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Introduction

Introduction

From September 5, 2007 to June 6, 2008 the Farrell medical experts conducted site visits to each
DJJ facility and to Health Care Services to perform audits of compliance with the Health Care
Services Remedial Plan. Following the last site visit to headquarters, we requested additional
information to further evaluate areas that were not evaluated during our two day review.

This report contains the results of the Health Care Services headquarters review as well as the
executive summary for each of the facility reviews. Mental health and dental expert reports are
provided separately.

We would like to thank all DJJ staff for their cooperation and assistance during our site visits.

Reference Documentation

Complete facility reports will be forwarded as addendums to this report. Please see the following
documents for more information:

¢ Preston YCF Health Care Audit- September 5-6, 2007

e Heman G. Stark YCF Health Care Audit-October 30-November 1, 2007

*  Ventura YCF Health Care Audit-December 4-6, 2007

* Southern Youth Correctional Reception Center and Clinic Health Care Audit-January 29-31,
2008

* NA Chaderjian YCF-February 25-28, 2008

* OH Close YCF Health Care Audit-June 2-4, 2008

Executive Summary

During this period of review the Farrell medical experts conducted the first round of clinical
audits utilizing the agreed upon DJJ Health Care Audit Instrument. The compliance scores for
the facilities ranged from 61% to 81%." We view this first set of audit compliance scores
positively, and a baseline for measuring continued improvements in health care services.

We note that during this review period that two DJJ facilities closed® and the DJJ population
continues to decline. Increased staffing resources as well as the declining population has enabled
DJJ staff to focus efforts on putting health care systems in place, and rapid improvement is being
made in every facility. Progress has been made despite challenges posed by the merger of DJJ
with CDCR, whereby DJJ resources were reallocated to the larger agency but DJJ did not receive
reciprocal services in a timely manner. This was exemplified by delays in processing medical
contracts and hiring personnel. Despite lapsed medical contracts, staff reported that there were
no serious problems with access to care as vendors continued to provide services without
payment, however there is a risk that a vendor may not continue to provide services thus
impeding access to care.

February 2009 Confidential Page 3



Introduction

DJJ has established a centralized model for health care delivery, supervision and oversight. Our
site visits showed that initially there was confusion regarding organizational structure and lines
of reporting both at the facility and headquarters level. The agency has published tables of
organization and memoranda to clarify the organizational structure, and confusion has largely
been resolved; however there are a few reporting relationships that still require clarification.’

DJJ has created a health care budget to enable the agency to monitor the allocation of
expenditures. This budget initially contained non-health care expenditures (e.g., correctional
officer overtime) but the agency is in process of distilling the budget to contain only health care
expenditures and bring greater accountability to the budget process. Regrettably, delays in
passage of the state budget do not permit DJJ to receive and manage its health care budget at the
beginning of the fiscal year. Thus, facility leadership frequently reported that they, for all intents
and purposes, did not have a budget, and were operating through deficit spending. This does not
facilitate good fiscal management.

Health care staffing has increased at all facilities, and has continued even as the population has
declined. The process of putting health care systems in place is initially staff intensive, but once
completed, facilities can often perform well with fewer staff. Health care services has not
developed, collected and analyzed health resource utilization data that would enable DJJ to
adjust resources in accordance with the needs and size of the population. This is an essential
component to any health care organization in order to ensure that the services provided are
reasonably cost effective. Any state agency that does not provide services in a reasonably cost-
effective manner hampers its own credibility and ability to carry out its mission.

Health Care Services has developed and implemented a Quality Management Plan. It does not,
however, ensure that all aspects of the Health Care Services Remedial Plan are reviewed
annually; and does not encourage the facilities to identify and study problems unique to their
facility. HCS has not implemented an external auditing process as required by the remedial plan.
An exterglal audit process is important to validate the facility quality management study

findings.

At the facility level, most staff we met were motivated to provide quality services to youth under
their care. The cooperation between health care and custody staff has improved in all facilities,
although there are still problems with consistent escorting of youth for appointments at some
facilities. Sanitation of health care and housing units was problematic. Policy and procedure
training and implementation were uneven, with at least one facility not having a complete set of
health care policies.’

With respect to the implementation of the various health care services, we found that some
services are working well (e.g. pharmacy, preventive services) or have dramatically improved
(e.g. medication services) at all facilities.

Other services still require significant improvement. At most facilities the medical reception
process was problematic in that clinicians did not consistently perform and document adequate
history and physical examinations, identify medical conditions and develop appropriate
treatment plans for each active medical problem. This is particularly disturbing because DJJ
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adolescents and young adults are by and large a medically healthy population and the failure to
adequately address the medical conditions they do have is a serious concern.

Another area of the remedial plan requiring further development is nursing sick call. Our review
of sick call logs revealed that youth return to sick call repeatedly for minor complaints that
would not warrant a visit to the physician in the community and/or do not warrant the frequency
of visits. These complaints include athlete’s foot, acne, mild headaches, etc. In many cases, the
youth requires only patient education. With the development and implementation of nursing
protocols, registered nurses could easily manage many of these complaints; but currently all are
referred to a clinician. This is not cost effective.

Other services are in varying states of implementation and levels of quality at each facility.

Finally, it is notable that during period of review there was a death in March 2008. The youth
died suddenly of natural causes and, in all likelihood, his death could not have been prevented.
Our review of the incident revealed problems with the timeliness of the medical response and
failure of custody staff to initiate CPR that had not been noted in the Death Review. The CMO
informed us that these issues have been addressed through changes in procedures, training, and
the acquisition of new equipment. While it is commendable that this occurred, we are concerned
that the Death Review Report did not reflect these problems and corrective actions. A critical
function of the death review process is the identification and documentation of system issues that
may have affected the delivery of care as well as possible problems in the care provided so that
corrective action plans can be developed that will improve future care.

In summary, although many areas still require significant improvement, we commend DJJ staff
for the progress made to date, and are confident that with continued HCS leadership and support,
progress will continue. We offer our support to DJJ in their efforts to improve health care
services.
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Glossary of Acronyms

AGPA Associate Government Program Analyst
BCP Budget Change Proposal

CDCR California Department of Corrections and Rehabilitation
CHSA Correctional Health Services Administrator
CMO Chief Medical Officer

CTC Correctional Treatment Center

DGS Department of General Services

DON Director of Nursing

DPA Department of Personnel Administration
FMLA Family and Medical Leave Act

HCS Health Care Services

HCSD Health Care Services Division

HCSRP Health Care Services Remedial Plan
ITP Intensive Treatment Program

LOC Loss of Consciousness

LVN Licensed Vocational Nurse

MAR Medication Administration Record
MBP Monthly Budget Plan

MTA Medical Technical Assistant

NP Nurse Practitioner

OHU Outpatient Housing Unit

oT Office Technician

PCP Primary Care Provider

PHN Public Health Nurse

RFB Request for Bid

RN Registered Nurse

SCP Specialized Counseling Program

SRN Supervising Registered Nurse

SSA Staff Services Analyst

TDO Temporary Departmental Orders

UHR Unified Health Record

YCC Youth Correctional Counselor
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Health Care Organization, Budget, Leadership,
and Staffing

The medical experts visited DJJ Health Care Services (HCS) on June 4-5, 2008 to conduct an
assessment of HCS progress with respect to implementation of the Health Care Services
Remedial Plan (HCSRP). At that visit, we evaluated the status of health care using the Health
Care Audit Instrument audit tool entitled “Health Care Organization, Budget, Leadership, and
Staffing.”

We thank HCS staff for their assistance and cooperation during these visits. Our findings and
assessment of compliance with the questions in the audit tool are described below.

Question 1: The Health Care Services Table of Organization is consistent with the HCSRP
(pages 9-10).

