies that require medical staff
place inmates identified as at risk for suicide on suicide precautions until they can
be assessed by a qualified mental health professional.

o Inmates identified as “at risk” include those who actively suicidal (i.e.
threatening or engaging in suicidal behavior), those expressing suicidal
ideation, (i.e. a vague wish to die without a plan), or those with a recent
history of self-destructive behavior, and/or those who deny suicidal
ideation and do not threaten suicide, but whose behavior indicates the
potential for self-injury.

» The assessment is to occur according to the time limit stated below in § 47.

Timeline for Completion:

Policy development : 07/01/07
Implementation based on the hiring of a sufficient number of qualified mental health
professional staff: 10/30/07

47. Swuicide Risk Assessment

The Mental Health Treatment Program Administrator, DOC Quality Improvement
Administrator, and the medical vendor will share responsibility for compliance with this
provision.

» The DOC will develop or revise and implement policies that require a formalized
risk assessment to be conducted by a qualified mental health professional within
the appropriate time frame, not to exceed 24 hours from the initiation of suicide
precautions.

e The assessment shall include, but not be limited to, description of antecedent
events and precipitating factors, suicidal indicators, mental status examination,
previous psychiatric and suicide risk history, level of lethality, current
medication, diagnosis, and recommendations/treatment plan.

e The assessment will be documented in the treatment record.

Timeline for Completion:

Policy development: 07/01/07

Training of existing staff by 08/01/07

Timing of full implementation will be governed partly by the medical vendor’s ability to
hire a sufficient number of qualified mental health professional staff, but the DOC’s goal
is to have this task accomplished by 10/30/07.
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48. Communication

The Mental Health Treatment Program Administrator and medical vendor share
responsibility for this provision.

48a. Documentation for Inmates on Suicide Precautions

s The DOC will develop or revise and implement policies that require mental
health or medical staff placing an inmate on suicide precantions to document the
initiation of the precautions, level of observation, housing location, and

conditions of the precautions.

Timeline for Completion:

Policy development: 07/01/07
Implementation: 08/01/07

48b. Notification of Mental Health Staff

e The DOC will develop or revise and implement pelicies requiring mental health
staff to be provided with all of the documentation described in ¥ 48a (above).

* These policies will also require that in-person contact be made with mental health

staff to alert them of placement of an inmate on suicide precautions.

Timeline for Completion:

Policy development: 07/01/07
Implementation: 08/01/07

48c. Medical Record Review

e The DOC will develop or revise and implement policies that require that mental
health staff thoroughly review the health care record for documentation of any
prior suicidal behavior.

Timeline for Completion:

Policy development: 07/01/07
Implementation: 08/01/07

484, Medical Record Documentation
* The DOC will develop or revise and implement policies requiring that mental
health staff document each interaction with and/or assessment of a suicidal

inmate in the health care record, including full justification of any decision to
upgrade, downgrade, discharge, or maintain an inmate on suicide precautions.
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Timeline for Completion:

Policy development: 07/01/07
Implementation: 08/01/07

48e. Downgrade / Discharge Suicide Precautions

* The DOC will develop or revise and implement policies stating that no inmate is
downgraded or discharged from suicide precautions until the responsible mental
and health care staff has thoroughly reviewed the inmate’s health care record and

conferred with correctional personnel regarding the inmate’s stability.

Timeline for Completion:

Policy development: 07/01/07
Implementation: 08/01/07

48f. Muitidisciplinary Case Management

» The DOC will develop or revise and implement policies requiring
multidisciplinary case management team meetings (to include correctional, .
medical, and mental health staff) to occur on a weekly basis in order to discuss

the status of inmates on suicide precautions.

Timeline for Completion:

Policy development: 07/01/07
Implementation: 08/01/07

49.  Housing

The Mental Health Treatment Program Administrator, DOC Maintenance Department,
DOC Wardens, and medical vendor will all share responsibility for assuring compliance
with this provision.

49a. Suicide Resistangt Cells

The DOC will ensure that all inmates on suicide precautions are housed in suicide
resistant cells (i.e. cells without protrustons that would provide easy access for hanging
attempts), which provide full visibility to staff.

Cells used for suicide precautions are being or have been evaluated for suicide resistance
at each of the facilities. At HRYCI, identified cells have been retrofitted with breakaway
sprinkler heads. Suicide resistant air vents have been installed, and openings in window
frames, which could have been used for hanging, have been sealed.
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Timeline for Completion:

Facility improvements are either under way or being evaluated
Full compliance is expected to occur by 01/01/08

49b. Mental Health Staff to Stipulate Conditions

s The DOC will develop or revise and implement policies requiring that the
appropriate medical or mental health staff write orders in the health care record
setting forth the conditions for the observation.

»  Such orders will take into consideration all relevant security concerns.

e The Warden and or his or her designee will work with the mental health provider
to resolve any dispute between custody and mental health/medical staff over
which privileges are appropriate in a particular instance.

Timeline for Completion:

Policy development: 07/01/07
Implementation: 08/01/07

50. Observation

The Mental Health Treatment Program Administrator is responsible for drafting the
policies required under this section, and, along with the medical vendor, will oversee
training on the policies. The medical vendor and DOC security staff will share
responsibility for implementing the policies.

50a. Policies and Procedures Pertaining to Suicidal Inmates

* The DOC will develop or revise and implement policies and procedures relating
to the observation of inmates who are suicidal or at risk for suicide under the
criteria identified in § 50 of the MOA.

* These policies will provide that such inmates are to be placed on close
observation status and observed by staff at staggered intervals, not to exceed
every 15 minutes.

e The DOC policy will provide that any inmate who is actively suicidal, i.e.
threatening or engaging in suicidal behavior, will be placed on constant
observation and observed by staff on a continuous, uninterrupted basis.

Timeline for Completion:

Policy development: 07/01/07
Implementation: 08/01/07
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50b. Daily Mental Health Assessment of Suicidal Inmates
o The DOC will develop or revise and implement policies and procedures requiring
that mental health staff interact with inmates on suicide precautions on a daily

basis, rather than just observing the inmates.

Timeline for Completion:

Policy development: 07/01/07

Full implementation depends on the vendor’s ability to hire a sufficient number of
qualified mental health professionals, but the DOC’s goal is to accomplish full
implementation by 10/30/07

51. Step-Down Observation

The Mental Health Treatment Program Administrator is responsible for drafting the
policies required under this section, and, along with the medical vendor, will oversee
training on the policies. The medical vendor and DOC security staff will share
responsibility for implementing the policies.

51a. Step-Down Level of Observation

¢ The DOC will develop or revise and implement policies and procedures requiring
that inmates released from suicide precautions are gradually released via a “step-
down,” from a more resirictive level of observation to less restrictive levels, for

an appropriate period of time prior to their discharge from suicide precautions.

Timeline for Completion:

Develop policy by 07/01/07

Train existing staff by 10/30/07

Full implementation will be contingent on the medical vendor’s ability to hire a sufficient
number of qualified mental health professionals, but the DOC’s goal is for this to be
accomplished by 01/01/08.

