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Figure 1, Institution OIG Scores Cycles 1, 2 & 3 
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The rate of improvement is also shown in Figure 2, which displays the individual scores in 
chronological order over all three cycles. 
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history of poor compliance combined with other difficulties that interfere with the ability to 
provide acceptable care. It is partly because of this variability that institution-level assessments 
by the OIG are so important to get a more precise picture regarding quality of care. At the same 
time, in a class action challenging the entire system of medical care, it is appropriate to review 
improvements in the quality of care at the system-wide level, as well as at the institution level. 

A. Structure 

1. Organizational Structure and Leadership 

A flawed organizational stmcture can undennine or even totally frustrate an organization's 
ability to meet its goals. Organizational stmcture formally identifies lines of leadership and 
accountability for organizational performance. Absent leadership and accountability, 
organizational goals are likely to dJift and effmts to r-each those goals will fail. 

As of 2006, CDCR's organizational structme with respect to healthcare was seriously flawed. 
The following bullet points are taken from the comt experts ' 2006 Status Report (pp. 8-9): 

IJ'en years ago ... 

• Historically, the leadership of the Health Care Services Division (HCSD) has been no 
been [sic] adequately positioned within the CDCR organizational stmcture to provide a 
lVOice for the serious health care issues facing the agency. Health care is effective!~ 
treated as just another program that CDCR is required to provide fo inmates. This 
nnderscores a lack of understanding of the enormity of the mission that faces CDCR and 
'commitment to developing an adequate health care program. 

• The Health Care Services Division organizational stmcture is complex and lacks cleati 
lines of authority and accountability. There are insufficient numbers of qualified healtli 
care professionals to plan, develop, implement, and monitor the health care program. As 
a result, staff often does not perform the roles that they were hired to perform (e.g. 
Regional Medical Directors, QMAT nurses and physicians) and are involved only in 
crisis management activities. 

• There has never been executive nmsing leadership with meaningful authority; 
responsibility, or accmmtability for nursing services in the CDCR Health Care Services 
Division. This has resulted in a complete vacuum of professional direction and 
Clevelopment for over 2,400 mu:ses in CDCR. It has contributed greatly to the lack of 
recruitment and retention, and to the unsuccessful implementation of the health care 
policies and procedures 

• There are n ot enough regional medical, mu-se, and adJninistrator positions (and ancillary 
upport) to provide meaningful onsite presence, training, supervisio~ and monitoring to 

llie institutions. There are 33 prisons with over 165,000 inmates divided into three 
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regions. The nmnber, size, and geographical distribution of the facilities make it virtuallYJ 
~possible for three regional medical and nursing directors to provide adequate oversight. 
[t is, therefore, not surprising that institutional staff reported during our site toms that 
lliey rarely see the regional medical directors and administrators. The HCSD regional 
mrrsing director positions remain unfilled. 

• At headquarters and in the institutions, custody staff with no health care training OJj 

expetience occupies health care management positions (on an acting or permanent basis). 
iExamples of this include correctional Lieutenants being hired into Health Care services 
tA.dministrator positions., Associate Wardens appointed as Health Care Managers, and 
correctional Captains appointed as Regional Medical Administrators. While many of 
fhese employees are dedicated and hard wor~, the majority do not have the 
qualifications and experience needed to effectively assess> Ian, develop, imP.lement and 
monitor a health care program. 

See 2005 Opinion re Appointment of Receiver, 2005 Westlaw 2932253, *3-5 (Oct. 3, 2005) 
(hereinafter referred to as 2005 Opinion reAppointment of Receiver). 

All of these deficiencies have now been addressed at the State, Regional and Institutional levels. 

a. State Structure and Leadership 

The State has established an undersecretary position for healthcare leadership which reports 
directly to the CDCR Secretary. With CDCR's concurrence, the Receiver has established a 
healthcare executive team and organizational structure. That structure includes both a healthcare 
operations and services component and a policy and administrative management component. The 
structme is simple and has clear lines of authority and accmmtability for basic healthcare 
functions encompassing Nursing, Medical, Mental Health, Dental, Quality Management and 
Regional Executives. The Deputy Director for Nursing has authority and accountability for 
statewide nursing fi.mctions. 

On the administrative side, the stmctme includes information technology, budget and resource 
management, business services, labor relations and staff development, and policy and risk 
management. It is clear to the Receiver that we never would have been able to implement or 
maintain the improvements called for by the Turnaround Plan of Action without control over and 
support from these administrative services units, all of which operate independently from 
CDCR's administrative services functions. After the termination of the Receive1·ship, the issue 
will inevitably arise (and, in fact, has already been discussed) about the possible consolidation of 
these health care administrative setvices into CDCR's administrative organization. The Receiver 
is convinced that this consolidation would be a mistake and would substantially interfere with the 
ability to maintain the improvements that have been achieved. Business and administrative 
services that support health care are not at all comparable to business and adtninisu·ative setvices 
that suppott CDCR's custody function. Consolidation would ultimately lead to poorer services 
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for health care as the specialized knowledge and expertise required to suppmt health care 
becomes diluted and health care becomes subordinated 

b. Regional Structure and Leadership 

In January 2014, four geographically focused regional healthcare teams were established. Built 
along the organizational lines of, and incmporating the existing regional mental health and dental 
teams, each region is headed by a Regional Health Care Executive, drawn from experienced 
institutional chief executive officet·s, together with regional medical, nursing, mental health and 
dental executives. 

These teams have a strong physical presence within their geographically grouped institutions, 
identify cross institutional issues, suppmi and consult with the local institutional leadership, 
leverage statewide HQ suppott resources and foster bidirectional communication between 
institutions and Headquruiers. Over the last 12 months the regional teams have incmporated 
themselves into the policy and operational processes of CCHCS/DHCS, developed strong 
headquruiers relationships, and begtm to fostet· rapid change and improvement at the institutional 
level 

Given the importance and focus on quality improvement and durable processes at the 
institutional level, the Govem or's 2015-16 budget calls for expanding the regional analytic. and 
quality teams to suppmt these key missions at the regional level. It is expected that these teams 
will provide needed "span of influence" and continued focus to best suppmi health cru·e delivery 
in a sustainable manner at both the statewide and institutional levels. 

c. Institution Structure and Leadership 

The Court found institutional leadership and supervision to be lacking: 

'The Court finds that the lack of supervision in the prisons .is a major contributor to the 
crisis in CDCR medical delivery. 

'At the institutional level, ihere are very few managers and supervisors that are 
competent. Thus, it is difficult to carry out central office directives. Just five or s· 
prisons have an adequate Chief Physician and Surgeon, and only one-third of the prisons 
have an adequate Health Care Manager. For example, the Experts report that San Quentin 
!is ' a completely broken system bereft oflocalmedicalleadership! 

"A large part of the problem is simply a lack of personnel and a chronic high vacancy. 
rate. Many line-staff, including both physicians and nurses, work without any supervision 
cwhatsoever, 
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'Tills lack of leadership and supervision has resulted in a failure to correct the myriad 
problems within the CDCR medical clinics. Such unaddressed problems have made the 
~rovision of ade~te medical care !!!IPossible and clearly: have resulted in patient deaths. 

'A fin1her result of this non-supervision is that doctors responsible for patient death and 
morbidity receive little if any discipline from supervising physicians. Beyond the obvious 
problem of condoning malpractice and allowing incompetent doctors to remain on staff, 
the leadership vacuum and lack of discipline also fosters a culture of non-accountability 
and non-professionalism whereby 'the acceptance of degrading and humiliating 
conditions [becomes] routine and permissible. ' No organization can function for long 
iWhen such a culture {esters within it~ and it has become increasingly clear to the Courti 
:that this is a major factor in the current crisis." 2005 Opinion reAppointment of Receiver, 
at *9-10 (citations omitted throughout). 

The Receiver addressed the problem of institutional leadership and supervision by completing 
initiatives in four domains: First, as described below (see Section II(B)(4) & (5)), we replaced 
incompetent providers and nurses with competent personnel. Second, we filled supervisorial 
positions. Within nursing, for example, 93% of SRN III's are filled, and 97% of SRN IT's are 
filled. Third, we established a functioning peer review system for providers (see Section 
II(B)(5)) and discipline system for nurses (see Section II(B)(4)) . Fourth, the Receiver established 
a "health CEO" position and filled those positions by recmiting from outside State service for 
health cru·e managers with significant experience leading lru·ge healthcare systems. Before, there 
was no line of accountability :fi:om line-staff upwards; today, there ru·e clear lines of 
accountability, and systems of review and discipline are ftmctioning. 