Assessment: Partial Compliance

At the time of our First Report, DJJ had not finalized its Headquarters, Health Care Services and
Facility tables of organization. In March 2008 DJJ distributed Tables of Organization (TO) to the
Farrell Experts. As in previous drafts, Health Care Services is placed within the Division of
Juvenile Programs, along with Education Services and Integrated Behavior Treatment Model.
The Statewide Medical Director reports to the Director of Juvenile Programs.

When the TO was initially published, the Director of Juvenile Programs position was vacant,
however has since been filled by Doug McKeever, formerly the Director of Mental Health,
HCSD, CDCR. The medical experts met with Mr. McKeever not long after his appointment and
found him to be engaged, and motivated to make the health services program successful. His
experience in mental health provides a background for understanding the complexities of health
care delivery. At a subsequent meeting, he noted that he would like to devote more time to
Health Care Services, but acknowledged the need to focus on challenges related to his other
areas of responsibility, particularly in Education Services, which lacked a Superintendent.

The current table of organization is not in compliance with the remedial plan which requires that
the Medical Director report to the Chief Deputy of DJJ. As noted in the First Report, the medical
experts agree that the remedial plan organizational model is not the only one that can promote
success of the health care program. However, the current model has not been in effect long
enough for medical experts to fully evaluate its effectiveness in addressing the complexity of the
issues related to health care delivery. We noted during this review period, that the Director of
Nurses left the organization primarily due to perceived lack of support and resources to fulfill her
duties under the Remedial Plan. It is our understanding that she repeatedly communicated her
resource needs in order to accomplish her responsibilities; however these resources were not
forthcoming. Although efforts were made to retain her once she announced her decision to leave,
it was unfortunately too late.
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The medical and dental experts reviewed the DJJ Health Care Services TO dated 5/30/08. With
respect to nursing services, we noted that the Public Health Nurse (PHN)® did not report to the
Director of Nurses. The Director of Nurses indicated that when she met with the PHN to discuss
the scope of her duties, the PHN advised her that her duties were limited to TB skin testing and
she would not perform additional duties. Subsequently the position was removed from her
oversight. This is not consistent with the Remedial Plan that provides for the Director of Nurses
to “coordinate the selection, supervision, monitoring, and evaluation of nursing staff.”

We also note that the DJJ Health Care Services table of organization does not designate a chief
dental authority that is ultimately responsible for decisions regarding dental care. The current
dental management is comprised of three chief dentists who all work in the field. Any effort to
implement system wide changes in the DJJ dental program will be compromised by lack of
central dental leadership. Lack of a central authority will relegate resolution of disputes among
the three chief dentists to the DJJ Medical Director. A physician does not have the knowledge
base to make decisions about dental clinical care. DJJ should move to appoint a headquarters
chief dentist.

Question 2: The DJJ organizational structure has established a centralized model for
health care delivery, supervision, and oversight. Health Care Services has authority over
facility personnel decisions including decisions to hire and discipline staff.

Assessment: Partial Compliance

According to the Remedial Plan, headquarters clinical staff, (e.g., Medical Director, Chief
Psychiatrist, Chief Dentist, and Director of Nurses etc.) provides clinical supervision of their
respective counterparts in the field. The facility Chief Medical Officer (CMO) is to provide
administrative supervision of all health care services staff. We noted in our first report that the
CMOs did not administratively supervise dental and mental health staff.

The Medical and Dental experts reviewed a facility organizational chart template distributed to
the Chief Medical Officers in May 2008.” The organizational chart shows that the Chief Medical
Officer has line authority over administration, nursing, mental health and dental services. It does
not distinguish administrative from clinical supervision. Line supervision suggests both
administrative and clinical supervision. A separate table of organization shows that the health
care leadership in central office does provide clinical supervision over their facility
counterparts.® Thus there is conflict between these two tables of organization that should be
corrected.

On 10/9 and 10/22/08 we were provided updated facility tables of organization.” Some facility
organizational charts show the reporting relationships to headquarters (PYCF) and others do not
(SYCRCC). Ventura’s organizational chart does not show dental services. We recommend that
the facility tables of organization be made uniform with respect to showing the administrative
and clinical reporting relationships to all disciplines (e.g., dental, nursing, etc.).

With the development and implementation of uniform facility tables of organization that show
administrative and clinical supervision in compliance with the Remedial Plan; and are supported
by actual practices in the facilities, this area will be in substantial compliance.
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Question 3. Key HCS leadership positions (HCSRP pages 9-12) are budgeted, filled, or
being effectively recruited. Pay parity exists with CDCR.

Assessment: Partial Compliance
The following key HCS positions are budgeted and filled:

* The Statewide Medical Director position is budgeted and is technically vacant; however, the
position is filled through a contract with UCLA.

* The Chief Psychiatrist has returned from military leave.

* Pharmacy Services Manager.

* The Standards and Compliance Coordinator.

* The Clinical Record Administrator position is unfilled. However, in December 2007 DJJ
posted an invitation to bid for Medical Records Director Services that resulted in a consultant
being hired. In addition, a Health Program Specialist II has been hired to oversee medical
records. This individual is not credentialed in medical records.

* The Dl(i)rector of Nurses (Nurse Consultant IIT) was filled at the time of our review in June
2008.

The following key HCS positions are either not budgeted or filled:

* The Health Care Administrator (HCA) position is not a budgeted position. The HCA
occupies a Correctional Health Care Administrator II position from Heman G. Stark. Staff
reported that the process of establishing a budgeted position is underway.

Question 4. The Statewide Medical Director position is filled or being effectively recruited
and provides competent oversight and leadership of DJJ Health Services in compliance
with Remedial Plan requirements (page 10). The Medical Director has medical autonomy
for the health care program.

Assessment: Partial Compliance

Robert Morris, MD, Professor of Pediatrics at UCLA is the Statewide Medical Director. He is on
a contract position, and normally works Tuesday to Thursdays. As stated in the previous report
Dr. Morris reported that he is available when he is not in the office and often works more than 40
hours per week.

Dr. Morris has successfully overseen the development and implementation of the initial policies
and is in process of developing new policies and revising previous policies. We incidentally note
the DJJ process for developing and implementing policies is cumbersome and does not lend itself
to timely policy development, review, and implementation. Although Dr. Morris previously has
distributed chronic disease guidelines to the physicians, we are not aware of any formal chronic
disease training provided to them and our review showed problems with physicians following
guidelines for certain conditions (see SYCRCC report).

During this review period, a statewide quality management program was implemented and
facilities were in various stages of implementation during our site visits. However, a
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headquarters auditing process has not been implemented as required by the remedial plan (see
Question #12).

The remedial plan requires the medical director to establish a system to evaluate staff
productivity and fiscal accountability. To our knowledge this has not occurred, despite
continuing decreases in the DJJ population and dire condition of the state budget.

The process of putting health care systems in place is often staff intensive, but once completed,
facilities can perform well with fewer staff. Monitoring resource utilization and staff productivity
enables DJJ to adjust resources in accordance with the needs and size of the population. This is
an essential component to any health care organization in order to ensure that the services
provided are reasonably cost effective. Any state agency that does not provide services in a
reasonably cost-effective manner hampers its own credibility and ability to carry out its mission.

In April 2008, with intent to assist DJJ in evaluating resource needs, we requested that DJJ
collect and provide us key health care data to assess resource needs. This information has not
been provided to us.'' We remain available to assist the Medical Director with development,
implementation and evaluation of staff productivity and resource utilization.

Question S. The Statewide Director of Nurses position is filled or being effectively recruited
and provides competent leadership and oversight of nursing services in compliance with
the Remedial Plan (page 11). The DON has clinical authority for nursing services.

Assessment: Partial Compliance

The Statewide Director of Nurses position was filled from May 2007 until August 2008. During
her relatively brief tenure the statewide DON demonstrated impressive leadership capabilities
and improved nursing services. She conducted a systematic analysis of nursing services,'
described the strengths and weaknesses of DJJ’s nursing structure and organization,' established
statewide priorities,'* identified needed resources, implemented training and effected strategies
within her control to improve nursing services within DJJ.