51b. FoHow-Up Assessment

» The DOC will develop or revise and implement policies and procedures requiring
that inmates discharged from suicide precautions receive follow up assessment in
accordance with a treatment plan developed by a qualified mental health

professional.

Timeline for Completion:

Develop policy by 07/01/07
Train existing staff by 10/30/07
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Full implementation will be contingent on the medical vendor’s ability to hire a sufficient
number of qualified mental health professionals, but the DOC’s goal is for this to be
accomplished by 10/30/07.

52, Intervention
The Mental Health Treatment Program Administrator, Director of Health Services,
medical vendor, and EDC will share responsibility for compliance with requirements in
this provision.
52a. First Aid and CPR Training
e The DOC will develop or revise and implement policies and procedures ensuring

that all staff who come into contact with inmates receive training in CPR and
First Aid on a biennial basis.

Timeline for Completion:
Currently up to date; training will be continuing.
52b. Annual Mock Drill

Mock drill/demonstration will be a part of the initial and annual suicide trainings as
outlined in Y 42 and 43 above,

Timeline for Completion: 01/01/08

52c. Respense Equipment
The DOC will ensure that emergency response equipment is available within close
proximity to each housing unit, including a first aid kit and an emergency rescue (cut
down knife) tool, and that all staff who come into contact with inmates know the location

and proper use of the equipment.

Timeline for Completion:

Completed; compliance will be continuing.

53.  Mortality and Morbidity Review
The DOC Quality Improverent Administrator, Mental Health Treatment Program

Administrator, and medical vendor share responsibility for assuring compliance with this
provision.
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The DOC will develop or revise and implement policies and procedures ensuring
that a multidisciplinary review is conducted to review all suicides and serious
suicide attempts (e.g., those requiring hospitalization for medical treatment).
The review will inchude an inquiry of:

o the circumstances surrounding the incident;
facility procedures relevant to the incident;
relevant fraining received by staff involved;
pertinent medical and mental health reports involving the victim;
possible precipitating factors; and

o recommendations, if any, that are made.
A written plan will be developed to address any identified areas requiring
corrective action.

O 0 00

Timeline for Completion:

Policy development: 07/01/07
Implementation: 08/01/07

VY. Quality Assurance

54.

Policies and Procedures

The DOC Quality Improvement Administrator, Director of Health Services, Mental
Health Treatment Program Administrator, BOP Chief Richard Keamey, and the Deputy
Attorney General assigned to the DOC share responsibility for assuring compliance with
this provision.

The DOC will develop or revise quality assurance polices and procedures that
address each of the substantive provisions noted above.
The DOC Quality Assurance Program will involve:

o the creation of a multidisciplinary team;

o morbidity and mortality reviews with root cause analysis;

o periodic review of emergency room visits and hospitalizations for

ambulatory-sensitive conditions.

The DOC Quality Assurance program will be designed to assure that the DOC is
able to regularly assess and address identified deficiencies.
An assessment tool is currently being used for DOC Quality Improvement audits.
This assessment tool permits data tracking and analysis of trends, and can be
easily modified to address new issues.

Timeline for Completion:

Polices and procedure: 07/01/07
First Quality Assurance report: 10/30/07
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55.  Corrective Action Plans
585a. Policies and Procedures to Address Identified Problems
* The DOC will develop or revise policies and procedures as needed to address
issues that arise during the Quality Assurance activities described in this Action

Plan.

Timeline for Completion: 10/30/07 and continuing as needed

55b, Corrective Action Plan

s  When indicated by the results of a quality assurance review, the DOC will
develop corrective action plans to address identified issues.

e The purpose of the corrective action plan will be to prevent future occurrences of
identified issues.

Timeline for Completion:

As needed
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APPENDIX 11}

IMMUNIZATION SCHEDULES



Recommended Immunization Schedule for Persons Aged 7-18 Years—unive STATES - 2008
For those who fall behind or start late, see the green bars and the catch-up schedule

Vaccine ¥ Agep 7-10 years : 11-12 years i 13-18 years
Diphtheria, Tetanus, Pertussns see footnote ! ‘l'lllp Tdap
...... - . ._ - z - Rangeof
Human Papillomavirus® i see footnate 2 i “W 3 "Wl : HPV Series recommended
...................... " St bbbbbabbbbbsbbbbbabbbhbabats Sesan a psasasasEmamInann ” ages
Memngucuccai’ -I‘JIEI_ __ mMcva : mMcva
Pneumococcal® VTR P A ol S e W IE
. sasan : - R S . : " “ + P PR S S P P catch-up
Influenza® i lnfluenn (Vhar! l immunization
Hepatitis A® i l'lepA Serius -
Hepatitis B’ HepB m Certain
""""""""""""""""" high-risk
Inactivated Poliovirus® IPV Series groups
Measles, Mumps, Rubella® MMR Series :
Varicella" Varicella Series

This schedule indicates the recommendad agaes far routine administration of currently
licensed childhood vaccines, as of December 1, 2007, for children aged 7-18 years.
Additional information is available at www.cdc.gov/vaccines/recs/schedules. Any dose
not administered at the recommended age should be administered at any subsequent
visit, when indicated and feasible. Additional vaccines may be iicensed and recommended
during the year. Liconsed combination vaccines may be used whenever any components
of the combination are indicated and other components of the vaccine are not

contraindicated and if approved by the Food and Drug Administration for that dose
of the series. Providers should consult the respective Advisory Committes on
Immunization Practices statemant for detailad racommaendations, including
for high risk conditions: http://www.cde gov/vaccines/pubs/ACIP-list.him.
Clinically significant adverse events that follow immunization should be reported
to the Vaccine Adverse Event Reporting System (VAERS). Guidance about how to obtain and
complete VAERS form is available at www.vaers.hhs.gov or by telephone, §00-822-7987

1. Tetanus and diphtheria toxoids and acellular pertussis
vaccine (Tdap). (Minimum age: 10 years for BOOSTRIX® and

11 years for ADACEL™)

+ Administer at age 11-12 years for those who have completed the
recommended childhood DTP/DTaP vaccination series and have
not received a tetanus and diphtheria toxoids (Td) booster dose.

* 13-18 year olds who missed the 11-12 year Tdap or received Td
only, are encouraged to receive one dose of Tdap 5 years after the
last Td/DTaP dose.

2. Human papillomavirus vaccine (HPV). (Minimum age: 9 years)
» Administer the first dose of the HPV vaccine series to females at age
11-12 years.
* Administer the second dose 2 months after the first dose and the
third dose 6 months after the first dose.
+ Administer the HPV vaccine series to females at age 13-18 years if
not previously vaccinated.

3. Meningococcal vaccine.

« Administer MCV4 at age 11-12 years and at age 13-18 years if not
previously vaccinated. MPSV4 is an acceptable alternative.

* Administer MCV4 to previously unvaccinated college freshmen
living in dormitories.