2. Facilities 

CDCR ' s facilities were not originally designed and constructed to provide adequate health care 
services, and the facilities have generally been poorly maintained. The comi experts ' 2006 Status 
Report described the problems as follows (p. 10):\ 

II en y_ears ago ... 

• Clinic Space - At virtually every facility we visited there was inadequate space for 
clinical, administrative. and ancillary support functions. Moreover, the existing space is 
often in disrepair and unsanitruy In most facilities, the clinic and office fu:rnitme was old 
and falling apart. 

• Medical Housing I Bedspace - There is [sic] insufficient numbers and types of medical 
housing and beds to match the health care needs of the patient population. The CDCR has 
:four General Acute Care Hospitals (GACH) occupied by patients who are not acutely ill, 
but require long-term skilled mn:sing care. A significant proportion of Correctional 
~reatment Centers (CTC) and Outpatient Housing Unit (OHU) beds are occupied by; 
mental health patients. Most of the remaining beds are occupied by long term car~ 
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patients. Therefore, if beds are full, medical patients who do not require hospitalization 
ru:e sent to an outside hospital simply for lack of a bed. In some cases, patients who 
should be monitored in a CTC bed are sent back to their housing unit, subsequently 
deteriOI"ate, and must be urgently sent to an outside hospital. The CDCR does not have ~ 
medical bed space management system that ensures the appropriate and best use of 
medicoS! beds 

These findings echoed the District Comt' s 2005 opinion ReAppointment of Recehler, where the 
Comi descti.bed the deficiencies in facilities as follows: 

rJ'en years ago ... 

"The physical conditions in many CDCR clinics are completely inadequate for the 
provision of medical care. Many ~linics do _not. mee~ basic sanitation s~~~ds. J?xam; 
tables and counter tops, where pnsonets w1th mfections such as Methictllin-Reststant 
Staph Ameus (MRSA) and other communicable diseases are treated, are not routine~): 
disinfected or sanitized. Many medical facilities require fundamental repairs, installation 
of adequate lighting and such basic sanitary facilities as sinks for hand-washing. In fact 
lack of adequate hygiene has forced the closure of some operating rooms .... 

'The Court observed first-hand at San Quentin that even the most simple and basic 
elements of a minimally adequate medical system were obviously lacking. For example, 
!the main medical examining room lacked any means of sanitation - there was no sink and 
no alcohol gel- where roughly one hundred men per day undergo medical screening, and 
the Comi observed that the dentist neither washed his hands nor changed his gloves after 
!treating patients into whose mouths he had placed his hands." 2005 Opiniou re 
'Appointment of Receiver, at *15 (citations omitted throughout). 

As of this wtiting, major improvements have been completed at San Quentin and A venal State 
Prison, a new healthcare facility in Stockton for the neediest medical and mental health patients 
is in the process of activation, and clinic and treatment room improvements for all other prisons 
are now beginning to be constmcted. In addition, a recently authorized sanitation program tun by 
Prison Industry Authority and using inmate labor is making substantial progress in establishing 
and maintaining sanitary conditions. 

a. Construction at San Quentin 

Constmction at San Quentin was completed by the end of 2009. The construction program 
included a medical warehouse, east and west mtunda clinics, personnel office.s, the triage and 
treatinent area, a clinic heat project, and replacement parking spaces. The most significant 
conshuction was the Central Health Services Building which is the ptimruy home for medical, 
mental health and dental treatinent at San Quentin. 
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e. Sanitation Program 

Health care delivery and work locations such as phatmacies, laboratories, examination rooms, 
standby emergency rooms, and mu·sing stations must be propedy maintained, disinfected, and 
sanitized . The ability to provide health care clinic space that is clean, sanitized, and well 
maintained is not and has never been a core competency of CDCR. Even before the 
Receivership, medical experts consistently found prison health cat·e clinic space failed to meet 
even the minimum standat·ds 1·equired for a health cat·e environment. Wardens have long been 
instructed to ensure the health care clinics, in:firmaties, and other inpatient areas are maintained 
in a clean and orderly fashion. While there may have been some individual attempts at isolated 
locations, the problem appeat·s to have been virtually intractable. 

More recently, 1macceptable standards of health care cleanliness and sanitation were a consistent 
theme in the eight inspections and reports by the Comi's three medical expetts during their 
institution visits in 2013. The cleanliness and sanitation deficiencies found at many institutions 
at·e so serious the experts determined these issues must be petmanently addressed as a 
prerequisite to the transition of medical care back to the State. 

The sanitation model previously employed at the institutions used inmate potters supervised by 
custody staff. It is clear that this model has been unsuccessful. In order for the institutions to 
have the necessaty tools to ensure the medical at·eas are clean, sanitmy and disinfected- an 
essential for a health care environment- much higher standards must be met. These standards 
include those promulgated under California Code ofRegulations, Title 22, standards outlined by 
the Association for the Health Care Environment, OSHA Safety Requirements, and other 
standards outlined by the Environmental Protection Agency, the Depatiment of T oxic Substance 
Control, and the Center for Disease Control. 

The Receiver decided to enter into a contract with the California Plison Industry to provide 
sanitation services to health care at·eas. The contract entered into between Califomia Correctional 
Health Care Services and the California Ptison Industly provides sufficient resources to provide 
cleaning for all of the licensed health care at·eas statewide and complies with the cleanliness and 
sanitation standards required under Title 22 standat·ds. So fat·, the implementation of this contract 
has been a cleat· success. Health care at·eas that fonnedy were not cleaned properly for years 
have been thoroughly cleaned and are being routinely maintained. The program will have rolled 
out to all but 8 institutions by June 2015, and will finish its initial roll-out during 2015-2016. 

3. Equipment 

In addition to having deficient facilities, CDCR did not properly equip its facilities to perfmm 
routine medical services. The Comt described the situation in its 2005 Opinion reAppointment 
of Receiver as follows: 

Te11 years ago . .. 

"In addition, many of the facilities lack the necessary medic-al equipment to conduct routine 
examinations and to respond to emergencies. Clinics lack examination tables and physicians 
often have to examine atients who must sit in chairs or stand in cages. 
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"The Court observed first-hand at San Quentin that even the most simple and basic elements 
of a minimally adequate medical system were obviously lacking. For example, the main 
medical examining room lacked any means of sanitation - there was no sink and no alcohol 
gel -where roughly one hundred men per day undergo medical screening, and the Cow1J 
observed that the dentist neither washed his hands nor changed his gloves after treating 
patients into whose mouths he had placed his hands." 2005 Opinion re Appointment of 
Receiver, at *15. 

The deficiencies in medical equipment and fixtures were addressed in the Turnaround Plan as 
follows: First, Objective 2.3 was devoted to improving the emergency response system, 
improvements which included conducting an inventory of, assessing and standardizing 
equipment to support emergency medical responses. As noted in the Turnaround Plan, 
"emergency medical equipment . . . is not uniformly available at CDCR institutions" (Action 
2.3.3, p. 10). 

As documented in the 1 ih Tri-Ammal Report, the deficiencies in emergency medical equipment 
were cured in early 2009 when we completed the six following elements of Action 2.3.3 of the 
Turnaround Plan: 

• Element I- Identify critical emergency medical equipment; 
• Element II- fuventory and deploy emergency medical treatment bags; 
• Element III- Smvey other EMR equipment needs; 
• Element N- Develop procurement methods; 
• Element V- Procure and deploy EMR equipment; and, 
• Element VI- Develop program sustainability. 

With respect to Element VI, we developed an EMR Standard Equipment Catalogue which was 
provided to om procurement staff, institution CEOs and directors of nursing, and regional 
offices. At that time, a fom-year standardization and expansion budget plan was developed. 

The second deficiency - basic gaps in treatment room facilities and equipment - will be 
addressed in the facility improvements that are being implemented in the HCFIP program, as 
described above. Through that program, we will improve the level of standardization of clinic 
and treatment mom equipment and supplies. 

4. Budget and Fiscal 

Implementing the changes necessary to bring medical care within CDCR up to constitutional 
standards has required a new and higher level of expenditures than was previously allocated to 
prison medical care. Even before the Receivership was established, from FY 1994-95 to FY 
2005-06, total prison health care expenditures increased 252% from $368 million to $1.296 
billion (with $620 million of that increase after FY 2000-01 when the Plata case commenced). 
Yet these expenditures did not materially improve the quality of care, as found by the Comi in its 
2005 Order re Appointment of Receiver. 
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When the current Receiver was appointed in January 2008, he fmmd a budget for prison health 
care that was headed towards $2.4 billion. As prut of the Turnaround Plan of Action, the 
Receiver embarked upon a series of cost reduction strategies that cut $400 million annually fi"om 
the medical care budget. Combined with other c.hanges and ref01ms, beginning in FY 2010-11 , 
the budget for prison medical care stabilized at around $1.6 billion. Expenditures for FY 2014-15 
are expected to jump substantially because of co.sts associated with the Cocci testing progratll, 
additional PY s for CHCF and very high costs for new drugs to treat Hep C. 