She developed and implemented a Nursing Services Quality Management Plan that included an
evaluation of Supervising Nurses’ (SRNs) capabilities to evaluate nursing practice in their
facilities; and identified educational needs of the SRNs to promote their ability to evaluate the
nurses. Through this program she determined that not all SRNs were completing nursing audits
within their respective facilities. Of those that were conducting audits the accuracy of the audits
(as compared to her findings) ranged from 62.5% to 86% with a mean of 74%. She also noted
that the SRNs as a whole were not able to identify nursing system issues evident from audit
reports, and had difficulty recognizing how to effectively prioritize problems and use their time
and resources effectively. She developed a corrective action plan to address the educational
needs and professional development of the SRNs as well as the systems issues that were
identified during the reviews."

Under her direction, a nursing physical assessment curriculum was developed and implemented.
We reviewed the curriculum and found that it provided useful information in performance of
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general ‘head to toe’ assessments, EKGs and interpretation of laboratory tests. However, there
was a key error in the curriculum regarding a fundamental aspect of nursing assessment and
nursing documentation using the ‘SOAP’ format.'® In the curriculum example of SOAP
charting,'” the note incorrectly identifies subjective data as objective data. Our facility reviews
show that nurses are repeating this error in their assessments of patients, often leading to
inadequate evaluations. This was discussed with the DON who concurred with our assessment.
The curriculum should be corrected and nurses retrained regarding this content.

With respect to the structure of nursing services at headquarters, the DON identified a lack of
nursing and administrative resources available to her to effectively carry out her responsibilities.
For example, as noted above, the Public Health Nurse position was not under her direct
supervision thus she was not able to use this resource to assist her in the development of
infection control and disease surveillance programs. Due to other demands and priorities, the
DON did not author or adopt a set of nursing protocols, to provide clinical guidance to nurses
working in the facilities.

In addition, not all nursing positions in DJJ are under the clinical supervision of the DON.
Licensed psychiatric technicians (LPTs) who are governed by the Board of Nurses are not
clinically supervised by nursing services but rather by mental health. Consequently, facility LPTs
were not assigned nursing duties such as medication administration in the specialized housing
units. Supervising nurses had to assign registered nurses to administer medications in these
housing units, resulting in duplication of services. The DON attempted to resolve this in a
manner that would ensure appropriate supervision of the LPTs and be cost effective to the state,
however this did not occur. She concluded that the only practical alternative was ultimately to
turn these positions clinically and administratively over to mental health, recognizing that this
would result in duplication of nursing services and increase cost. The medical experts understand
and respect that the psychiatric technicians’ primary duties are to the mental health program.
However to not fully utilize their skills as nurses is to create duplication of services which is
more costly to the state. Medication administration is a nursing function and requires clinical
supervision by the supervising nurses. We recommend that DJJ amend the supervisory structure
so that LPTs are clinically supervised by the supervising nurses and administratively supervised
by the psychologists.

We reviewed a number of documents and memorandums demonstrating her ability to develop a
range of options and potential solutions to identified problems. However, she found that she was
not able to effectively implement these plans. Ultimately, this led to professional frustration and
her decision to leave DJJ. The medical experts believe this is a significant loss to DJJ.

Question 6. The Health Care Administrator (HCA) position is filled or being effectively
recruited and provides competent administrative leadership. The HCA has developed a
comprehensive health care budget that includes monthly tracking and reporting for each
line item (e.g. pharmacy, hospitalizations, equipment and supplies, etc) per facility. The
HCA provides administrative support to clinical staff to ensure that operational systems
are functioning smoothly.

Assessment: Deferred

February 2009 Confidential Page 11



Health Care Organization, Budget, Leadership, and Staffing

This area was not fully evaluated during this period of review. We are aware from site visits that
the Superintendents and CMOs do not receive budgets in a timely manner due to the state
budgetary process. We will explore this further during the next round of site visits.

Question 7. The health care budget is adequate to meet all the requirements of the Health
Care Service Remedial Plan. The integrity of the health care budget is maintained (funds
are not diverted to other programs except when approved by the Chief Deputy Secretary).

Assessment: Deferred

This area was not fully evaluated during this period of review. We are aware from site visits that
the Superintendents and CMOs do not receive budgets in a timely manner due to the state
budgetary process. We will explore this further during the next round of site visits.

Question 8. There are job descriptions for each budgeted position in the DJJ Office of
Health Services.

We requested and were provided a job description and duty statement for each central office
position.

Assessment: Substantial Compliance

Question 9. HCS has developed and implemented a structured, written orientation
program for headquarters and field staff. All new headquarters staff is oriented within 30
days of hire. Personnel orientation is documented and maintained in personnel files.

Assessment: Substantial Compliance

HCS staff has developed a structured, written orientation program for headquarters staff. The
plan is for supervisors to provide specific training to new employees based on their specific
assignment. The orientation is to be documented via a checklist that is maintained in the
supervisory file.

HCS staff is currently working to develop a standardized health care orientation program for
facility staff. For field staff, there is currently a generic 40-hour orientation program at each
facility that is mandated for all new employees. The employee then receives specific training
based on their assignment. These records are maintained at each facility in the training
department (facility orientation) and in the supervisory file (job specific training).

Question 10. HCS has developed and implemented initial policies and procedures and
health record forms in collaboration with the Medical Experts. These policies are reviewed
and updated annually, and as necessary.

Assessment: Partial Compliance

The Office of Health Services, in collaboration with the medical experts, has developed an initial
set of policies and procedures and accompanying forms. Since our last visit, the Peer Review,
Credentialing, and Organizational Structure policies have been finalized. The policies and
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procedures have been disseminated to the field as Temporary Departmental Orders (TDOs).
Facility staff has, for the most part, written local procedures to implement the statewide policy.

The health record policies and procedures with accompanying forms have not yet been
developed.

We also note that the DJJ process of policy development, review and finalization is a
cumbersome process as evidenced by the current policies still being Temporary Departmental
Orders.

Question 11. DJJ Office of Health Services has developed chronic care policies and
procedures and clinical guidelines that are consistent with nationally accepted standards of
care (e.g., Centers for Disease Control and Prevention, American Diabetes Association,
etc.). DJJ has provided appropriate policy and guideline training for the clinicians.

Assessment: Partial compliance

Health Care Services has developed chronic care policies and procedures. Clinical guidelines
from the NCCHC have been distributed to the medical staff. Training still needs to be provided
for the clinicians, especially regarding the necessary elements of an adequate history for specific
chronic illnesses, the assessment of degree of control and treatment.

Question 12. HCS has developed and implemented a structured auditing process in
compliance with the HCSRP.

Assessment: Partial Compliance

Health Care Services has developed a Quality Management Plan. The plan establishes a HCS
Quality Management Team (QMT) which coordinates and facilitates the performance of quality
improvement activities at each facility.'® The Standards and Compliance Coordinator (SCC)
leads the HCS Quality Management Team.

The plan also provides for each facility Quality Management Committee (QMC) to monitor and
evaluate 2 aspects of care from the remedial plan each quarter (using indicators from the Health
Care Audit Instrument); a total of 8 per year. In addition to the two aspects of care each quarter,
each facility QMC is to evaluate emergency medical response drills conducted at each facility
each quarter, monthly emergency room visit reports; emergency response reviews and sentinel
events reports.'’ Following the review of each aspect of care, the facility is to develop a
corrective action plan for deficient areas. Because there are 18 separate facility audit tools, this
frequency of review (i.e., 2 per quarter) does not ensure that all aspects of the remedial plan are
reviewed annually.

We reviewed the results of facility reviews for the months of May and June 2008. We noted that
only partial reviews were conducted for each aspect of care (e.g. nursing sick call, chronic
disease management). For example, the chronic disease management review at Preston in June
2008 consisted only of 2 of 10 screens found in the audit tool; and 4 of 10 screens in the medical
reception audit tool. None of the documents we were provided contained corrective action plans
in response to audit findings.
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In addition to HCS mandated quality improvement monitoring, it is important that each facility
identify its unique problems for which the facility leadership should design and implement
studies.