* MCV4 is recommended for children aged 2-10 years with terminal
complement deficiencies or anatomic or functional asplenia and
certain other high-risk groups.

* Persons who received MPSV4 3 or more years prior and remain at
increased risk for meningococcal disease should be vaccinated with MCV4.

4. Pneumococcal polysaccharide vaccine (PPV).
* Administer PPV to certain high-risk groups.

5. Influenza vaccine.
* Administer annually to all close contacts of children aged 0-59 months.
« Administer annually to persons with certain risk factors, health-care
workers, and other persons (including household members| in close
contact with persons in groups at higher risk.

« Administer 2 doses (separated by 4 weeks or longer) to children younger
than 9 years who are receiving influenza vaccine for the first time or who
were vaccinated for the first time last season, but only received one dose.

* For heaithy nonpregnant persons (those who do not have underlying
medical conditions that predispose them to influenza complications)
ages 2--49 years, either LAIV or TIV may be used.

6. Hepatitis A vaccine (HepA).
« The 2 doses in the series should be administered at least 6 months apart.
* HepA is recommended for certain other groups of children, including
in areas where vaccination programs target older children.

7. Hepatitis B vaccine (HepB).
» Administer the 3-dose series to those who were not previously
vaccinated.
* A 2-dose series of Recombivax HB? is licensed for children aged
11-15 years.

8. Inactivated poliovirus vaccine (IPV).
« For children who received an all-IPV or all-oral poliovirus (OPV) series,
a fourth dose is not necessary if the third dose was administered at
age 4 years or older.
« if both OPV and IPV were administered as part of a series, a total of 4
doses should be administered, regardless of the child’s current age.

9. Measles, mumps, and rubella vaccine (MMR).
* If not previously vaccinated, administer 2 doses of MMR during any
visit, with 4 or more weeks between the doses.

10.Varicella vaccine.
* Administer 2 doses of varicella vaccine to persons younger than
13 years of age at least 3 months apart. Do not repeat the second
dose, if administered 28 or more days following the first dose.
» Administer 2 doses of varicella vaccine to persons aged 13 years or
older at least 4 weeks apart.

The Recommended Immunization Schedules for Persons Aged 0-18 Years are approved by the Advisory Committee on Immunization Practices {www.cdc.govivaccines,
p.org), and the American Academy of Family Physicians (kttp://www.aafp.org).

the American Academy of Pediatrics (hutp://www.aa

DEPARTMENT OF HEALTH AND HUMAN SERVICES

recs/acip),

* CENTERS FOR DISEASE CONTRDL AND PREVENTION

SAFER:HEALTHIER: PEOPLE"

YOLEOLSD



"SBIIAIBS UEWINK Pue yieay jo juswiuedaq S 8yl Ag juawesiopua Ajdwi jou s8op pue Ajud UONBIYNUSPI 10 S1 SB0IN0S [BIJIBWILIO PUB SBILDY BPRI) |0 3S[)
“yaom e shep | ‘Aep & sinoy pZ ‘ysiueds pue ys)Bug vl (9E9Y-ZEZ-008) O4NI-D0I-008
12 JBjUa7 19807 O4NI-I0D B0 WOl 10 SaUIeAADD OpI MMM 1B 3|qe|EAR 0S[E S| LDIBUIIIRA 10} SUONEIIPU(RIILOD PUR "R1EP SIOR|IBAR [0 JUAIXE ‘BINPBLYDS SiYl Ul SBUIDIBA B4 INOGE LOWBULOJU! |BUslIppY

‘00b9-£5€-707 '3uoyda[al '50002 ~)'0 UoIBUIYSEAN AN '828|d UOSIPRL 1L ‘Swie])
[Biapad4 jo unos 'Sy 8yl 1aeiuod ‘Anlul suiasea Jof wiep © aj) 0] ‘ZBEZ-BEC-008 ‘auoydaia Ag 10 uonesudwodsuaaen/ Aol Bsiy mamm 18 sjqepieae §) wiep wesbory uonesuadwoy Ainfuj auiagep e B 0L MOL U0 UONELLOJ|

196£-¢28-008

‘aunydajal Aq 10 AoBsuysIBeA MMM Je ajqepeAr aie podal SYIyA € Buly vo suononssul pue suuoy Buluoday “(SHIYA) waisAg Buioday 1uaag asiaapy auiadep sy 0) suonoeas uoneupsemsed esyubis Ajleaiula e uoday

_Eeag_gsgg
‘ledipein jo siseq sy vo “Ba) juasesd
$ 10398} YSU JBLI0 BILOS || pepuawILIoIny

(uonaayuy soud jo asuapiae ou

gasﬂgsé__si;s

R iy

ot oun poe sjuauiaInbel

‘weiboug uonesuadwon Ainful sudoep oyl Aq pesaao),

_

1181507

1Y snnedsy

(apueyaoesijod) [easosownaug

wsBZUBNjju|

.. .Eua 1/p1) sissnued
‘euaydip 'snueje|

sieal gg<

siead pg-0g

sieak 6v—61

<dNoY9 39v 4 JINIDIVA

dnosb abe pue auipoea Aq ‘anpayss uoneEZIUNWW] JINPE papuawwosay | anbiy

800Z 1equaydas - £00Z 120320 ‘s8jels pajyun

*MOJJO] 101 SSIGNI08] SU) UM FESI OF 1SN SHONEPNSHINEIRS 8SBY] 910

3NPayaIg uoNLZIUNWW] NPy PIPUIWI0IAY

EVLSLLSD



YD

NOLLNEASNG ONV TOMLNDD ISVIASIQ 804 SEILNAD
SATIAHIES NYMWNH OGNV HLIVIH 40 ANIWLNV.{3Q

"(dav) sweaising jo aboye) ueauawy ays pue ‘(5qgy) sisifisjoaniy pue suedLNaISRg
o ofioe) wealiowry oW ‘(d1vy) sweranshug Ajiwey jo Awapedy ueauausy ay) ‘(djay) S93NIesg wereTmM wo
aanumme) Aiesiapy (7@J) S,500uaA21J pue jogue? dseasi] 10} S1a1ua] oy Ay panosdde aiam onpaias Sig) M) SUNEPIININEIA Y]

(g isi-diae/sgnd sauinoea/aod aps mmm)

SB0158LY LONETIUNLWILY U0 SBHILKLOY AOSIAPY BYI WOl SudWalEs alajduwod Byl pue spasu) abeysed siamjoejnuell ag) ynsuod teal oyl Buunp penss) aie eyl Jo Sisjaaes Jof Ajuewid pasn
B850yl m_..__t_.__u:_ ‘SAUIDTRA ||B L0 SUDHEPUBLLLLIOTE] pa|lejap 104 "pajEdipuienuod jou aie sjuauodiwod JBYIO 3 BUI038A 1) USUM pUE palETJIDUI A48 uaned|quiod ayl jo sjuauodwod Aue Jahausym pasn aq Al S3UI298A Uoneuiquoa
pasuaniy “£00z ‘| Jaqoiag Jo se sapjo pue siead g| salie sjnpe 10) pajeaIpUl AJUOLLLWIOS $) SBUDIRA PESUSDI AUBLND [0 UOHEASILILIPE YIIUM 10} SUDHEIIPU) [Baipaw pue sdnoil abe papualuluiodal ay) Beaipul SNpayas asay]