The Comt concluded in its 2005 Order re Appointment of Receiver that the State's lengthy 
budget process itself inte1fered with implementation of court-ordered changes: 

"The State budgetary process similarly hinders defendants from instituting medical reforms. 
lliere is a lengthy process for obtaining resources for personnel, equipment or facilities. If 
generally takes between 14 months 10 two years for a budget concept to result in an 
appropriation of funds. An even lengthier capital outlay process must be used when the 
CDCR seeks to build a new building or make significant changes to an existing structure., 
2005 Order re4EE.ointment o[_Receiver at *18 citations omitted 

During the cunent Receiver' s first three years, there were substantial discrepancies between 
what the Receiver knew he would be spending and what was reflected in official State budget 
documents. The Receiver and his staff have worked diligently with the Depruiment of Finance, 
the Legislative Analyst's Office and the budget committees in the Legislature to reach a new 
baseline budget for prison medical care that incorporates all ongoing operational expenses, 
removes those discrepancies and bases funding for direct medical care on inmate medical acuity. 
Only by reaching this agreement on a new baseline budget can the Comt have some degree of 
confidence that the improvements we have achieved will continue to be ftmded. 

The Receiver has not asked the State pennanently to modify its ordinary budget processes for the 
prison medical care program. Those processes reflect a policy of careful analysis and 
deliberation within the Executive Branch and democratic controls as the budget works through 
the Le.gislature. The Receiver believes that with a new baseline established for prison medical 
care, normal budget processes can adequately handle the yeaT-to-year changes that are likely to 
occur in prison medical cru·e spending. 

5. Acquisitions and Medical Contracting 

The Com1 noted in its 2005 Order re Appoi11fment of Receiver that the State 's lengthy 
procmement process was one of the bureaucratic obstacles to refomring CDCR' s medical care 
system. The Comt explained as follows: 
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"In general, the California Department of General Services must approve all State contracts, 
fn.cluding contracts for personal services and contracts for information technology goods and 
services. Deputy Secretary for Information Technology for CDCR, JeffBaldo. testified that 
ilie entire contracting process, from the initial stage of determining the need for goods or 
services for information technology to awarding a contract~ can take up to two years." 2005 
Order t•e Appointment of_ Receiver, at *18 {citations omitted). 

There is no question that the State 's procurement processes are lengthy. The Receiver served as 
Acting Director of the Department of General Services during the Davis Administration and 
subsequently se1ved as the State 's Chief Information Officer, a role which frequently involved 
planning and monitming complex information technology procmements. Because of his 
experience, the Receiver was able to recmit from the Depmtment of General Services and other 
departments some of the best procurement personnel in the State. Even with this talent, it has 
been necessary and advantageous on certain lm·ge procurements, pm-ticularly large infmmation 
technology procmements, to employ special contracting authority provided by the Court based 
on waivers of State procurement law (it should be noted that these waivers will not be available 
to CDCR after the Receivership has concluded). This authority facilitated quicker contracting 
ilian is usually possible using the State's processes. 

The Receiver discovered an acquisitions fimction that was chaotic and dysfunctional. There was 
no strategic approach at all to contracting. For example, there were literally hundreds of contracts 
with individual hospitals and outside providers to provide services. The terms of these contracts 
were not standardized, and in many cases, contracts with providers had expired and had not been 
renewed. With many hospitals, there was no contract at alL and bills were simply paid as 
invoiced (at unreasonably high rates, in some cases). 

In addition to professionalizing the acquisitions staff, the Receiver· moved decisively towards a 
more strategic approach to contracting. Instead of hundreds of unmanageable contracts with 
individual hospitals and provider groups, the Receiver ordered staff to conduct a strategic 
procurement to acquire a statewide network of providers. The nmnber of separate registry 
contracts has been reduced for similm· reasons. Contracting for basic medical supplies has been 
improved by establishing a fmmulmy. These and other contracting changes have significantly 
improved om ability to contract for goods and se1vices. 

As part of the transition of p1ison medical care back to State control, we will be seeking a few 
changes to State procmement law with respec.t to prison health care. The changes would allow 
for the extension of specified existing contracts for up to two years without a new bid process, 
incorporate negotiation as part of the procurement process to ensure the State is receiving best 
value or most cost-efficient setvices (instead of only lowest bid), and allow for payment of 
invoices for health care services even in the absence of a written contract 
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The Receiver believes that the combination of better staff along with a more strategic approach 
to contracting will be a durable solution to the contracting problems identified in the Court' s 
2005 Opinion. 

6. Human Resources 

The success or failme of a health care services organization ultimately depends upon its ability to 
recmit and maintain a quality workforce. The 2005 Opinion re Appointment of Receiver 
explained serious deficiencies in CDCR's human resources systems: 

:I ()_years ago ... 

"The CDCR also suffers from a significant vacancy rate in critical positions within the 
medical c-are line-staff. . . . The vacancy problem also plagues the Department in all other 
areas of health care staffing. Vacancy rates at some institutions are as hisll as 80% fol' 
Registered Nurses (RNs) and 70% for Medical Technical Assistants (MTAs ). 

''The CDCR has made some efforts to recruit and retain qualified supervisors, doctors, 
nurses and MIAs. However, these efforts have paled in the face of the enormity of nee~ 
~e CDCR's efforts also have been s!Y.!!I!ed to large degree by the state bureaucracy, as 
discussed below. 

"The reality facing the CDCR is that its efforts to recmit qualified medical staff into the 
current system have been ill-fated from the start. For example, compensation levels fou 
CDCR medical staff are simply too low. According to a CDCR commissioned study, 
compensation for CDCR staff registered nurses is 20-40% lower than for RNs in the 
private sector, and up to 57% lower for some supervising nurses. Yet the State has failed 
to pay heed to the study and the mn:se staffing crisis continues unabated. 

'The difficulty in recruiting qualified medical staff is compounded by the poor workin~ 
conditions offered. In one instance, the triage nurse at San Quentin had to walk throu~ 
llie men's shower room, while it was in use, in order to get tt) her 'clinic' in which she 
had no sink, exam table or medical equipment. Many competent professionals simply will 
not work, at least not for long, tmder such conditions. 

~'Ih addition, the long and bureaucratic hiring pmcess at CDCR increases the difficulty of 
retaining competent doctors and nurses. The testimony at the hearing makes it clear that 
~e State bureaucracy is simply incapable of recognizing and acting upon the crisis in 
~hich the CDCR finds itself" 2005 Order re Appointment of Receiver, at *11-12 
citations omitted throug!!out 

The Receivership addressed most of the difficulties in hiring by establishing a well-staffed, 
highly proficient human resources division at headqua.tters to lead and assist in keeping vacancy 
rates at appropt"iate levels (compensation levels for pmviders and nurses were increased to 

30 



  

 

 
Payroll Transactions and Benefits 

 

 
Position  Control  

 
 

Classification and Pay

 
 

Equal Employment O pportunity ( EEO)

 
 

Disability  Management  Unit 

 
 

Examination S ervices Section (ES S) 

 
 
 
 
 
 
 
 

Case3:01-cv-01351-TEH   Document2840-1   Filed03/10/15   Page34 of 68



Case3:01-cv-01351-TEH   Document2840-1   Filed03/10/15   Page35 of 68

• He,adquarters Certification Unit- provides assistance to Nmthem Region instihltions 
and headquru.ters programs for the Department's 200+ civil service classifications. It is 
responsible for processing all requests to fill vacant positions for No1them Region 
institutions and headquru.ters and is a critical component in ensuring the legality of hires 
in accordance with State regulations. 

• Executive Recruitment - responsible for examination, recmitment, selection, hiring, 
compensation, and on boru.·ding services for all headquarters and institutional executive 
and Career Executive Assignment (CEA) positions. 

• Workforce Development Unit- provides nationwide and statewide recruitment services 
for CCHCS/DHCS through the use of print and digital media and conference and job fair 
attendance. It is responsible for recmiting all Executive, Information Technology, 
Administrative, and Clinical classifications at headquarters, regional offices, and 
instihltions. Additionally, the Unit provides support for the Depru.iment' s Federal Loan 
Repayment Program, Education Program, and Visa Program. 