The facility-based quality improvement activities are an important component to the quality
management program and DJJ is to be commended for implementing this aspect of the program.
However, the facility monitoring activities does not replace the Health Care Services clinical
auditing process required by the remedial plan.”” The purpose of the external audit is to conduct
an independent review to validate the results of facility monitoring.

Prior to her departure in August 2008, the Statewide DON conducted external reviews using the
HCS audit instrument to compare her findings with those of the SRNs.*' Of the SRNs that were
conducting audits, the DON determined that the accuracy of the audit findings ranged from
62.5% to 86% with a mean of 74%. The DON used the external auditing process to both educate
the SRNs how to interpret the audit tool correctly as well as to discuss the results to her review,
identify problems and assist the SRNs in developing strategies to correct the problems.

In addition, the Health Care Services audit results should be used to compare against medical
experts audit findings to determine whether there is consistency and validity in audit tool
interpretation and to discuss discrepancies in findings and conclusions. For example, the medical
experts found significant problems with a physician’s performance at Preston Youth Correctional
Facility; this raised questions as to why the internal auditing/peer review process had not
identified and corrected the performance issues. Also, the medical experts requested that HCS
conduct an internal assessment of the HCSRP audit tool that applied to headquarters.** The result
was a score of 100% for all areas except one.” These findings are not consistent with the
medical expert’s findings and warrant further discussion.

Finally, the remedial plan requires a comprehensive audit process using a multidisciplinary team,
consisting of a physician, nurse, pharmacist, dentist and administrator.”* A team approach
enables more effective communication, identification and resolution of problems, particularly
those that are interdisciplinary in nature.

Following the HCS audit, the Standards and Compliance Coordinator is responsible for
coordinating the publication and distribution of audit reports; monitoring the implementation of
corrective action plans. We recommend that each facility undergoes an external review audited
twice annually until the system is confident in the facilities ability to self-monitor, then a
minimum of annually. The medical experts offer our assistance to Health Care Services to
develop this aspect of the Quality Management Program.

Question 13. The Clinical Records Administrator monitors health record management at
each facility a minimum of once annually to ensure compliance with health record policies
and procedures.

Assessment: Partial Compliance

At our last review the Clinical Records Administrator position was vacant due to recruitment
difficulties. DJJ issued a Request for Bid (RFB) for a contract health records professional and in
the spring of 2008 hired a Registered Health Information Administrator and Health Program
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Specialist II to develop health records and a health record management program. At the time of
our visit, they had developed a working plan to develop a unified health record policy and
procedures manual. This involved conducting site visits to each facility to get an overview of
UHR processes, inventory current health records forms and assess current health record
maintenance and staffing. They also planned to review internal documentation and work
processes related to health records that included: health record forms and organization; health
technician desk procedures and security; access to and release of confidential health information,
etc. Their goal was to complete all processes by December 31, 2008.
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Statewide Pharmacy Services

Since our last visit, DJJ has hired a Statewide Pharmacy Manager who is a Pharm.D.*”> We were
impressed with both his knowledge and interest in providing quality and cost-effective pharmacy
services to youth.

Question 1. The Statewide Pharmacy Manager (SPM) in collaboration with key staff
(nursing, medical) has developed and implemented comprehensive pharmacy policies.
Pharmacy policies are reviewed annually and updated as necessary.

Assessment: Noncompliance

At the time of our visit, the SPM had not yet developed comprehensive pharmacy policies and
procedures.

Question 2. The Statewide Pharmacy Manager, in collaboration with the Statewide
Medical Director has developed and implemented standardized and cost-effective
pharmacy practices. This includes standardization of dispensing practices, and
consideration of alternate pharmacy models such as regionalizing and/or outsourcing of
pharmacy services.

Assessment: Partial compliance

The SPM has developed and implemented standardized pharmacy practices at all facilities. This
was demonstrated by pharmacy audit scores that, with one exception,’® ranged from 90-100%.

The SPM has initiated studies of pharmaceutical purchasing practices by site to determine
individual facility total and psychotropic medication expenditures and provide feedback to
facility and DJJ stakeholders. He also tracks pharmaceutical expenditures by type of medication
and provider. For example, the total DJJ medication purchases from July-September 2007 totaled
$568,002.69. Of that amount $294,756.91 (52%) was for psychotropic medications.*’

To date, consideration of alternate pharmacy models such as regionalizing and/or outsourcing of
pharmacy services has not yet been performed. This is not inappropriate at this time in that DJJ is
collecting and analyzing data which may be used for comparison to other pharmacy models.

Question 3. The Statewide Pharmacy Manager monitors staff productivity levels and
recommends adjustments in staffing levels as appropriate.

Assessment: Deferred

The medical experts were not able to fully monitor this question at this time. We requested
health care data from DJJ*® including the number of prescriptions filled per month by facility as a
basis for discussion and evaluation, but the data was not provided.

February 2009 Confidential Page 16



Statewide Pharmacy Services

Question 4. The Statewide Pharmacy Manager has constituted and chairs the Statewide
Pharmacy and Therapeutics (P & T) Committee that meets Quarterly. The Pharmacy
Manager produces and distributes minutes of the meetings to committee members.

Assessment: Deferred

The SPM has constituted and chairs the Statewide P & T Committee that meets quarterly.
Assessment was deferred pending production of meeting minutes.

Question S. The Statewide Pharmacy Manager attends facility P & T Meetings on alternate
months in person or via teleconference.

Assessment; Deferred.

Assessment deferred pending production of minutes documenting substantive issues (e.g.
pharmacy utilization, cost per youth, etc).

Question 6. The Statewide Pharmacy and Therapeutics (P & T) Committee has developed
or adopted a statewide drug formulary that is appropriate to the needs of youth and
includes a non-formulary request process. The Statewide Pharmacy Manager monitors
compliance with the statewide formulary.

Assessment: Substantial Compliance

DJJ has adopted the California Drug Formulary as its own. Because this formulary is not youth
specific, we recommend that the Statewide P & T Committee review expenditures to determine
whether any drugs should be made non-formulary.

Question 7. The Statewide Pharmacy Manager develops a per youth/per month cost. The
Statewide Pharmacy Manager and Health Care Administrator monitor trends in aggregate
and per facility costs and present data at Statewide P & T Committee Meetings.

Assessment: Partial Compliance

The SPM has published some data regarding per youth costs for psychotropic medications.
Review of HCS Statewide Quality Management Meeting minutes from 9/18/02007, 12/12/2007
and 3/12/2008 did not contain any references to pharmacy data and per facility costs.
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Preston Youth Correctional Facility

The Farrell Medical Experts visited Preston Youth Correctional Facility on September 5-6, 2007.
The facility scored 77% (553 out of 714 applicable screens/questions). The outpatient housing
unit and medication administration in the housing units were not evaluated during this visit.

Since our last visit in November 2006, the population at the facility has decreased from
approximately 400 to 350 youth. Overall, a number of improvements have been made since our
last visit. Dr. Evalyn Horowitz is the Health Care Manager and the facility has two full-time
physicians and a Health Care Administrator (HCA). Nurse staffing has been increased to 18 RN
positions with two RN vacancies for which they are still recruiting. Staff reported that it is
difficult to recruit because of uncertainty about relocation of youth programs.

There are still no finalized agency, health care, or institutional tables of organization. This has
led to confusion among reporting relationships at the institutional level, particularly among
nursing staff and has resulted in the publication of two memoranda®’ seeking to clarify the
reporting relationships.

Dr. Horowitz believes she has full authority over hiring decisions, but does not have control of
the budget. The HCA was given a budget for major and minor equipment, but not other aspects
of the health care budget. In addition, Youth Correctional Counselor (YCC) positions and
overtime are charged to the medical budget, but when staff tried to find out how many YCC
positions were assigned to the health care budget they were not provided this information. The
HCA reported that the business office had informed him that he was over budget. When he
investigated, he discovered that they were over budget because over $700,000 had been charged
to the medical budget for YCC overtime.