(suopenpul saipo Jo ‘ofisey ‘|euonednaao
‘|eapauw jo siseq sy uo “B-a) Juesesd
$1 10331} SU JOYI0 QWOS || papUBEILOIaY

{uonaajul topd jo 2oUBpIAS OU

GARY 10 UOLRUIDIRA O UoHEUBWNI0p YaB| “B'a)
Apununu) jo 8auBpIAB ¥Iu| OYM pue sjuswelinbol
ofiv oy} 100w oym AroBiayeo s u) suosied jje 1oy

‘weisbosd uonesuadwo) Ainfu] autdoep ot Aq peisnod),

-

pejedipuieuo)

191807

«afeasoa0fuuapyy

»+8 Siijeday

vvvvvvv _ B , R _ S _ |

9 ‘Z ‘0) s4A 9z ebe ybBnoay) se|jewey 104 sesOP £

(sow

_

(s)m g-p ‘0) sesop Z

sasop Z 40 |

-

«1¥ sniedey

s(8pueyasesijod) jeasosowneuy

-

paiesipuignucy

«t{AdH) snaewoqpded vewny

s U .

|euuossad
e1e3-ijeo}y

sisAjeipowoy
10 Jdie00
‘eseosIp

jeuss eBejs-pue
‘ainpej Aeupry

oseosip
1om] U0Iy)

PL 10} dep] §o 880P | einiiiisans «1(depL/pl) sissnpad
siA gL Asene a93soo0q p) esop | ‘enayiydip ‘snuejaj
dsyes A
.uo_oeﬂ_u__wo_. d.x\_uN__Mo.u. aehu«.ﬁo uoneipe 4 INIJIVA
yusuodwos ‘suoneaIpaL
oapey | oo ool o
Awoyasueyds ~cuwh.hﬂ.ﬁ.ao__ aikooyduiy 1 +v03 upwny Suipnjoxe) Asueufiery 4 NOILYIIONI
G:—go—ﬁ 1, 5 wat SUOIPU0D
Buspnjour) saleqelq HORIOHIL AIH ____._s_uﬂ._sﬁ
neluejdsy -oununu|

sSuUONnesIpul 13Y3o

pue |esipaw uo

80027 49quiaydasg - £00Z 49039 S$a3jels pajun
paseq sj|npe 104 pajesipul aq ybuu jeyy sauidoep ‘z ambiy




"aSOP 1S Y} JAYB SYI8M g—} PaIaISIUILIP. 3q PINoYs asop puodas ay] ‘Aufiae; ased-yyeay ayl woy abieyasip aloeq
pue AsueuBaid Jo uoneuiuus) 10 uogajdwod uodn auIIILA BJBILBA JO ASOP ISIY BY) BAI33) PINOYS ANUNWLLI JO JIUBPIAS SABY 10U OP OYM UBWIOAA "ANLNLILLN Bl}BOLIBA JO 80UBPIAS 10§ uswom Jueubaid ssassy
*aseasip JO uoljeuLyuod A0Jeioqe] J0 AjJunluwl Jo a3uBpIAS Al0jeioqe) {G Jo ‘sisoubep Japinoid asea-yiesy uo paseq jaysoz sadiay jo AOISIY (p ‘(aSEaSIP SINJe JO BWIY BU) 8 pauLiouad Sem Ji JI ‘UonBULYU0D
Aojeioqe] jo 30UAPIAS 0 8SED PauLIyU0D-AI0}RI0qE] B 0} 40 3SED BjjadueA eaidA) & Lpim yul Bojoiuapida ue Jayua ¥aas pinoys siapirosd ased-yljesy ‘Y10q 1o ‘ased pjiw e ‘ased jeordAle ue yum Bunuasaud Jo jo
Aoysiy e Buipodal yuaned e o) 19pinoid a1e0-1{eaY & AQ Bjja0LEeA JO UONEIYLAA 1o Sisoubelp uo paseq ejauen Jo Aloisiy (€ ‘(Auunwiw) Jo 30uapIAS PaIapISued 8q Jou PINOYS (861 81043q YUIq uawom Jueubaid pue
jouuosiad ased-yyeay 1o} ybnoyye) g6 21048q wog-'Sn (Z ‘Hede $yaam p 1583 1B BUIDIEA BjISOLIBA JO SASOP Z JO uoneluswnoop (| :Buimojjo} ayy jo Aue sapnjoul sYNpe u) ejaILBA 0) AJUNWILI JO BJUBPIAT
*(ss8jeAen [euonewajul pue ‘abe Buuesqgpyiyd Jo uswom jueubaiduou
‘uaJpliyo yum spioyasnoy ui Buiy synpe pue syusasajope ‘jauuosiad Aeyjiw ‘syuapms abajio ‘suonniisul |euonsauocd Buipnjour ‘sBumas |euoiininsul Jo sJaqWBLW JeIS pue Sjuapisal saakojdws aied pyd ‘s1sydea)
*B-a) uoissiwsues o amnsodxa 40} ysu ybu e aie (z Jo (suosiad pasiwosdwosounww o S1ORI0S Ajiue) pue jouuosiad area-yyeay “6-a) aseasip 219AaS 10} ysu ybiy Je suosiad YIM 108)U0D 30D BARY (| oYM
asoy} 0} uaaib aq pjnoys uoneIBpPISUOD [B108dS 'UONEIIPUIRLUCD [EIIPEL B BARY ASY) SSB{UN BUIIIBA EjjadueA uabnue-ajbuis Jo SasOp z 318981 PINOYS Bl1B3LIEA 0) AJUNLULI JO SIUBPIAS INOYUM SYNpe |y
UOIJRUIDIRA R||3IURBA P