• Regional Personnel Offices - Responsible for recruitment, ce1tification process, 
selection and hiring for all health cru.·e positions in institutions. Prepru.·es. processes and 
maintains the changes to established positions (establish, redirect, reclassify, and abolish 
positions). Provide consultative se1v ices to institution health care management on human 
resources Issues. 

• Seniority Placement Unit - Responsible for placement setvices and conducts layoff 
activities. 

7. Information Technology 

The Comt noted in the 2005 Order re Appointment of Receiver, that many of the problems 
identified by the Court could be traced back to a total absence of information systems within the 
CDCR. The lack of infmmation systems created a management nightmru.·e whe1·e basic 
information about any health care process was simply not available in a timely manner. In this 
environment, quality management and improvement was impossible, and providers lacked basic 
information about their patients. 

'[C]entral office staff do not have the tools they need to handle the vast quantity of 
Information necessary to manage a billion dollar, 164,000 inmate system. Data 
management, which is essential to managing a lru.·ge health care system safely and 
efficiently, is practically non-existent. The CDCR's system for managing appointments 
and tracking follow-up does not work. These data management failures meant that central 

ffice staff cannot find and fix systemic failures or inefficiencies. As just one of 
innumerable examples, there are patients in the general population who need specialized 
housing, but the CDCR does not track them and headquarters staff is unaware of hovv: 
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many specialized beds are needed!' 2005 Order re Appointment of Receiver, at *6 
(citations omitted throughout). 

Effective, efficient and secme information management lies at the core of any large healthcare 
organization. The Receivership built from scratch an Information Technology Se1vices Division 
(ITSD) that has successfully deployed and cunently maintains hlmdreds of millions of dollars of 
information technology systems that enable om clinical staff to provide better care and give us 
the data infrastmcture to make quality management and improvement an organizational reality. 
ITSD has 280 staff and is comprised of four areas: 

• Operations/Infrastructure: 
o Data Center, Network, Security Operations, Disaster Recove1y, Regional IT 

Suppm1, Teleme.dicine/Telepsych Support, Setvice Desk 

• Clinical Information Technology Systems: 
o Application and Data Base Development and Maintenance 

• Information Technology Management and Analysis: 
o Asset Management, Ente1-prise Architecture, Contracts/Procurement, HR 

Se1vices, Project Oversight and Governance, Project Integration 

• Office of Information Security 
o Policy, Audits, Incident Response 

Collectively, each area pmvides the technologies, tools and high quality setvices that suppo1t the 
healthcare mission, including the following sets of systelllS: 

• Network 
CCHCS maintains a high-speed medical-grade network at all35 institutions and 6 
headquru1er sites. This includes managing backup power and satellite back-up 
data connections as well as Wi-Fi access enabling mobility for clinicians and 
medical devices. 

• Service Desk 
The CCHCS Se1vice Desk (Call Center and Desktop Support) suppm1s 
approximately 13,000 users. The call center receives 4,000 calls per month. The 
average time calls are in queue is 17 seconds with the average time per phone call 
at 3 minutes and 33 seconds. 10,000 incident and setvice request tickets are 
processed per month with 60% of the tickets being submitted through the 
customer self service portal. 

• Electronic Health Record System (EHRS) 
CCHCS has lmdeliaken a new Electronic Health Record Project. ERRS is a 
commercial off-the-shelf software solution which provides electronic pmcessing 
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B. Process 

1. Access to Providers & Services 

Inmate access to providers and other medical services was a serious problem that significantly 
contributed to the Comi's conclusion that the medical system was constitutionally deficient. The 
Court explained the situation in its 2005 Opinion reAppointment of Receiver as follows: 

"As a matter of medical policy. the CDCR requires that withi11 one business day of the 
submission of a prisoner request for medical care, an RN shall triage the request using an in­
person interview and standardized protocols. Unfortunately, this policy lives more on paper 
tthan in reality. The CDCR has left several basic nursing policy requirements only partiall)lj 
implemented and at some prisons face-to-face triage is nonfunctional. As a result, patients do 
!!Otreceive timely access to care and suffer a serious risk ofhann and even death as a result. 

<Jn addition, inmates do not have timely access to physicians. Appointments with physicians 
often do not take place within the time frame established by CDCR policy. A number o~ 
prisons experience 'serious backlogs in patients receiving medical care . .,, 2005 Opiuion re 
'4EP..ointment o Receiver at* 13 citations omitted throu out . 

Access to care is a complex, multi-faceted ftrnction. Patients who need access to care must be 
proper! y identified (sometimes by the patient him or herself, sometimes by nmses who triage 
service requests, sometimes by CDCR physicians who must make decisions about tests and 
outside t·efenals , and sometimes by external physicians), appointments must be properly 
scheduled within timelines set either by policy or by physician orders, and patients must be 
escmied to those appointments as scheduled. There are multiple oppmtunities for system failure, 
and the system was plainly nonftrnctional when the Receivership began. 

The Healthcm·e Services Dashboard reports on six measmes related to scheduling and access to 
care as follows: (a) access to medical services; (b) access to dental services; (c) access to mental 
health services; (d) appointments c-ancelled due to custody; (e) appointments seen as scheduled; 
and (f) effective communication provided. 

The Turnaround Plan of Action addressed access to care as the primary focus of its first goal, 
which was to "Ensure Timely Access to Health Cm·e Services." There were fom objectives under 
the first goal: (1) Redesign and Standat·dize Screening and Assessment Processes at 
Reception/Receiving and Release; (2) Establish Staffing and Processes for Ensm:ing Health Cm·e 
Access at Each Institution; (3) Establish Health Cm·e Scheduling and Patient-Inmate Tracking 
System; and (4) Establish A Standardized Utilization Management System. Turnaround Plan, 
pp. 5-7. All objectives were completed by em·ly 2014. Twenty-sixth Triannual Report, pp. 5-7 
(Jtme 2, 2014). 
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to mental health services. This percentage has been consistently above 85% since June 2014. 

d. Appointments Cancelled Due to Custody 

In its 2005 Opinion re Appointment of Receiver, the Court took special notice that access to 
medical care was often blocked by custody staff. The Court explained as follows: 

'A major problem stemming from a lack of leadership and a prison culture that devalues the 
lives of its wards is that custody staff present a determined and persistent impediment to the 
Clelivery of even the most basic aspects of medical cm·e. Too frequently medical care 
decisions are preempted by custodial staff who have been given improper managerial 
responsibility over medic.al decision-making. 

"Correctional officers often are not available to take prisoners to medical appointments or to 
enable the physicians to do examinations. In medicalllllits that lack call buttons for prisoners 
to contact doctors, custody staff routinely fail to make rounds and check on patients. 

"All in all, there is a common lack ofTespect by custody staff for medical staff, and custod~ 
staff far too often actively interfere with the provision of medical care, often for reasons thaf 
appear to have little or nothing to do with legitimate custody concerns. This exacerbates the 
broblem of physician retention, and the evidence reflects that a number of competeD\ 
physicians have left CDCR specifically due to conflicts with custodial staff.~' 2005 Opinion 
re AJ!p_Ointme11t of Receiver at * 15 (citations omitted througl.!out). 

The Receivership addressed this problem on several fronts. most significantly by establishing 
properly staffed and trained Health Cm·e Access Units that are accountable for facilitating inmate 
access to health care. It is now exceedingly rare that we receive any reports that individual 
custody officers are interfering with access to health care. 

As for the health care access system, we report on the prevalence of interference with scheduled 
appointments due to custody factors by a composite measure that includes the percentage of all 
health care appointments cancelled due to custody factors such as lockdown or modified 
program, lack of officers or t:ransp01tation, fog recall, or lack of holding space. The pe1formance 
target is that less than 1% of health care appointments are cancelled due to custody reasons. 

As of November 2014, the Healthcare Services Dashboard repmts that 2.8% of health care 
appointments were cancelled due to custody. This measme has been between 1.6% and 3.3% 
during 2014. 

37 



  

e.   Appointments Seen as Scheduled
 

 

 
f. Effective Communication Provided

 

 

 
2.   Continuity of Providers

 

 
a.   Continuity of Medical Providers

 

Case3:01-cv-01351-TEH   Document2840-1   Filed03/10/15   Page41 of 68



Case3:01-cv-01351-TEH   Document2840-1   Filed03/10/15   Page42 of 68

patient had over the past 6 months that occmTed with the two providers who saw the patient the 
most often. This measme is based on a rolling six months of data. The performance target is that 
high and mediUlll risk patients will have 85% or more of their encormters with the same one or 
two providers within the past six months. 