The HCA also reported that the cost of equipment and supplies, including computers, is to be
automatically budgeted with new positions, but they have had difficulty obtaining these supplies
and equipment in a timely manner when new employees are hired. They reported having no
problems ordering medical supplies, but office supplies take longer. Apparently there is no
statewide contract for purchase of office supplies, computers, copiers, etc. This may result in
medical purchasing items (e.g. copiers) different from what is purchased by the business office.
For example, the facility contracts that support copiers for one user group may not support
copiers for another user group.

The facility had four Medical Technical Assistant (MTA) positions, but one was reclassified to a
Youth Correctional Officer position (YCO). MTAs are being paid from the medical budget and
perform medical duties. There is currently a 24/7 correctional officer assigned to the medical unit
at the front desk and a 1.0 FTE in medical reception. These 3.85 YCO positions providing
coverage in the medical unit are paid for from the medical budget. Staff advised us that a Budget
Change Proposal (BCP) for additional YCOs was approved.
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Health care leadership stated that they currently have enough nurses however, if the medical
reception mission is moved and the nurses are transferred with it, then they may not have enough
nurses. Also, if they lose medical reception, they are told the correctional officer position will be
reassigned, yet this officer also supervises other areas in the medical section, (doctor’s sick call,
dental, and lab).

Staff reported issues regarding obtaining access to youth due to scheduling issues, and lack of
sufficient numbers of correctional officer escorts. There are no dedicated officers for medical
transports. Custody is making an effort and staff reported improvement from last year.

New employees are oriented in the personnel office and receive an abbreviated security
orientation. More comprehensive three-day training is only conducted once or twice a year by
custody. Following the security orientation, the health care orientation lasts 3-4 weeks, and is
extended if necessary. The TDOs are still in effect and policies have not been finalized.

Sanitation in the main hallway was good but poor in some individual treatment rooms and
offices. This is despite the hiring of a new janitorial position. There have been leaks in the
ceiling in the x-ray room for some time but they have not been definitively repaired. Plaster and
water have dripped down onto the uncovered x-ray equipment, with the potential to damage it.

Summary of Health Care Review

Medical reception scored 72%. Areas needing improvement are the quality of the medical
history and physical examination, notation of current medical problems on the Problem List, and
documentation of a treatment plan addressing all current problems.

Intrasystem Transfer scored 56%. Areas needing improvement are ensuring that a reliable
system exists for notification of health care staff of transferring youth, the physician legibly
signing, dating and timing review of the intrasystem transfer form upon arrival, and providing
continuity of essential medications.

Nursing Sick Call scored 51%. Nursing sick call is not being conducted in a clinical setting,
instead is being conducted in the dayrooms, without adequate privacy, equipment and the health
record. Nurses have not been trained in health assessment and use of nursing protocols and not
unexpectedly, the quality of assessments is poor. Nursing referrals to a physician are working
well.

Medical Care scored 83%. Improvement is needed in documentation of patient education and
documentation of implementation of the physician treatment plan.

Chronic Disease Management scored 82%. Improvement is needed in the quality of the
database medical history and physical examinations, and administration of appropriate
vaccinations.

Infection Control scored 100%. Congratulations!
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Pharmacy Services scored 67%. Areas needing improvement include sanitation,
implementation of monthly inspections and quarterly pharmacy and therapeutics meetings, and
computer software capability to identify drug-drug interactions.

Medication Administration Process scored 92% (we did not review medication administration
in the specialized treatment units and will do so at the next visit). The only area of improvement
needed was to separate and label internal from external medications.

Medication Administration Health Record Review scored 87%. Areas that need attention
include clinician documentation of route of administration with each order, and accurate
transcription onto the MAR (the pharmacy is documenting date prescription was filled, not date
of physician order).

Urgent/Emergent Care scored 88%. Areas needing improvement include implementation and
documentation of emergency response drills, the quality of nursing assessments and timeliness of
physician referrals.

Health Records scored 25%. Areas needing improvement include implementation of statewide
and local policies regarding health record management, development of a laboratory and
consultation tracking report system, and a record tracking system.

Preventive Services scored 96%. Congratulations!

Consultations scored 91%. Areas needing improvement include the development and
implementation of a consultation tracking log (that addresses tracking of consultation reports;
timely review of the consultant’s findings, and meeting with the patient to discuss the
recommended treatment plan.

Peer Review scored 20%. Areas needing improvement include development and
implementation of statewide and local peer review policies and peer review activities.

Credentialing scored 71%. Areas needing improvement include the development and
implementation of statewide and local credentialing policies and credentialing files that contain
all required elements.

Quality Management scored 50%. Areas needing improvement include implementation of
quality management meetings and studies, physician peer review and annual Quality
Management Report to the Statewide Medical Director.
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Heman G. Stark Youth Correctional Facility

The Farrell Medical Experts visited Heman G. Stark Youth Correctional Facility on October 30-
November 1, 2007. The facility scored 64% (421out of 657 applicable screens/questions). The
facility population at the time of our visit was less than 800 youth. The medical experts found
that there was an increase in collaboration and cooperation between custody and health care staff
since our last visit. Satellite health care clinics have been equipped and supplied and are actively
in use. The Superintendent has dedicated correctional officers for medical escort purposes in the
housing units, with the exception of a mental health unit, which is currently having problems
with youth escorts for medication administration.

Summary of Health Care Review

Facility Leadership, Budget, Staffing, Orientation and Training scored 33%. The CMO is a
board-certified family practitioner who has been in place since May 2007. The SRN III and both
SRN II positions are filled. Staff reports that one of their key positions, a Correctional Health
Services Administrator II position is occupied by an individual in headquarters and not available
to be filled. Nursing staff reported there is not pay parity with CDCR, and that for example, a
nurse at the CDCR adult facility, Correctional Institution for Men (CIM) which is also located in
Chino, is paid more than a nurse at HGSYCF. We were not able to confirm this during our visit
and it should be explored further by headquarters staff.

The CMO reported that he does not have a health care budget and that he does not know how
much money is allocated for health care expenditures. At this time, the facility only tracks
expenditures. We attended a Farrell implementation meeting. The Superintendent indicated that,
not only was there no medical budget, but that DJJ had not established institutional budgets and
that Stark was operating in deficit spending as a result. Staff also reported that they had ordered
printers for the satellite clinics. However, once the printers arrived, the person in charge of
information technology took them and put them elsewhere in the institution in non-medical areas
because they were “too nice for medical.” While the medical experts understand the need for
coordination of computers and related software purchases, it is inappropriate that these medically
purchased items were reallocated to another institutional department.

With respect to policies and procedures, the superintendent was concerned that the medical
TDOs were distributed and implemented prior to training being provided for other non-health
care managers. He believes that implementation of the TDOs was hampered because they were
not distributed through normal channels with timely training.

The SRN III is concerned that he has insufficient nurse staffing to meet the expectations of the
new policies and procedures, and that existing staff are not matched to the appropriate duties. For
example, registered nurses are assigned to administer medications instead of licensed vocational
nurses (LVNSs) or psychiatric technicians. He believes that he may not require more nursing
positions if, in collaboration with mental health, he had the authority to clinically assign all
nursing staff, including psych techs. The Health Care Remedial Plan indeed requires that all
nursing personnel are under the clinical supervision of the nursing chain of command; however
this is not the case at this time. Finally, the SRN reported that he was told that the additional
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nurses he received were to be dedicated to mental health even if the BCP Farrell Position spread
sheet stated that a positions was designated HC (health care) instead of MH (mental health).