"Ayje) aied-yeay ayy woy abieyasip a104aq pue AsueuBaid jo uogeuiuua)
10 uonajdwos uodn auidIeA YN SAI381 PINOYS AUNLLLLI JO BIUSPIAS SABY JOU OP OYM UBLLIOAA ‘awioIpuAs egaqni jepuaBuod BuipseBal uawom [asunod pue Ayunwun efaqru suiuwuaiap Aunnos 1esh yug jo
ssajpJeBal ‘abe Buueaqpjiyd J0 UBWOM 104 ABunLU JO IUBPIAS AI0)RICGE] YIB) OLM 1O BlqeNBIun Si AJ0)SIY UONBUIDORA B||3GNI 3SOUM LSLIOM 0] auIdoeA YN JO 3SOPp | JBISIURUpY Juduodwod ejfaqny
~yeaiqgno ue Buunp asop puoaas e Buualsiuiwpe Japisuod
AjBuons pue siseq aunnoJ e uo asop | Buuaisiuiwpe 1apisuod ‘AYunwi sdwnw Jo A2UBPIAS JALROC 3ABY JOU OP OYM /GG | 81043 LLIOG SISNIOM 31BI-f}eay paleulooeAun 104 *Ayeuonewalul jeAes o} ued (¢ 10 :Ajioey
aleo-yjeay e ul yoMm (g ‘suopmnsul euoneanpa Arepuocdesised ui syuapms ale (z eaiqino sdwnw e Buunp pajaaje si ey dnosB abe ue ui ase (| oym s)npe Joj PapuBLLLLIODIDI SI YA JO 3SOp puodas y
"Apunwuwn jo aguapiaa Alojesoqe] Jo ‘sisoubeip sapiroid ased-yjeay uo paseq sdwnw jo Aioysiy
‘UOREOIPUIRAUOD [RIIP3W © BARY ABL) SSBJUN HIAII| JO 3SOp | BAI3081 pinoys /66| Jaye Jo Buunp woq synpy “sdwnw 0} aunwiwi pasepisucd aq Agesaueb ued /G661 8108 wioq SYNPY Juauodwod sdwnpy
‘Ajjeuonewsajul jaaes o3 ueyd (g 10 ‘Aujio) a1e0-y)eay B ul }om (G ‘suonmnsul jeuoneanpa Alepuodasisod ul suapms ele ( '961—-£96 | Buunp auiasea sajseau jo adAy umouwyun ue yum pajeudsea
U93q 9ARY (£ ‘BUIDIRA SBISEAW Pa|R UM paleuIadeA Ajsnotnaid udeq aaey (Z ‘Bumas Yeaiqino ue ut ase 10 sajsesw o} pasodxa Auades uaaq aAeyY {| OUM SYNP. IO} PAPUBLLLLIOTAL SI I JO 8SOP pucdas y
"Ayunww Jo asuapind Alojeloqe] Jo ‘sisoubeip Japinosd aled-eay uo paseq sajseaul Jo Alojsiy ‘asop | < JO UONEWBWINIOP
‘UoNeIPUIRRLOI [RIIPAW & aARY A3LR SSB{UN YN JO 3sop | < aAIad8) pinoys £G6 | J9)e Jo Buunp woq synpy "sajseaw 0} aunuilwl PaIBPISUOD 3q Ued £GE| SI0}8q WOq SYNPY JUaU0dLL0 SBjSBayy
uofjeurdseA (HWIW) ejleqns ‘sdunw ‘sajseap "¢

*JuajadwIoooUNUILLL 818 OYM IO P3GUIS3P SUONEBDIPUI [BIPALU aY) BABY Jou Op oym suosiad u| uely $s3) aq JyBiw Aoedyja auldgeA pue asuodsal aunuitll JOAMOH “PISBISILILIPE 3G UED PUB BUIDJBA STUIA-BAY € Jou S|
¥ ,'suonedipul JAYI0 pue [eaIPalU U paseq synpe Joj pajedipul aq WBiw 1ey saulagep, ‘z ainbiy ul paquIsap SUONBIIPUI [EIIP3W BY) YAIM Sejfewus) 104 papuswiodal Ajjeayidads 10u s1 uoneuisdseA AdH yBnoyy
*asop 1SJYy Y} JYR SYRUOW 9 PaIBISIUILIPE 3q PINOYS SSOP P YL [3SOP 1Sl ALY} JAYe SYILIOW Z PAIBISILUILIPE 3q PINOYS aSOP PUOIBS 3Y) 'SISOP € JO SISISU0D Sauas 9)ajdwod v
"sadA) 3UI29BA AJH a4} JO 2I0WI IO BUO YYAM PajIBjul Uaaq Apealje BABY OYM S[Ews) J0} [B101§auaq SSa] Si UOHBUIIIBA "UONBUIIIBA BYL JO Wjauaq |in Ay} aA19a1 sadA} auIddeA AdH 8yl JO Aue yim pajaBjul usaq
10U aABY OYM Sa[ewa) BAIOR Ajlenxas "PajeulodBA aq Jiis PINoys 8AnIe Ajjenxas ale Oym Sajeuwa) Jlenamoy ‘AiAnde [enxas yBnoiyt AdH 03 ainsodxa fenuaiod 2J0jaq palalsiuiwpe 3q pinoys auiaoen ‘Ayespy
*suosad asay) 10§ PAPUBLLILIOIAI YIS SI UOKBUIDIEA AdH ‘SadA) AdH BuIdeA ||le yum uondajut Joud
JO 82UaPIAB J0U SI }S8) YNQ AdH anilisod 10 1s8) noejoduedey [euouge ‘skiem jeyuab Jo AJOISIH "Sauas aujddeA ay) pajajdwiod 10u aAey Oym S1eah gz pabe sajewa; [|e J0j PapUAWLIOI3) SI UOKBUIIIEA AdH
uoneuIddeA (AdH) sniinewojjided uewny 'z

quawsabeuew punom u; sixejAydosd se p) Buusisiuiwpe Joj SUOEPUSWILIOTAI J0) JUBWIBTELS J|JV AU} YNSUOY
"UBWIOM 3U} UM UOISSNISIP PAULIOjul Ue Ja)je uewiom jueuBaid e 0) p] jo peaisul pasaisiuiupe aq uea depf
10 ‘pouad wnuedisod ajeipaww auy ul paynsqns dep) pue AsueuBaid Buunp pausjap aq ued p] ‘SUORENNS UIBLIAY U| J9.IL0I Juaied 19a.IP UM SIBXIOM 31ed-yiesy |je pue ‘sypuow z| > pabie syuejul Jo s1oeju0d
8s0j0 ‘uawiom wnyedisod Joj papualLWIodal St uoneUIooRA P] SNoIAaLd B W0y SIBAA Z Se LIoyS SE [eAIslul ue ylim dep] Jo asop | jO uonensiuiupe aw-auo  “pouad wnuedisod ajeipaww ayp Buunp depj
1B)siulpe ‘sieah (| > Ul UONBUIIIRA P) SB| aY) PaAIadal uosiad ayy i JJaisawiy paf 10 puodas ay) Buunp p) selsiunupe ‘Aisnoiraid siesh 1< uoneuddeA p) S| ay) paniadas pue JueuBasd ) uosiad ay )
*pajealpul se ‘pasn aq Aew auiddea py o dep) ‘Ajsnoiaaid sieah (] < paniadal Sem LONEUIIIBA
3s€] 3y I pue sauas Alewud e pajajdwod aney oym SYNPE 0} paJsisiuiupe aq pinoys auiodeA Buiuieuoa—pioxe) eusyiydip pue snuels) Jo asop 181S00q ay{ 'sauds Asewid 8SOp-g ayy ul p) JO S3SOP 8yj JO 3U0
Aue Joj ajrunsqns ued dep] 19ASMOH "PUOI3S B} JOYE SYIOW Z |-G 3SOp PAI 3y} pue Liede SYBaM { 1Se8| 18 SBSOP Z ISy 8y} JAISIUILpE 'S8uI9eA Buuieluoa—pioxo) eusyydip pue snuejs) jo sasop € St snpe
Joj sauas Arewud y "sauss uoneutaoea Avewiud e ajajdwod 1o uibaq pinoys sauiadea Buluieluoa—pioxo) eusipydip pue snuejsl yuM ssuss uoneuioden Arewud a3adwod e Jo SaLI0)SIYy uIeLaouN Yim SYNpy
‘Snpe ul asn 10} pasuaal| st {[1na)sed youes] jeaepy) s1anpoid dep) om jo auo Ajuq “dep] Jo asop e paaiasal Ajsnoinaid Jou aaey oym sieah gg> pabe synpe o) p) Jo asop ajbiuis e azeydas pinoys dep|
uoneurdea (depj /pl) sissnuad Jejnjjese pue ‘eueyiydip ‘snuejaj ‘L