As of November 2014, the Healthcare Services Dashboard reported 86% compliance for 
continuity of primary care providers. This measure has been above 85% for all of 2014. 

b . Continuity of Mental Health Primary Clinician 

We report monthly on the percentage of each enhanced outpatient program patient' s encormters 
that occm1·ed with a single Mental Health Primary Clinician dming the past 6 months. This 
measure is based on a rolling six months of data. The perfmmance target is that enhanced 
outpatient program patients will have 85% or more of their encormters with one mental health 
primary clinician within the past six months. 

As of November 2014, the Healthcare Services Dashboard Teported 84% compliance for 
continuity of mental health primary clinicians. This measme has been above 78% for all of2014 
and above 80% since Jrme 2014. 

c. Continuity of Psychiatrists 

We report monthly on the percentage of each enhanced outpatient program patient's encormters 
that occtmed with a single psychiatrist during the past 6 months. This measme is based on a 
rolling six months of data_ The perfmmance target is that enhanced outpatient program patients 
will have 85% or more of their encormters with one primary psychiatrist within the past six 
months. 

As of November- 2014, the Healthcm·e Services Dashboard repmted 84% compliance for 
continuity of psychiatrists. This measure has been above 78% for all of 2014 and above 80% 
since Jrme of2014. 

3. Medication Management 

Medication management is a critical component of any health care system and presents special 
challenges in a prison setting where patients are generally not able to acquire prescribed 
medications themselves and where there m·e well-formded concerns about hoarding of 
medications. The phmmacy and medication management systems were seriously deficiept which 
the Court explained in its 2005 Opinion reAppointment of Receiver as follows: 

'1 0 Y.ears ago . . 

"The Court concurs with Dr. Puisis that management of the prison phannacy operation is: 
'unbelievably poor. • There is no statewide coordination between pharmacies and there is no 
· tatewide pharmacist. At the individual institutions, the administration of medications is in 
iVarious states of disarray. 
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''The CDCR has failed to adequately implement the Inmate Medical Policies and Procedures 
that reguire each prison to develQP local procedures for medication mana ement. 

"There are serious, long-standing problems with dispensing medication, renewing 
P.rescriptions. and tracking expired prescriptions. Chronically ill patients are not able to refill 
itheir prescriptions in a timely manne1·. 

"The Court observed the pharmacy at San Quentin first-hand. As discussed in the Order to 
Show Cause, the pharmacy was in almost complete disan·ay. Additionally, there is no system 
to identify expiring prescriptions for critical medications and patients wait two to three weeks 
'for refills, which places many inmates at unnecessarily increased risk. 

"To ensure continuity of treatment, the policies require that prescriptions continue to be filled 
r hen a prisoner transfers to another prison. In practice, however, the prisons do not 
f onsistently transfer prescriptions along with the inmates, resulting in large quantities of 
medication being thrown out rather than administered. On the other end, the receiving 
prisons routinely disregard prescriptions from sending prisons." 2005 Opinion re 
l4ppointmeut ofRecetver, at *16 (citations omitted throughout). 

The Turnaround Plan of Action addressed problems with the phrumacy system in Objective 5.1, 
which sought to establish a comp1·ehensive, safe and efficient phannacy program. The elements 
of that objective included developing a functioning dmg fmmulary to improve consistency in 
prescribing practices and reduce cost, improve phrumacy policies and practices at each 
institution and introduce a phannacy infmmation technology system, and establish a central-fill 
pharmacy to se1ve the institutions. These goals were completed by the end of 2011. Nineteenth 
Tri-Annual Report, p. 16 (Jan. 13, 2012). 

The Tumaround Plan of Action did not address all aspects of medication management. The 
formulmy, institution phatmacy practices, and a central-fill phannacy are impo1tant components 
of a properly functioning medical management system. However, there remains the challenge of 
actually distributing prescribed medications to patients in a timely manner. ill a p1ison, where 
many of the medications must be personally delivered so that a clinician can directly obse1ve the 
patient taking the medication, accurate and timely distribution is a complex endeavor. At any one 
time, more than half of the inmate population has one or more prescriptions, and on any one day, 
tens of thousands of dmgs must be delivered. 

ill retrospect, in part because the Turnaround Plan of Action did not directly address this 
distribution challenge, medication management has trailed other elements of the health care 
system in making sustainable improvements. The medication management scores during the first 
three mlmds of OIG inspections were consistently lower than other elements of the medical 
system. To improve medication management, we are in the process of acquiring a commercially­
available electronic medical record system that, if properly implemented, will facilitate improved 
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4. Nursing 

Approximately 85% of our clinical staff, some 5,195 positions, are nmses (SRN ill, SRN IT, RN, 
LVN, CNA and Psych Techs). Needless to say, having a quality nursing staff is critical to the 
delivery of care. The Court's review of nursing indicated serious gaps in the nursing program: 

'1 0 )'.ears ago .•• 

''The evidence establishes beyond a doubt that the CDCR fails to provide competent mu-ses 
to fill the needs of the prison medical care system. According to the Court's nursing Expert, 
Madie LaMarre, CDCR mn·ses often fail to perform basic functions and refuse to carry out 
specific physician's orders. She also found that a number of nurses were not even certified in 
basic CPR At certain prisons, muses often fail to identify urgent medical i ssues that require 
mrmediate referral to a physician. Even where face-to-face triage is implemented, nmses 
often fail to take vital signs or conduct examinations. Nurses then often fail to adequately 
assess patients and dis~e aw.roP.riate over-the-counter medications for problems. 

''Additional, the evidence shows that those nurses who fail to perform basic duties over an 
extended period of time are not disciplined." 2005 Op_inion re Appointment o[ Receiver, at *9 
(citations omitted throughout). 

The Turnaround Piau of Action sought to remedy these deficiencies tln·ough a sustained 
recruiting program (see Objective 3.1.1), establishing appropriate nursing leadership and 
supervision at the institutions (see Objective 3.2.1) and creating professional-quality training 
programs for providers and nurses (see Object 3.3). 

The Healthcare Services Dashboard teports m onthly on the percentage of authorized positions 
that are filled for nurses by displaying three numbers: (1) the actual number of full-time 
equivalent (FTE) nursing positions used dming the reporting month, taking into account homs 
worked by c.ivil service staff, Tegist:ry staff, and staff senring ovetiime, covering more than 20 
classification types; (2) the auth01ized numbel' of FTEs in these positions under the ctment 
budget; and (3) the percent of authorized filled. The petformance target is 90% of auth01ized 
positions being filled. 

As ofNovembei 2014, the Healthcaie Services Dashboard repmted 5,742 nursing FTEs actually 
used and 5,354 FTEs authorized resulting in 107% of authorized FTEs being used. As explained 
above (Section ill(A)( l)(c)), over 90% of our supervising nmsing positions are filled. 

We have made available to om nurses nationally recognized training programs tlu-ough 
HealthStream and AACN ENMO. 

5. Providers 

The Comt's 2005 Opinion re Appointment of Receiver highlighted inadequacies both in the 
number and quality of CDCR physicians as follows: 
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"The CDCR also suffers from a significant vac~cy mte in critical positions within the 
medical care line-staff. The vac-ancy rate for physician positions is over 15%, and this 
fioes not account for the additional significant percentage of incompetent doctors who 
need to be replaced. The rates differ from institution to institution, depending pat11y on 
llie desirability of the location and the culture of the prison. At one institution, there are 
only two doctors responsible for approximately 7,000 prisoners. 

'The Court finds, based on estimates by the Com1 Experts and CDCR's consultant, 1hat 
the CDCR must hire approximately 150 competent physicians to fill vacancies and 
replace inadequate physicians throughout the system." 2005 Opinion re Appointment of 
Receiver, at * 11. 

*** 
' 'The CDCR sorely lacks sufficient qualified physicians to provide adequate patient care 
to prisoners. ~e there certainly are some competent and dedicated doctors working 
iWithin the system, they are unable to service even a fraction of the entire prisoner 
population. Many other CDCR physicians are inadequately trained and poorly qUalified 
as, for many years, CDCR did not have appropriate criteria for selecting and hii:ing 
doctors. Dr. Shansky testified that historically the CDCR would hire any doctor who had 
'a license, a pulse and a pair of shoes.' According to Dr. Puisis, 20-50% of physicians at 
llie prisons provide poor quality of care. Many of the CDCR physicians have priol' 
criminal charges, have had privileges revoked from hospitals, or have mental healili 
related problems. An August 2004 survey by CDCR's Health Care Services Division 
howed that approximately 20 percent of the CDCR physicians had a record of an 

adverse report on the National Practitioner Databank, had a malpractice settlement, had 
their license restricted, or had been put on probation by the Medical Board of California. 
~e Court Experts testified that the care provided by such doctors repeatedly harms 
prisoner patients. The Court finds that the incompetence and indifference of these CDCRl 
physicians has directly resulted in an unacceptably hi@ rate of · atient death and 
morbidity. 