Medical reception scored 43%. Although Heman G. Stark is not a reception center, by policy
youth who enter the system through parole revocation are to undergo the medical reception
process. Although nurses are completing the initial screening form, in only 1 of 9 records did
physicians complete a history and physical examination, document an appropriate treatment plan
and update the Problem List. Staff reported that the physicians are resistant to using the new
history and physical examination form due to its length (4 pages). In addition, visual acuity (VA)
is not being consistently measured for new arrivals, even when the most recent VA documented
is several years old.

Intrasystem Transfer scored 54%. Areas requiring improvement include the completeness of
nursing documentation upon the youth’s arrival, timeliness of physician review, and physician
signature and dating of the intrasystem transfer form.

Nursing Sick Call scored 48%. The nursing protocols and health assessment training have not
yet been implemented system wide. Areas needing improvement include the quality of the
nurse’s history and physical examinations, nursing diagnoses and plan of care.

Medical Care scored 71%. Areas requiring improvement included the history and treatment
plan, and ensuring that the plan is implemented in a timely manner.

Chronic Disease Management scored 53%. The program is in the early stages of
implementation. Areas requiring improvement included the initial history, frequency of chronic
care visits, the assessment, the treatment plan, education, and vaccinations.

Infection Control scored 71%. Areas requiring improvement include training of the infection
control nurse and scheduling and consistent implementation of sanitation activities and
inspection.

Pharmacy Services scored 93%. Congratulations. While the facility met the goal of 85%, an
area that could be improved is that the computer software does not have the capability to identify
drug-drug interactions.

Medication Administration Process scored 66%. Areas requiring improvement include
sanitation in satellite areas where medications are prepared and administered, implementation of
needle and syringe control, security escorts during medication administration in the mental
health unit (Unit 1, lower level) and ensuring that the designated time for administration of hour
of sleep (HS) medications is 2100 hours. This includes a one hour window period before and
after (2000-2200) to accomplish medication administration.

Medication Administration Health Record Review scored 75%. Areas requiring
improvement include physician order completeness and accuracy, and documentation of a
clinical note explaining the rationale for the order. In one case the physician documented an
incorrect dose for an HIV medication that was corrected by the pharmacy, however the original
order was not corrected.

February 2009 Confidential Page 22



Facility Findings

Urgent/Emergent Care scored 81%. Areas requiring improvement included the accuracy of the
log, emergency equipment checks, training, nursing evaluations, and physician follow-up.

Outpatient Housing Unit. This area was not evaluated because the facility does not have an
OHU at this time. Staff currently transfers youth requiring OHU services to Southern Regional
Youth Correctional Facility (SRYRCC).

Health Records scored 50%. Areas requiring improvement included development of a local
policy and the filing of the problem list.

Preventive Services scored 85%. While the facility met the goal of 85%, an area that could be
improved is clinician identification and development of a treatment plan for youth who are
obese.

Consultations scored 74%. Areas requiring improvement included timeliness of consults and
follow-up after the consultation.

Peer Review scored 0%. Areas requiring improvement include development and
implementation of statewide and local peer review policies and peer review activities.

Credentialing scored 71%. Areas requiring improvement include the development and
implementation of statewide and local credentialing policies and having credentialing files for all
physicians that contain all required elements.

Quality Management scored 50%. Areas requiring improvement include ongoing quality
management meetings and studies, physician review of nursing sick call, SRN review of nursing
sick call and annual Quality Management Report to the Statewide Medical Director.
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Ventura Youth Correctional Facility

The Farrell Medical Experts visited Ventura Youth Correctional Facility on December 4-6, 2007.
The facility scored 76% (530 out of 699 applicable screens/questions). The facility population at
the time of our visit was 125 females and 76 males in the camp. There are currently five living
units, plus the camp. The facility has made significant progress in improving health care
services. Clinic sanitation is excellent; clinics are clean and well organized. We note however,
that local policies have not yet been developed or implemented.

Summary of Health Care Review

Facility, Leadership, Budget, Staffing, Orientation and Training scored 63%. We note that
the facility has not been provided an institutional or health care budget for the fiscal year, which
is almost half over. The facility spends money as they deem necessary, without being able to
determine whether they are over or under their budget.

Nurses continue to report lack of pay parity for selected classifications. We were unable to verify
this during our visit and this should be explored further by Health Care Services.

We did not fully evaluate staffing during this visit. We did note however that there were 7
nursing vacancies for 21 budgeted positions. We toured the special counseling units Alvarado
and BV. We interviewed the unit manager regarding daily activities of the youth and staff in the
unit. He indicated that the youth are in school from 8:00 am-3:30 pm, Monday through Friday. A
registered nurse and two psych techs provides coverage for the two units for days and evenings.
As of the week prior to our visit, it was decided that the registered nurse will not conduct sick
call in the housing unit because the room does not have an exam table and youths are not
permitted to be in the room unescorted for security reasons. Thus the sole duties of the registered
nurse are to administer medications for a total of 30 wards. On the day of our tour, there were no
psych techs in the unit and we inquired as to their whereabouts. The unit manager reported that
he didn’t know.

Although there has been improved cooperation between medical and custody staff, there is a
need for further cooperation and coordination of activities. One area is that staff reported that
officers do not consistently permit youth to be escorted to the medical clinic for scheduled
appointments when medication administration is occurring. This is primarily because there is
only one officer posted in the medical section who must be present during medication
administration. If any other youth are brought to the medical section, another officer must be
present and this does not consistently occur. Scheduled and unscheduled visits, as well as
medication administration are to be anticipated on a daily basis and custody posts should be
established to provide supervision of these dual activities. During our review we observed that a
youth in emotional crisis was left alone and unsupervised in the medical clinic while the nurse
called a physician to report the patient’s condition. There must be adequate custody posts to
provide health care services 24 hours per day. Another area requiring improved cooperation is
that when youth are scheduled for medications or clinical appointments and want to refuse these
services, medical policies require that the youth refuse in person. However, we were advised that
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officers do not uniformly enforce the requirement to have youth report to the medical clinic to do
so. Although youth have a right to refuse care, they do not have the right to refuse direction from
a correctional officer.

Medical Reception scored 69%. Medical reception is generally occurring in a timely manner
with exceptions. Areas requiring improvement include performing accurate and complete
reviews of current symptoms; identification of active problems with a corresponding treatment
plan for each problem, including known risk factors (obesity, tobacco, and substance abuse); and
documentation of laboratory test result counseling. We recommend that clinicians review initial
progress notes carefully to ensure awareness of problems not initially identified on the day of
arrival.

Intrasystem Transfer scored 83%. The intrasystem transfer process is occurring in a timely
manner. There is staff confusion regarding when to use the Intrasystem transfer versus medical
reception logs. Areas requiring improvement include the development and implementation of a
local policy, and to ensure that clinicians review, date and sign the intrasystem transfer form in a
timely manner.

Nursing Sick Call scored 62%. Youth requests are being collected and triaged in a timely
manner, however sick call is not being uniformly performed in clinical areas providing privacy
and, not unexpectedly, nursing assessments are poor. Nurses have not received training in health
assessment and nursing protocols. Areas requiring improvement include development of local
policy, performance of nursing sick call in clinical areas with privacy, training of nursing staff
regarding health assessment skills and nursing protocols, and a system for ongoing peer review
and feedback to assist nurses in improving their assessment skills.

Medical Care scored 81%. Areas requiring improvement included the history of the presenting
complaint, clinical assessment, and treatment plan.

Chronic Disease Management scored 77%. Areas requiring improvement included the initial
history and frequency of chronic care visits.

Infection Control scored 50%. The infection control program is in development. Areas
requiring improvement include provision of training to the infection control nurse, conducting
infection control meetings a minimum of quarterly, and addressing key infection control
indicators. As the program develops, staff should focus on data showing trends that health care
staff should address (e.g. positive culture reports, % of TB skin test conversions, % of youth
completing hepatitis vaccinations, etc.)

Pharmacy Services scored 92%. Congratulations. While the facility met the goal of 85%, an
area that could be improved is that the computer software does not have the capability to identify
drug-drug interactions.