s/ sqnd/saunoea o apo mman siA {dI0V) S9211981d UOHBZIUNWWY U0 391IWLLI0Y) AIOSIAPY 3} AQ SIUBWITS 919jdui0d 104

8002 19quaydag - /00Z 4940300 ‘S9jelS pajiun - SINPayosg uoeziunuwj NPy papuswiiosdy
$31011}004



*Asnosueynwis
pasaysiuiwipe {g-xuabu3) Jw/Bri gz jo sasop Z 10 ‘{ggH Xenquoday) w/Bri gy jo asop | ‘synpe pasiwoidwosounuiwn Jaipo pue sisAieipoway Buiaiadal sjuaiied ynpe 104 :suonediput uonenuLoj (@12ads
"sanjjiqesip [pyuawdoAsp yim suosiad 10) Sanjioe) aledAep [ERUAPISAILOU
pue suogminsul pue ‘sjuaned SISARIPOWSY J1U0LYD 10} Saiioey pue sweiBosd aseasip jeual abeys-pus ‘sanijioe) [EUOIOALI0D {UAL YUIM X3S aARY oym uawi Jo ssasn Brup-uonaalu 0} saawuss Bunabie) sBumes aled
-yeay ‘saaiuas uonuaaald pue Juawyeas; asnge-Brup Buipinoid saiujioe) ‘sanyioe) uauneas pue Bunsey AH ‘sanijioe) wawlean 1S :SYNPe je 10 PAPUSLILIOTA! St uoneulsseA g suneday aseym sBumas
"uondajul AgH
woyy uonoaioid Bunjeas ynpe Aue pue ‘(xdse sasessipiualuod/jaael/aob apa umvu 18 agejieA Si SBLIIUNGS JO ISH B) LOIIBJUI AGH tU0JYD JO 3oudjeAasd ajelpauuaiul 10 Ybiy yum sainunod o) siojaAey [euorewaul
‘saqiigesip [eyuawdojaaap yyum suossad 10) SUORNNISUI JO SIAQUIBL JJBIS pue SIUaIfD ‘uonaajul (AGH) S g snneday aiwosyd yum suosiad Jo siaupled Xas pue SJIBIU0D PIOY3STIOH ‘SUOLEIIPL JAYI0
"UBLL UM X3S 3R OYM uaw pue ‘siasn Biup-uonoalul
1U3931 10 JUaLIND ‘{syjuow g snoimaid ay Buunp seuped xas | uey alow yum suossad “B-a) diysuoneses snoweBouow Ajemnu ‘wuai-Buoj e ul Jou ale oym suosiad angae Aijenxas .suogeaipul jeloiaeyag
‘spiny Apoq snonaajul Agenuajod Jao Jo poolq 03 pasodxa ale oym siaiom Aajes-aignd pue [uuosiad aled-yijesy SuoneIPUI euciiEdnIIY
"aSeas|p JAA)] A1U0IYD YU suosiad Pue uondajul
AIH Y suossad (1 S) aseasip paunwsuen Ajjenxas e ioj Juauneas 1o uonenjeas Bunjaas suosiad :sisAjeipoway Buiaadal syuaned Buipnjoul ‘asessip jeuas abeis-pud LIM SU0SIdy ‘SuORLIPUI [EAPIY
uoneuldseA g snneday 6

"S{juow g pue ‘| ‘g Je SasOp ¢ J3)SILILUPE ‘PasN S| GXLUIM] )
auaoeA g sineday pue v snneday pauiquiod 3yl J) ‘(gEIbeA) SUOW g1 —g pue g 10 ‘(gXUABH) SLRUOW Z{—9 Pue @ JALIA 18 3|NPaYIs asop-Z & Ul pasalsiullpe 3q piNoys suotejnuuo) auiodeA usbnue-albuig
‘uogasjul AYH woyy uonaajord Bupjeas uosiad
Aue pue (xisersaseasipiuaiues/jorey/aofopoummm je ajqejieae s1 sauuNod Jo 1si| &) v sineday Jo Ayoiwiapua ajeipauusiut 1o ybiy aaey jey saugunod ui Bunpom Jo o) Buiaaen suosiad suonealpul 1Byl
‘Bumpnas AlojRi0qef Yaseasal e Ul AYH YU Jo sajewud pajosju{AyH) SIUIA i snneday yum Bunpom suosiad ;suonedpul (euonednaag
*sBrup jeBap) asn oym suosIad pue U YUM X3S SARY OUM UL “SUOHBIIPU! [BIDIABYDY
"$3)21U32U03 10398} BuiNofd aA19331 oYM sussiad pue aSeasIp JaAI JUOID LAIM SUOSIA SUONEIIPUI |EIIPaY
uoneudsea y snnedsy g

‘uoneuidoea Arewiud Jo awny ay) Je sieah 9> pabe a1am pue Ajsnoinaid sieaA G pajeuinaea asam Asy) J) UONEUIIEAS) W-3UO ‘siedA G pafie suosiad 104
"suonipuod anissarddnsounuin 1o ‘(Awojoauaids Jo aseasip jao apjals “6a) ewaidse anuojeue 1o jeuonauny ‘awoipuAs anosydau 1o ainjiey [eual HUCIYI YUM SusIad J0j SIE3A G JaYe UOHBUIDILA AI-3UQ
2u1998A apueydsesAjod Jessosownaud YU UCIIBRUIDIBRASY L

-SonuIae} 9189 Wud)-Buoy Jauo 1o sawey Buisinu Jo syuapisa) pue suogejndod UeIPU| URDUALY UIBLAD PUB SBANRN BYSEly  SUONEIIpLI JI0
-a|qissod se sisouBeip AJH 0} 3S0{5 Se ajeulooEp “SYEa| PNy [euidseiqass pue syuejdul 1E3JY0I Pue ‘Suopuod aAissaiddnsountiw {[A1abins
210§3q S39am Z 15e9| 12 ajeuroden ‘pauueyd s1 Awoydauaids aAna Ji] Awiojoausids Jo aseasip §ad apjals B8} eiuajdse Jwojeue 1o [RUDHILN ‘BwI0IPUAS JN01ydau 10 aInjiey [BUBI JUCIYD ‘WISIOYOIJE INUOIYD
!(sisoyuio “B-a) asnge |0yooje JO 1NSal & Se aseasip 1oAY Buipnioul ‘SaSEasIP JAAI D1UOIO ‘SIS SBIARIP ‘SASBASIP JRNOSBAGIPIED JIU0IYI !(eunjse Buipnjoxa) aseasip Aieuowind J1UoIYY ‘SUOREIIPU! [PUPIYY
uoneulddeA apueyssesijod [easosownaud g