'Inadequate medical care in CDCR is due not merely to incompetence but. at times, to 
1mprecedented gross negligence. Indeed, the evidence from multiple sources establishes. 
fuat medical care too often sinks below oss neglj enee to outri~t cruel!J:~ 

'The Court will give just a few representative examples from the testimonial and 
documentary evidence. In one instance, a ptisoner reported a two to three week histmy of 
[ever and chills and requested care. The prisoner repeatedly visited medical staff with an 
mcreasingly serious heart condition but was consistently sent back to his housing unit. 
Eventually, the patient received a correct diagnosis of endocarditis, a potentially fatal 
heart condition treatable with antibiotics, but did not get appropriate medication. Finally, 
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~e prisoner went to the prison emergency room with very low blood pressm·e, a higll 
trever and cyanotic (blue) fingertips, indications of seriously deficient blood flow and 
probable shock Despite the objections of a nurse who recognized the severity of the 
prisoner's condition, the physician attempted to retmn the patient to his housing unit 
without treatment. Rather than being sent to a community hospital emergency room for 
immediate treatment, as would have been appropriate, the patient was sent to the prison's 
Outpatient Housing Unit for observation. He died shortly thereafter from cardiac arrest. 
Dr. Goldenson found that this course of treatment was 'the most reckless and g.;ossl~ 
negligent behavior [he had] ever seen by a physician. ' 

''In another example. a prisoner repeatedly requested to see a doctor regarding acute 
abdominal and chest pains; the triage nurse canceled the medical appointment, thinking 
llie prisoner was faking illness. When the ptisoner requested transfer to another ptison foli 
trea1ment, his doctor refused the request without conducting an examination. A doctor did 
ee the prisoner a few weeks later but refused to examine him because the prisoner had 

rmved with a self-~agnosis ~d the doctor found this un~cceptable. The pris?~er died 
two weeks later. SIXty-two gnevances had been filed agamst that same phystctan, bu 
iWhen interviewed by the Court Expert, the physician advised that most of the prisoners 
~he examined had no medical problems and were simply trying to take advantage of the 
medical care SY§tem. 

'In a further example, in 2004 a San Quentin prisoner with hypertension, diabetes an~ 
renal failure was prescnoed two different medications that actually served to exacerbate 
his renal failure. An optometrist noted the patient's retinal bleeding due to very higbj 
blood pressme and referred him for immediate evaluation, but this evaluation never took 
place. It was not until a year later that the patient's renal failure was recognized, at whiobl 
point he was referred to a nephrologist on an urgent basis; he should have been seen b~ 
ithe specialist within 14 days but the consultation never happened and the patient died 
lliree months later. Dr. Puisis testified that 'it was like watching the natural history of 
high blood ressure tum into chronic renal failure somewhat similar to the Tuske ee 
experiment.' 

"Defendants have made some efforts to identify and remove from patient care those 
practitioners believed to be providing substandard care~ in 2004, twelve such doctors 
iWere temoved. The Quality In Corrections Medical ('QICM') program, developed in 
conjunction with the Court Experts, Dr. Kanan, Dr. Shansky, and the University of 
California at San Diego seeks to evaluate the work of identified CDCR physicians in 
order to improve and assure physician quality. However, Q1CM has encountered 
considerable obstacles to implementation and as of yet has not satisfactorily addressed 
the problelllS of incompetence and indifference." 2005 0 inion re A£ ointment oj 
!Receiver, at *6-7 (citations omitted throughout). 
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a. Staffing 

The Turnaround Plan of Action addressed physician 1·ecmitment in Objective 3.1 which set a 
target of filling 90% of physician positions with qualified medical personnel. To ensme better 
quality in the recmitment process, the job description was changed to require that all applicants 
be board celiified in family or intemal medicine. 

The Healthcare Se1vices Dashboard 1·eports monthly on the percentage of authorized positions 
that are filled for medical personnel, phmmacy, dental clinical, and mental health clinical. For 
each of these positions, the measme displays three numbers: (1) the actual number of full-time 
equivalent (FTE) medical provider positions used dming the repmting month, taking into 
account hom s worked by civil service staff, registry staff, and staff serving overtime; (2) the 
authorized number of FTEs in these positions under the cunent budget; and (3) the percent of 
authorized filled. The perfmmance target for all of these positions is 90% of authorized positions 
being filled. 

As ofNovember 2014, the Healthcare Se1vices Dashbom·d reported the following staffmg: 

Actual Authority % of Authority 
MedicalFTE 434 463 94% 

Pharmacy FTE 531 488 109% 
Dental Clinical FTE 798 825 97% 

Mental Health Clinical FTE 2767 3275 84% 

b. Quality of Providers 

A key aspect of recruiting and maintaining a quality provider workforce is a fi.mctioning 
credentialing, licensing and certification program. As the Court noted in its 2005 Opinion, these 
important progrmns were not functional: 

:J 0 Y,ears ag_o ••• 

"The CDCR's high number of incompetent or unqualified doctors is due in part to 
defendants~ failure to track physician credentials and to remain cognizant of the areas ofj 
practice in which their board-certified doctors are certified. The Patient Care Order required 
CDCR to establish a policy of credentialing and privileging physicians as a critical step tQ 

reventing h-.~ arm=-.t-..o_......,--.-.--. 

HDefendants were allowed five and a half months to institute a credentialing policy. 
Credentialing is widely used in the health care industry, and the policies are 'not that 
complicated. ' Instead of developing this policy in house, the CDCR contracted out ihe ask. 
waiting nine months to even si a contract with the firm erfonnin the work. 
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c. Peer Review 

Maintaining and improving a quality medical workforce is done, in prut, through peer review 
systems. Those systems were not func.tional prior to the Receivership, as explained in the 2005 
Opinion re Appointme11t of Receiver: 

.. Peer review is the periodic review of work by similarly qualified professionals. For quality, 
control and the identification of bad practitioners, peer review is performed universally b~ 
health care organizations. But in the CD~ peer review ' is either bo~ or it's not done at 
all. , 

"The peer review process sometimes fails because there is a paucity of qualified staff to 
engage in the process. Doctors with internal medicine qualifications are needed to review 
medical decisions, con-ect mistakes and provide training, but such doctors are rarely present 
at the institutions. At some prisons, the doctors who engage in the peer review pmcess are 
mcompetent. As a result, 'untrained physicians who make mistakes will continue to make 
~em because there is no one to identify and correct their mistakes."' 2005 Opinion re 
'App_otntment o Receiver at * 10 citations omitted throu out . 

We developed a peer review process - approved by the Comt in its July 9, 2008, «order 
Approving, With Modifications, Proposed Policies Regru·ding Physician Clinical Competency" -
that ensures that assessments of clinical competency and quality ru·e determined by active 
clinicians in the srune discipline as the provider, clinicians who can provide an unbiased 
assessment of clinical care rendered. See "Plata Physician Professional Clinical Practice Review, 
Hearing and Privileging Procedures" (Sept. 4, 2008). Peer review occms in a number of contexts, 
including both routine reviews of each provider on an annual basis as well as focused reviews 
that ru·e triggered by certain events, such as a patient death, a sentinel event, potential concerns 
raised by patterns of practice, utilization, or supervisory obsetvations of care delivered. Peer 
review occurs at all levels of the organization, local, regional and statewide depending on the 
individual circumstances of the case. The function of a peer review committee is only to 
determine whether standards of care were met and that care was appropriate. Because of the tight 
integration of peer review into daily process, all CCHCS clinicians undergo review at least 
yeru·ly. Decisions of appropriate Temediation, if other than appropriate cru·e delivery was 
determined by the peer review process, are made by other committees within CCHCS and 
complement the peer review process. 

The most serious peer review sanctions - e.g., termination or suspension or revocation of 
privileges - trigger a statutory filing with the Board of Medicine pursuant to Bus. & Prof. Code 
Section 805. From 2009 through most of 2014, our peer review processes resulted in 71 
providers whose privileges were suspended or revoked, 20 providers who were terminated, 
retired or resigned in the face of furthet· proceedings, and 55 Section 805 filings. 
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analyses report. 
o Annual reporting of root cause analysis and health care incident reporting 

findings. 
o Quarterly reports (Patient Safety Stories) identifying and disseminating best 

practices in patient safety. 