Medication Administration Process scored 77%. Nurses administering medications to youth
adhered to accepted nursing practices. The medication room was neat and organized and all
narcotics were accounted for. Areas requiring improvement include the development of a local
policy, compliance with time requirements for administration of hour of sleep medications, and
improved cooperation between nursing and custody staff during medication administration (e.g.
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staff reported feeling rushed by custody because of scheduling issues which nurses perceived did
not permit them to follow proper medication administration procedures and increasing risk of
medication errors).

Medication Administration Health Record review scored 84%. Although this area did
generally well, there should be increased attention to accurate and timely transcription of orders,
proper documentation of discontinuation of medications, and signatures on the MAR.

Urgent/Emergent Care scored 75%. Areas requiring improvement included the use of the
SOAP format by nursing staff, nursing evaluations, checking emergency equipment and
performance of emergency training and drills.

Outpatient Housing Unit. This area was not assessed during this visit.

Health Records scored 25%. Areas requiring improvement included development of a local
policy, need for a tacking system for laboratory and x-ray reports, and need for an accountability
system for the UHRs.

Preventive Services scored 88%. While the facility met the goal of 85%, an area that could be
improved is clinician identification and development of a treatment plan for youth who are
obese.

Consultations scored 84%. Areas requiring improvement included follow-up after the
consultation.

Peer Review scored 40%. Areas requiring improvement included development of a local policy,
monitoring by statewide Medical Director, and biannual reviews.

Credentialing scored 88%. Congratulations. While the facility met the goal of 85%, an area
that could be improved is the development of a local policy.

Quality Management scored 38%. Areas requiring improvement include development of a
local policy, conducting of CQI studies, physician review of nursing sick call, SRN review of
nursing sick call and annual Quality Management Report to the Statewide Medical Director.
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Southern Youth Correctional Reception Center and Clinic

The Farrell Medical Experts visited SYCRCC on January 29-31, 2008. Overall, the facility
scored 72% (500 of 693 indicators). The facility population at the time of our visit was 202 youth
in 5 housing units. In addition to the main clinic areas, there are two satellite nursing stations,
one in the Marshall Intensive Treatment Program (ITP) and a clinic in Drake for youthful
offenders. Youth housed in Drake are brought to the main medical unit on Tuesdays for medical
services. The Outpatient Housing Unit (OHU) currently uses five beds for medical/mental health
purposes. SYCRCC provides infirmary services for the population of Heman G. Stark YCF. We
would particularly like to thank Ms. Sharon Brooks, Health Care Administrator, for the
assistance she provided us during the review.

Summary of Health Care Review

Facility, Leadership, Budget, Staffing, Orientation and Training scored 43%. All key
leadership positions are filled at SYCRCC. Staff reported that they did not have an institutional
table of organization. An area of concern was that health care leadership did not have a complete
set of health services policies (24 out of 32). Some local policies had been developed but were
missing sections from the statewide policy and had numerous typographical errors. Thus staff
has not been properly trained in health care policies and procedures. Although it was reported to
us that the Chief Medical Officer was provided a health care budget, it is unclear to the medical
experts that this is a functional budget. Staff reported that they have been given budget figures,
but that the facility does not actually have the dedicated funds, and health care invoices are paid
from a general fund.

Although there has been improved cooperation between medical and custody staff, staff reported
that youth are not being consistently escorted to the medical unit, particularly when in temporary
detention. Finally, although a formal staffing assessment was not conducted during this visit, we
note that staff continues to be added to the facility despite the decreasing population. For
example, with respect to clinical staffing, there is a Chief Medical Officer and nurse practitioner.
Yet recently a full time physician was hired. Moreover, the facility has a Chief Dentist and 2
full-time dentists. At the time of our visit, the facility was interviewing candidates for a 4™
dentist. In the face of the current state budget crisis, we recommend that DJJ re-evaluate staffing
needs before hiring new staff.

Medical Reception scored 63%. From the period of October-December 2007, the facility
averaged 35 new arrivals per month. The staff uses the Medical Reception Tracking Log but it is
not consistently filled out. The medical reception screening is not conducted in a manner that
ensures visual and auditory privacy. Youth are not provided accurate written orientation
materials. Review of medical records show that clinicians who perform the reception history and
physical examination do not consistently obtain thorough histories and perform pertinent
physical examinations. For example, a clinician did not document an adequate examination of
the neck of a patient who reported a history of a neck mass that was potentially malignant.
Moreover, in such cases previous medical records should have been requested. Clinicians also do
not complete accurate and complete Problem Lists and develop a treatment plan for each active
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problem. In our view, the history and physical examination form contributes to these problems.*
Clinicians should also address known risk factors (obesity, tobacco, and substance abuse).

Intrasystem Transfer scored 59%. The facility receives very few transfers. From the period of
June to December 2007 the facility averaged 3.5 transfers per month. We requested 12 records
but only 4 were available for review. In general the process is occurring in a timely manner. The
nurses did not consistently complete all aspects of the form and clinicians do not sign the transfer
form indicating that they have reviewed the form and the record for pertinent medical problems
requiring follow-up. Youth eligible for the chronic disease management were not referred for
enrollment.

Nursing Sick Call scored 60%. The room where nurses conduct sick call in the main clinic is
not properly equipped (no otoscope or ophthalmoscope). Youth health service requests are
generally being collected and triaged in a timely manner, except for dental requests. Nurses
forward all requests for dental services, including youth complaining of dental pain directly to
the dentist without first seeing the youth. We found instances of requests not being triaged by a
dentist in a timely manner, despite having 3 dentists at the facility. In one case, a youth
complaining of pain was not seen for six days after he submitted his complaint. Areas requiring
improvement include development of local policy, performance of nursing sick call in clinical
areas with privacy, training of nursing staff regarding health assessment skills and nursing
protocols, and a system for ongoing peer review and feedback to assist nurses in improving their
assessment skills.

Medical Care scored 69%. Areas requiring improvement include the documentation of the
medical history, pertinent physical and laboratory findings, and the plan (follow-up).

Chronic Disease Management scored 51%. Not all patients with chronic problems were on the
chronic disease log, including 2 patients with thyroid disease. Other areas requiring improvement
include the initial and interval history, disease assessment, and vaccinations. We also found that
the providers need additional training on the treatment of asthma. Numerous patients had
histories of using their inhalers on a daily basis and were not prescribed inhaled steroids. While
some of these patients may not be using their inhalers correctly, and, in fact, may not require
inhaled steroids, it is an indication that the providers are either not either treating appropriately or
are not providing appropriate education.

Infection Control scored 63%. The infection control program is in development. Staff currently
is not submitting case reports to the health department as required by local, state or federal laws.
Areas requiring improvement include provision of training to the infection control nurse,
conducting infection control meetings a minimum of quarterly, and addressing key infection
control indicators. As the program develops, staff should focus on data showing trends that
health care staff should address (e.g. positive culture reports, % of TB skin test conversions, % of
youth completing hepatitis vaccinations, etc.).

Pharmacy Services scored 100%. Congratulations!
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Medication Administration Process scored 75%. In the main clinic, the medication room has
old cabinets in disrepair with broken drawers and locks. Narcotic keys were kept in an unlocked
drawer. The cabinetry and locks in this room should be replaced. An inspection of the
medication cart showed that nurses pre-poured medications and did not document administration
status on the MAR at the time of administration status.

Medication Administration Health Record review scored 88%. Congratulations! Although
this area did generally well, there should be increased attention to proper documentation of
discontinuation of medications.

Urgent/Emergent Care scored 70%. Staff maintained two separate logs to record
urgent/emergent events, one for the daytime and one for the nighttime. There should only be one
log. Other areas requiring improvement include the quality of clinician history, physical
examination, and assessments, checking emergency equipment and performance of emergency
training and drills.

Outpatient Housing Unit scored 63%. Patients housed in the OHU were not within sight or
sound of the medical staff. Other areas requiring improvement included the admission and
discharge nursing notes.

Health Records scored 100%. Congratulations!