*3UIDIRA PAJRAIIEL] 3L} SAIFID)
pinoys suos:ad 1ay() "3UIJBA PajeARdeUl 10 {ISINE) AUIDJBA BZUBNYUI PAIENUSLEE ‘NI PaJBISIUILPE Ajfeseuenul JayNIa 913931 URD SHUN led |e1dads ul Suosiad pasiuioiduiodounwiwi Aj91aAas Jo S1ORIN0D Jou 3se
oYM suonIpuod [ealpaw ysu-yBiy Jnoyum sieah gy pabe synpe JueuBaiduou ‘Ayleayy ‘pajeutddeA aq 03 3yl PINCM oYM auoAue pue (suonipuod ysu-yBiy yum sabe e jo suosiad 10 ‘syluow 660 palie uaippyo jo
sionibaled pue sjoeuod poyasnoy awoy-ur “B-a) ysu ybiy je suosiad o) ezuanyul ywsuen o} Aayy suossad ‘sanioe) Butail-parsisse pue aled (wa)-Buoj sayro pue sawoy Buisinu jo syuspisay ‘suonedpLl JAQ

‘sanyioe} Butn-pajsisse pue aied uud)-fuoj jo saakojdwa pue Puuosiad aled-tpjesl Suonepul feuciedndag
‘plusjdse yum suosiad Buowe aseasip a;aAas asNEd UBD ey SUONIBJUI [eUBloRq AIBPUOJAS 10§ J0JOB) YSU B SI BZUBNJUI 1aAaMOY ‘eluddse ylm suosiad Buowe aseasip ezuanyul pa1eoldiiod 10 313Aas

10} YSU 8L} U0 1SIX? BJRp O "UCSEas ezuanyul 3yl Buunp AsueuBaid pue :(13pIOSIP JEINISNLWOINAU JBYI0 40 JBPIOSIP AINZIBS JO ‘Ainlut p10d [euids ‘uonounysAp saiuBos “B8) uonesidse o st ay) aseasout ued Jey) 1o
Suona1as Alojeaidsal jo Buypuey ayy Jo uonouny Alojesidsal sasiwosdwo ey uompuod Aue :{[AJH] STuia Aouaioyapounwiwi uewny Jo suonedipaw Aq pasned uoissasddnsounww Buipnpour) uoissasddnsounwu 1o
‘sojyiedouqojBowsy ‘uonounysAp anedsy Jo [gus) ‘smyjjaw sajaqelp Buipnjou ‘saseasip ajoqelaw Juoayd reunpise Hupnjou ‘suimsAs Areuotwnd 10 IBNISEAQIDIED BY) JO SIBPIOSIP 0N SUONRIPU! JRIPOYY

UORBUIYIEA eZUIN|U] °G



wyisidioe/sqnd/sauaoen/aob apommm e ajqefieas 1 SUOTIPUOD JY13adS U0 UORBLLOJU] *SUOIPUOD aAIssaIddNs aunwiwi J0 SBIUBIdYap
aunwiwi Yyim suosiad ul papioae ate Ajjeiauab saujaaea any pue ‘([auiodea ezuanyul pajeAnaeur Jusjeau)] ezusnjul pue ‘jeasodoBuiuaw ‘easosownsud “B-a) aiqeidesoe Ajjessuab are saujooen pajeaioey)
suoipuod Buisiwosdwosounwwy gl

“paleaIpUIRAUOD J0u SI Sjuaned asay) 0} auiaaeA Buuaisiuipe salwoldaud|dS
PEY SARY OYM JO LONSAJUI AJH 10 ‘BILAYNS| ‘ISBASIP 00 BP{OIS aARY oym sjuaned ut Auoiuabounwuw pood 1sabbins saipms 'iaAamoH "aseasip Qi 1o} YSU PIsEaloul Ue YU PIJBIOSSE SUOHIPUOD JIU0IYD R LIM
SINPe pue UAIPIYD JAMO 10} UI3IBA Qi JO asn BuILIaGU0D UCHRPUBLILLIOIAI B 9SG 0} YDIUM UO Jjqejiene aIe B1ep ASBDIYS ON "SYIUOW | /-SY33M g pabe uapyo 10} pasuadl] ale sauiaoeA ajebnfuod qiy
pasn aq Aew auid98A (qiH) q adAy aezuanyur snjiydow gy YIIYm 10} SUOINPUOD PalIaes ZL

"UOIIPLIOD I3} 0} SISIX® UONNEd3:d JO UCHIEIIPUILLUOD B SS3JUN
PAJEUIDIBA 9 ABW SUONIPLIOD [EXPBL JIUOIYD YIM SUOSIB 1a)s0z sadiay Jo aposida soud e uodas ALl JAAYMm Jo ssajpieBai sieak 09 pabe syNpe 10§ PPUSWILIOTI SI BUIDILA 131S0Z Jo asop ajfiuls
uoneudIeA 19)soz sadioH'LL

“(onwapida 1 aseasip yaIym ul sease uj Buipisal suosiad “B-3) uonoajul 10) YSU PISEAIOUI JB UIBLIBI OUM FASAIN YUMm paleulnsea Aisnoinald synpe Joj pajedtpul aq W biw sieak ¢ saye LONEUIDIBASY
-annewaNe djqeidacde ue sI (pASJIN) auIdoea apueyddesAjod jeasosobuuaiu ybnoyye ‘sieak 56> pabe ase oym suoneoipu Buipesasd aup jo Aue yum synpe soj pausjaid s auladeA ajebniuod jeasodcluiay
ffey fenuue ayy Buunp B93a 01 S1BjaARA ||B 10§ BIGRNY IPNES Jo Juawwaaoh ay) Aq pasinbai st uoneuiasey, pabuojosd
aq ™ suonejndod {200} YUM 198309 J1aL) jt Apeinaued ‘({aunp—iaquiadag) uosess Aip ayy Buunp eauyy ueleyes-qns jo  )aq smbuiuaw,, ay “B-a) aiwapida 10 olwapuaiadAy si aseasip [22030BuIUAW YIYM Ul
SALUNOD Ut BAI| IO O] [oARI) OYM Suosiad pue ‘sHnidal Aiepyw ‘sipabuiuaw eusssiay Jo salejos! 0) pasodxa Aunnoy ale oym sisiiojoiqosoiu ‘sauoyuuop ui Bu) syueprs aBayod seah-1s14 ‘suoyeapul 100
*S010UN1ONeP JuBUodWOI Juswaduwiod jeuluLd) J0 ‘Bluajdse [RUOROUN; 10 JIICIBUR YIM SYNPY Suonednul [eanginf
uoNBUIIBA |€33090BUIUBINI'OL



-
2% Offics of the Registrar of Reguletions.

y
P29 | Legieintve Councit
A 2 olawere

£ Swta ot D

5

TITLE 14 EDUCATION 1
DELAWARE ADMINISTRATIVE CODE

800 Health and Safety
804 Immunizations

1.0 Definition

"School Enterer" means any child between birth and twenty (20) years inclusive
entering or being admitted to a Delaware school district for the first time, including but not
limited to, foreign exchange students, immigrants, students from other states and territories and
children entering from nonpublic schools.