In recognition of the workload described above and the need to expand Quality Management at 
the regional and institution levels, CCHCS redirected a net of eight additional positions to the 
Quality Management division last year and is requesting an additional 30 positions from the 
Legislature in this year' s budget to begin building quality management at the regional offices and 
institutions (10 for headquarters and 5 each for the 4 regional offices). 

7. Ca.re Management 

a.. Appropriate Placement of High Risk Patients 

We have designated certain prisons that are located near substantial community-based medical 
resources as "intermediate institutions" where we can cluster a greater percentage of high risk 
patients and deliver care more efficiently. We report monthly the percentage of all high risk 
patients statewide appropriately housed at an intermediate institution (high risk patient who are 
newly incarcerated or soon-to-be paroled are excluded from the measure). The tJerfmmance 
target is 90% or more of high risk patients will reside at an appropriate institution. 

As of November 2014, the Healthcare Services Dashboard reported 75% compliance for 
appropriate placement of high risk patients. This measure has been above 70% for all of2014. 

b. Specialty Services 

In its 2005 Opinion re Appointment of Receiver, the Com1 highlighted the failure to provide 
appropriate specialty services to patients as follows: 

'Defendants have failed to provide patients with necessary specialty services. Patients 
iWith very serious medical problems often wait extended periods of time before they are 
able to see a specialist due to unnecessary and preventable delays. At Pleasant Valley, 
~tate Prison ('PVSP') for example, it may take over a year to see certain specialists; as of 
May 2005, patients with consultation referrals from eady 2004 had yet to be seen. In one 
instance a patient with a colonoscopy referral had to wait ten months before his 
appointment; by the time he was seen the mass in his colon was so large that th 
colonoscope could not pass through. Even when patients do see a specialty consultant, 
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medical staff often do not follow-up on the specialist's recommendations." 2005 Opiuion 
e Appointment of Receiver. at *16. 

There are several aspects to appropti.ate and timely use of specialty refenals. The Tunzarozmd 
Plan of Action established a standardized utilization management system to ensure appropriate 
access to specialty services, infirmary beds and hospitalization. Turnaround Plan of Action, 
Objective 1.4, p. 7. Timely access to specialty services was also addressed by the Turnaround 
Plan 's objectives establishing health care access tmits and improvements to the scheduling and 
tracking system. 

Compliance with policy timelines for access to specialty care are part of the composite measmes 
discussed above dealing with timely access to care. We report on a monthly basis compliance 
with policy time lines for access to high priority specialty referrals and routine specialty referrals. 
The perf01mance target for these measures is 90%. 

Between Jtme and November 2014, the Healthcare Services Dashboard rep01ted that compliance 
for routine specialty refenals ranged from 93% to 94%. Compliance for high ptiority specialty 
referrals ranged from 75% to 78%. 

With respect to the quality of specialty referrals, we report monthly on the percentage of 
specialty refeiTals that were submitted and approved that met utilization management approval 
criteria tmder the InterQual Utilization Management System. The performance target is 90% or 
more of approved specialty refenals that have evidence-based criteria available to guide refenal 
decisions are consistent with the criteria. 

As of November 2014, the Healthcare Services Dashboard reported utilization specialty services 
compliance at 91%. This measure has been above 90% for all of2014. 

During 2015, a new measure will be added to the Healthcare Services Dashboard showing how 
many high risk patients have a written interdisciplinaty cru·e plan. This will be a frn1her measure 
of the quality of planned care fm our high risk patients. 

c. 30-Day Community Hospital Readmission 

We repott monthly on the percentage of community hospitalizations during the repotting period 
that were linked to a previous hospitalization for the satne patient, with no more than 30 days 
between the two episodes of care (excluding hospitalizations for scheduled aftercare. such as 
chemotherapy, and readmissions on the same day or next day as the initial hospitalization). This 
measme is based on a rolling six months of data. The perfotmance tru·get is 5% or less of all 
hospitalizations results in a readmission within 30 days. 

As of November 2014, the Healthcare Services Dashboard reported 7.8% for 30-day community 
hospital readmissions. This measme has been below 10% for all of 2014. 
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d. Potentially Avoidable Hospitalizations 

The federal Agency for Healthcare Reseru·ch and Quality has identified a subset of diagnoses that 
qualify a hospitalization as potentially avoidable, and these ru·e applied at healthcru·e 
organizations nationwide. The list includes conditions such as cellulitis, pneumonia, diabetes, 
asthma, chronic obstructive puhnonary disease, seizure disorders, urinary u·act infections, 
dehydration, angina, congestive herut failure, and perforated appendix. We also include end stage 
liver disease complications, self-injury, and medication-related events. Based on a rolling six 
months of data, we repoti monthly on the mte of potentially avoidable hospitalizations 1Jer 1,000 
patients per yeru·. The performance target is that the rate of avoidable hospitalizations will be less 
than 10 per 1,000 inmates per year. 

As of November 2014, the Healthcare Services Dashboard repmted a rate of 11.3 potentially 
avoidable hospitalizations. This measure has been below 11.9 for all of 2014. 

e. 30-Day MHCB or DSH Readmission 

We repmt monthly on the percentage of discharges from a mental health cnsts be.d or 
Department of State Hospitals-nm program that resulted in an admission to the same mental 
health bed type within 30 days. The perfmmance tru·get is 5% or less of patients who retum from 
mental health crisis bed or Depaliment of State Hospitals will be readmitted within 30 days. 

As of November 2014, the Healthcru·e Se1vices Dashboard repmted 29% 30-day mental health 
crisis bed or Department of State Hospitals readtnission. This measure has fluctuated between 
23% and 31% during2014. 

8. Health Care Information Management 

For obvious reasons, adequately maintained medical records are a critical component of every 
health care system. The 2005 Order re Appointment of Receiver described a medical records 
system that was essentially broken: 

~ o.year.s ago . 

"The medical records in most CDCR prisons are either in a shambles or non-existent. This 
makes even mediocre medical care impossible. Medical records are an essential component 
of providing adequate patient care and should contain comprehensive information about a, 
patient that can assist a physician. in determining the patient's history and future treatment. 

'The amollllt of unfiled, disorganized, and literally unusable medical records papeiWork at 
some prisons is staggering. At Cll\.1, the records were kept in a 30 foot long trailer with no 
rght except for a small hole cut into the roof and were arranged into piles without any; 
rpparent order. Conditions are similar_ at o~er prisons as _we~. At some prisons medical 
records are completely lost or are unavailable m emergency Sttuatlons. 
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''At CIM, the use of temporary medical records creates a confusing and dangerous situation 
~or practicing physicians who often have access only to little or n one of a patient' s history. 
J'he Court observed first-hand at CIM that doctors were forced to continually open new files 
on patients simply because the doctors could not get access to the permanent files. As a 
result the risk of misdiagnosis, mistreatment, and at a minimum., wasted time, increase 
unnecessary. 

"The Court concurs with Dr. Puisis's testimony that the CDCR medical records system is 
' broken' and results in dangerous mistakes, delay in atient care and severe harm." 200j 
Order reAppointment of Receiver, at * 14. 

The Turnaround Plan of Action did not propose a specific solution to the medical records 
problem. Instead, it recognized that the first step .in fixing the problem was to create a roadmap 
for achieving an effective management system that ensures standardized health Tecm·ds practice 
for all institutions. Turnaround Plan of Action, Objective 5.2.1, p. 22. At the time the 
Turnarou11d Plan of Action was adopted, planning was already underway for implementing a 
computerized patient infonnation system fm all inmates. 

Dming the first years of the Receivership, an electronic Unit Health Record ("eUHR") system 
was built. The eUHR was a substantial improvement over the paper-based system. It introduced 
substantial standardization of medical records, significant reduced the backlog of unfiled 
documents, and made the medical record much more accessible to clinicians. However, the 
eUHR has not been adequate for our clinicians. The eUHR is only a document filing system 
where paper records are scanned into digital, PDF files. As more and more documents are 
entered into each patient' s file, the eUHR becomes more and more difficult to use as an efficient 
medical record. As a result, perfonnance of the eUHR system has degraded over the years. 

The Healthcare Services Dashboard reports on five elements of health information availability: 
(1) non-dictated documents ; (2) dictated documents; (3) specialty notes; (4) community hospital 
records: and (5) scanning accuracy. 

a. Non-Dictated Documents 

We report on a monthly basis the timely availability of health information in non-dictated 
documents by calculat.ing a composite of the average of five measmes which report the 
percentage of documents available .in the eUHR within 3 calendar days of a patient encmmter 
for: (1) o11Site medical services; (2) o11Site mental health services· (3) o11Site dental services; (4) 
CDCR inpatient services; and (5) other miscellaneous documents. These measmes compare the 
document scan date to the patient encmmter date, and they exclude documents related to 
specialty, hospital, diagnostic imaging, medication administration records, laboratory, and 
dictated docmnents. The performance target is 85% or more of non-dictated records generated by 
clinicia11S are available in the chrut within 3 calendar days from the date of the patient encmmter. 

54 



  

 
b.  Dictated Documents

 

 

 
c.   Specialty Notes

 

 

 
d.  Community Hospital Records

 

 

 
e.   Scanning Accuracy

 

Case3:01-cv-01351-TEH   Document2840-1   Filed03/10/15   Page58 of 68



Case3:01-cv-01351-TEH   Document2840-1   Filed03/10/15   Page59 of 68

eUHR that are scanned accurately. The perfonnance target is 95% or more of docmnents will be 
scanned accurately into the chrui. 

As of November 2014, the Healthcare Services Dashboard repmied scann.ing accuracy at 97%. 
This measure has been above 95% since July 2014 (the measure was not sepru·ately repmted 
previously). 

f. Implementation of an Electronic Medical Record 

A few years ago, when it became cleru· that the eUHR would become inadequate for our health 
cru·e system, we decided to acquire a commercially available electronic medical record system. 
We ru·e now in the middle of a project to implement Cemer's medical t·ecord system. System 
configuration and build has largely been completed, and we have begun system testing. The first 
institution to go-live should occur in October 2015 with implementation at all institutions 
completed dming 2016. Successful implementation of this system - along with substantial 
modification of our clinicians' work practices - should solve the problem of timely ac~ess to 
medical record infmmation. 

9. Mortality Review 

Large health care systems generally have processes to review deaths to detenn.ine whether lapses 
in care contributed to a death. The death review process at CDCR was broken. The 2005 Order 
reAppointment of Receiver explained as follows: 

~ 0 years ago ... 

f'Death reviews provide a mechanism for medical delivery systems to identify and correc~ 
problems. These Ieviews should determine whether there has been a gross deviation from 
the adequate provision of care and whether the death was preventable. These reviews 
~hould be conducted even when death is expected such as with a tetminal conditio to 
determine if approyriate care has been provided. 

t'Expert review of prisoner deaths in the CDCR shows repeated gross departures from 
even minimal standards of care. In 2004, the Court Experts and Dr. Shansky reviewed 
approximately 193 deaths, the majority from August 2003 to August 2004. These dea 
reviews were the result of an Order of this Court after CDCR failed to perform the death' 
reviews independently. These were only a portion of the backlogged death review cases. 

'The Court Experts concluded, and the Comt finds , that thirty-four of the deaths were 
~erious and probably preventable. CDCR sent these thirty-four cases to physicians ail 
UCSD for review. In twenty cases, the UCSD physicians found serious errot-s that 
f ontributed to death. The conclusions of the UCSD physicians confirmed that the medical 
care provided by the prison medical staff prior to the inmates' deaths was well belo 
even minimal standards of care. The reviewing physicians used the following language to 
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descnbe some of their conclusions: ' a gross" departure from the standard of care; 
'standard of care definitely not meF; ' a number of deviations' and 'a severe systemic 
problem'; ' a gross departrrre' and 'treatment .. . far below the standard'; 'the corrections 
medical system failed the patient' and the inmate 'died of what quite likely was a 
preventable process': ' an egregious deviation'; 'a fatal omission' and 'a gross deviation'; 
'multiple gross deviations'. A Court Expert also testified: 'You would not expect one 
peath like this in a relatively large-sized facility for years. As an example, if I took one off 
~e most problematic deaths that we reviewed, I don't think I saw one of these :in m 
~ntire 20 years' experience in managing prison facilities. 

"The Court will provide just one of many examples to illustrate the problems revealed bY. 
llie death reviews. An inmate arrived at 4:30 a.m. at the prison infirmary due to 
complaints of shortness of breath and tiredness. About a week prior, the inmate had 
reportedly been swollen all over with a blood pressure of 150/126 and a heart rate of 100. 
IT'he night before his death the inmate had been brought to the infirmary for very similar 
complaints. The following morning at 6:00 am., the nurse and physician determined tha 
further care was unnecessary at that time and released the inmate from the infirmary. On 
his retrrrn to the transport van, the inmate began staggering, went down on his hands and 
knees and went prone. As the inmate was helped into the van, a medical provider told a 
correctional officer that the inmate ' was fine and just needed sleep.' When he inmate 
arrived at his housing unit fifteen minutes later, he stumbled out of the van, went down 
on his hands and knees, then went prone and became unresponsive. By 6:30 a.m.. the 
inmate had no vital signs, and at 7:02 a.m. he was pronounced dead. The UCSD 
physicians determined that there were 'multiple gross deviations from the standard of 
care' in this case, including an inadequate monitoring of the inmate's diabetes and 
hypertension in the years before his death, a lack of concern for high blood pressure 
readings in the days and weeks before his death, the lack of a personal physician's 
evaluation of the inmate when he came to the infirmary, and the failure to diagnose or 
treat the congestive heart failure from which the inmate presumably died. 

"The Court Experts have made even fm1her .findings based on their review of additional 
death records beyond those sent to UCSD. In March 2005, a Court Expett reviewed the 
death files of ten prisoners at SA TF prison and determined that a least seven deaths were 
preventable, and two more might have been preventable. The Court Expert concluded 
lliat the care rovided in most of the cases constituted medical incom etence. 

'In February 2005, the Courts Expe11s made similar conclusions regarding the review of 
~en deaths at San Quentin~ most of the deaths had been preventable. The Court adopts 
lliese uncontested expert findings regarding preventable deaths. 

j'All of this information led Dr. Puisis to the uncontested conclusion, as referenced in the 
lrntroduction, that on average, every six to seven days one prisoner dies unnecessarily." 
~005 Order reAppointment of Receiver, at *7-8 (citations omitted throughout). 
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** 

'As discussed above, the Stipulated Order required defendants to fonnulate 'a minimally. 
~dequate death review process. ' Although defendants have had over three years to 
comply~ they have failed to establish an adequate death review system, and many of the 
umeviewed deaths present serious problems, including neglect and cruelty. The CDCRJ 
has a backlog of over 300 deaths that have not been reviewed. In addition, almost all the 
Cieaths that occurred (at an approximate rate of one per day) in March, April and May of 
pus year have not been reviewed." 2005 Opinion re Appointment of Receiver, at *20 
citations omitted throug!!out} 

The Receivership has cmed these deficiencies by establishing a fhlly-ftmctioning, appropriately 
staffed death review process. There are no backlogs ofunreviewed deaths. 

Annual reports on inmate deaths contain significant information on medical outcomes and 
quality improvement Rigorous peer review of all prison deaths identifies serious lapses in care 
and records nrunbers of preventable deaths. The death review has been used to find opporttmities 
for systemic improvement and to identify, counsel and sanction any unsafe providers. 

The death review reporting and review policy and procedure is described in the Receiver 's 
Quality Management Policy and Procedmal Manual (Volume 3, Chapter 7). Each inmate death is 
reviewed by a trained Clinical SujJport Unit (CSU) physician and by a registered muse 
consultant. Findings are recorded on a standardized death review template. Reviewers 
summarize the decedent's healthcare record, focusing primru·ily on all of the clinical encounters 
that took place during the last six months of the patient's life. 

The quality of patient triage and evaluation, the timeliness of access to primaty care and 
specialty refenal, the quality of all clinical evaluations, and results of and responses to all 
laboratory and diagnostic imaging studies are noted. The quality of cru·e for any identified 
chronic medical condition is evaluated and reviewed for adherence to standru·dized and evidence 
based guidelines for care. All visits to specialty care, emergency departments and inpatient 
hospital facilities are reviewed. The quality of end of life care for terminal conditions is 
evaluated. The timing and quality of the responses to emergency "inan down" situations ru·e 
reviewed for compliance with emergency procedural guidelines. 

In the past fom years, 1·eviewers have also determined whether there was an identifiable primary 
care physician involved in the patient> s care. 

In each case, the c.ause of death is detemlined, using autopsy findings when available. All lapses 
in care are noted, even if lapses did not contribute to the death. The reviewer then makes a 
judgment as to whether the death was preventable or not preventable. 

Completed death reviews ru·e presented by the reviewer to the Death Review Committee (DRC), 
an interdisciplinary group appointed by the Statewide Chief Medical and Nursing Executives. 
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