10 DE Reg. 1807 (06/01/07)

2.0 Minimum Immunizations Required for All School Enterers
2.1 All School Enterers shall have immunizations given up to four days prior to the
minimum interval or age and shall include:

2.1.1 Four or more doses of diphtheria, tetanus, pertussis (DTaP, DTP, or other
approved vaccine) or a combination of these vaccines. A booster dose of Td or Tdap (adult) is
recommended by the Division of Public Health for all students at age 11 or five years after the
last DTaP, DTP or DT dose was administered whichever is later. Notwithstanding this
requirement:

2.1.1.1 A child who received a fourth dose prior to his or her fourth
birthday shall have a fifth dose;
21.1.2 A child who received the first dose of Td (adult) at or after age

seven may meet this requirement with only three doses of Td or Tdap (adult).

2.1.2 Three or more doses of inactivated polio virus (IPV), oral polio vaccine
(OPV), or a combination of these vaccines with the following exception: a child who received a
third dose prior to the fourth birthday shall have a fourth dose.

2.1.3 Two doses of measles, mumps and rubella (MMR) vaccine. The first dose
should be administered on or after the age of 12 months. The second dose should be
administered after the fourth birthday. Individual combination vaccines of measles, mumps,
rubella (MMR) may be used to meet this requirement.

2.1.31 Disease histories for measles, rubella and mumps shall not
be accepted uniess serologically confirmed.

2.1.4 Three doses of Hepatitis B vaccine.

2141 For children 11 to 15 years old age, two doses of a vaccine
approved by the Center for Disease Control (CDC) may be used.
21.4.2 Titers are not acceptable in lieu of completing the vaccine

series and a disease history for Hepatitis B shall not be accepted unless serologically
confirmed.

2.1.5 Varicella vaccine is required beginning in the 2003-2004 school year with
kindergarten. One grade shall be added each year thereafter so that by the 2015-2016 school
year all children in grades kindergarten through 12 shall have received the vaccination.
Beginning in the 2008-2009 school year new enterers into the affected grades shall be required
to have two doses of the Varicella vaccine. The first dose shall be administered on or after the
age of twelve (12) months and the second at kindergarten entry into a Delaware public school.
A written disease history, provided by the health care provider, parent, legal guardian, Relative
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Caregiver or School Enterer who has reached the statutory age of majority (18), 14 Del.C.
§131(a)(9), will be accepted in lieu of the Varicella vaccination. Beginning in the 2008-2009
school year, a disease history for the Varicella vaccination must be verified by a health care
provider to be exempted from the vaccination.

2.2  Children who enter school prior to age four (4) shall follow current Delaware
Division of Public Health recommendations.

10 DE Reg. 1807 (06/01/07)
11 DE Reg. 666 (11/01/07)

3.0 Certification of Immunization

3.1 The parent, legal guardian, Relative Caregiver or a School Enterer who has
reached the statutory age of majority (18), 14 Del.C. §131(a)(9), shall present a certificate
specifying the month, day, and year that the immunizations were administered by a licensed
health care practitioner.

3.2 According to 14 Del.C. §131, a principal or person in charge of a school shall not
permit a child to enter into school without acceptable evidence of immunization. The parent,
legal guardian, Relative Caregiver or a School Enterer who has reached the statutory age of
majority (18), 14 Del.C. §131(a)(9), shall be notified of this requirement in writing. Within 14
calendar days after notification, evidence must be presented to the school that the basic series
of immunizations has been initiated or has been completed.

3.3 A school enterer may be conditionally admitted to a Delaware school district by
presenting a statement from a licensed health care practitioner who specifies that the School
Enterer has received at least:

3.3.1 One dose of DTaP, or DTP, or DT, and

3.3.2 One dose of IPV or OPV; and

3.3.3 One dose of measles, mumps and rubella (MMR) vaccine; and
3.3.4 The first dose of the Hepatitis B series; and

3.3.5 One dose of Varicella vaccine as per 2.5.

3.4 14 DE Admin. Code 901 Education of Homeless Children and Youth 6.0 states
that "School districts shall ensure that policies concerning immunization, guardianship and birth
certificates do not create barriers to the school enrollment of homeless children and youth®. To
that end, school districts shall as stated in 14 DE Admin. Code "assist homeless children and
youth in meeting the immunization requirements”.

3.5 If the school enterer fails to complete the series of required immunizations the
parent, legal guardian, Relative Caregiver or a school enterer who has reached the statutory
age of majority (18), 14 Del.C. §131(a)(9), shall be notified that the School Enterer will be

excluded according to 14 Del.C. §131.
10 DE Reg. 1807 (06/01/07)

4.0 Lost or Destroyed Immunization Record

When a student’s immunization record has been lost or destroyed by the medical
provider who administered the vaccine, the parent, legal guardian, Relative Caregiver or a
school enterer who has reached the statutory age of majority (18), 14 Del.C. §131(a)(9),shall
sign a written statement to this effect and must obtain at least one dose of each of the
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immunizations as identified in 3.3. Evidence that the vaccines were administered shall be

presented to the superintendent or his or her designee.
10 DE Reg. 18707 (06/01/07)

5.0 Exemption from Immunization

5.1 Exemption from this requirement may be granted in accordance with 14 Del.C.
§131 which permits approved medical and notarized religious exemptions.

5.2 Alternative dosages or immunization schedules may be accepted with the written

approval of the Delaware Division of Public Health.
10 DE Reg. 1807 (06/01/07)

6.0 Verification of School Records

The Delaware Division of Public Health shall have the right to audit and verify school
immunization records to determine compliance with the law.

1 DE Reg. 1808 (05/01/98)

4 DE Reg. 1515 (03/01/01)

5 DE Reg. 2295 (06/01/02)

10 DE Reg. 1807 (06/01/07)

7.0 Documentation

7.1 School nurses shall record and maintain documentation of each student's
immunization status.

7.2 Each student's immunization record shall be included in the Delaware
Immunization Registry.

1 DE Reg. 1808 (05/01/98)

4 DE Reg. 1515 (03/01/01)

5 DE Reg. 2295 (06/01/02)

10 DE Reg. 1807 (06/01/07)