Preventive Services scored 88%. While the facility met the goal of 85%, an area that could be
improved is clinician identification and development of a treatment plan for youth who are
obese.

Consultations scored 98%. Congratulations!

Peer Review scored 67%. Areas requiring improvement include development and
implementation of statewide and local peer review policies.

Credentialing scored 67%. Areas requiring improvement include the development and
implementation of statewide and local credentialing policies and having credentialing files that
contain all required elements.

Quality Management scored 63%. Areas requiring improvement include QM studies,
physician review of nursing sick call and OHU, and annual quality Management Report to the
Statewide Medical Director.
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NA Chaderjian Youth Correctional Facility

The Farrell Medical Experts visited NA Chaderjian YCF on February 25-29, 2008. Overall, the
facility scored 61% (453 of 744 indicators).

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

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

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

We noted that significant improvements in sanitation had occurred in the Stockton complex
OHU where there is a full time janitor. On the other hand, there are not dedicated or consistent
janitorial services in the separate Chad outpatient clinic and Chad ITP clinic.

At the Chad outpatient clinic, there have been physical plant improvements. The walls in most
rooms were painted and the hallway, office, and clinical examination room floors were recently
stripped and waxed. The main clinic treatment room is somewhat cluttered and not as clean as
other areas. This is undoubtedly due to its frequent use, which should result in more, not less
frequent cleaning and disinfection activities. There was no posted schedule of cleaning and
disinfection activities in any of the clinical areas.

The ITP clinic is cluttered and the floors are dirty. Some of the furniture is old and in disrepair,
and equipment is broken (e.g., copier). We understand that the youth are currently being housed
in Mohave while Merced is under renovation, and strongly recommend that the ITP medical
clinic be renovated as well.
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Summary of Health Care Review

Facility Leadership, Budget, Staffing, Orientation, and Training scored 55%. Key health
care leadership positions are filled. The Chief Medical Officer, Dr. Gabriel Tanson, is board-
certified in family practice. Although it was reported to us that the Chief Medical Officer was
provided a health care budget, it is unclear to the medical experts that this is a functional budget.
Staff reported that they have been given budget figures, but that the facility does not actually
have the dedicated funds; health care invoices are paid from a general fund. Although there has
been improved cooperation between medical and custody staff, health care staff reported that
youth are not being consistently escorted to the medical unit for medical appointments.

Contributing to this is the fact that the medical waiting area is used for youth awaiting parole
hearings, which often prevents other youth from being brought up for medical appointments.
There is no posted security staff assigned to the Chad outpatient medical unit, other than in the
control unit outside the clinic. There is also no security post in the control unit after 5 pm. When
nurses give out medications, there is no dedicated correctional officer to facilitate the process.
We recommend that the facility establish a correctional officer post for the medical clinic and
control station for 16 hours per day, 7 days per week.

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

Medical reception scored 42%. Youth who are parole revocators are receiving timely medical
reception evaluations. The clinician who conducts these evaluations appears to be very
conscientious. However, there are some system and clinical issues that affect the quality of the
evaluations. One issue is that both the receiving medical screening and the history and physical
examination are being performed the day the youth arrives, yet staff reported that the health
record was available only about 50% of the time. This has resulted in the clinician not having
access to, and not addressing important historical information.

Moreover, the clinician does not adequately explore historical information that is provided at the
time of the physical such as a history of asthma, TB infection, etc. One youth reported a history
of hypertension and a ‘mild stroke’ for which no further information was obtained. The history
and physical examination form contributes to the lack of a complete history. It contains a review
of symptoms but the form does not require a yes or no response to each symptom, and it is
unclear whether each question is asked. This should be done. The lack of access to the health
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record also results in the Problem List not being updated when the physical examination is
performed.

Nurses are not measuring visual acuity for newly arriving youth and both routine and specifically
ordered lab tests are not consistently being implemented. Because DJJ policy does not require
clinicians to write orders for ‘routine’ admission labs (RPR, Chlamydia and Gonorrhea urine
screening, voluntary HIV antibody, and tuberculin skin tests), there is no system of transcription
and accountability for carrying out the orders. Clinicians are not reviewing laboratory results
until approximately three weeks after results are available, which is an undue delay. In addition,
nurses are conducting post-test counseling in the housing units. This was reportedly due to escort
problems. Post test counseling requires a confidential setting in which to answer questions and
provide risk reduction counseling.

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

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

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

Intrasystem Transfer Scored 56%. The intrasystem transfer review process is occurring in a
timely manner. However, in three of nine applicable records, the sending facility did not
complete the top portion of the form. Nurses need to complete all portions of the form, including
disposition of the patient. In four of ten records a clinician did not review and sign the form in a
timely manner, or at all. Three of seven patients did not receive medications or have them
renewed in a timely manner. Most significantly, five of seven youth did not receive appropriate
and timely follow-up for chronic disease management, previously ordered consultations, and
clinical monitoring. We recommend that clinicians perform a more thorough review of the
youth’s previous medical history and treatment plan, and ensure appropriate follow-up and
clinical monitoring.

Nursing Sick Call. We did not evaluate nursing sick call during this visit because health care
leadership reported that all patients were being referred directly to a clinician. We will evaluate
this area during our next site visit.
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Medical Care scored 65%. Areas requiring improvement included the history and plan, and
ensuring that the plan is implemented in a timely manner.

Chronic Disease Management scored 60%. Chad does not have a reliable chronic disease
tracking system. The main clinic and ITP maintain independent tracking systems. When we
requested the chronic disease tracking log, we were provided only the main clinic log, not the
ITP. It was only after we inadvertently found a youth with HIV infection who was not on the list
(who was housed in the ITP) that we realized there were two lists. Moreover, neither list
contained the names of all chronic disease patients. This was not unexpected given that we found
that newly arriving youth were not consistently enrolled in the program. In addition to the
development of a reliable tracking system, other areas requiring improvement included the initial
history, frequency of chronic care visits, the assessment, the treatment plan, education, and
vaccinations.

Infection Control scored 38%. There are no local polices regarding the implementation of the
infection control program. There is a nurse who is assigned infection control responsibilities. She
is relatively new to her job duties and appears to be very conscientious. She has not received any
formal training. Infection control meetings have been recently implemented but do not address
all required areas. We discussed this with the infection control nurse and made some
recommendations regarding meeting content and the need to address trends.

Pharmacy Services scored 100%. Congratulations!

Medication Administration Process scored 60%. Areas requiring improvement include
sanitation of both the main clinic room and the Intensive Treatment Program clinic area. There is
an accountability system for narcotics and syringes; however, during our review, we found
narcotics in an unlocked bag and not double locked. It was reported that each evening narcotics
are transported for the Chad clinic to the OHU to ensure that two nurses count and document
accountability for the medication; this was reportedly why the nurse kept the narcotics in the bag
for transport later that evening. However, this is a serious breach of security practices regarding
narcotics. The DJJ Director of Nurses was present at the time of our observation, and addressed
the situation with the nurse immediately and with the SRN the following day.

Medication Administration Health Record Review scored 80%. This area is doing generally
well. However, nurses do not currently transcribe the physician order onto the MAR prior to the
pharmacy filling the order. This should be done since there are no other checks and balances
(aside from checking the original order) to assure that the dispensed medication is what the
physician ordered or that the ordered medication was actually dispensed by the pharmacy (i.e., if
nothing is on the MAR, how does the nurse know that a medication should have been delivered
from the pharmacy?). Other areas of improvement include nursing documentation of
administration status (e.g., administered, refused, etc.) for every scheduled dose onto the MAR.
Nurses should also discontinue medication orders according to policy and standard nursing
procedures. Nurses should refrain from crossing out the original order on the MAR as a
mechanism to signal that the order is discontinued.
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Urgent/Emergent Care scored 60%. The evaluation of urgent care involved inspection of
emergency equipment and supplies in the main clinic and ITP. In both areas, the emergency
response bag did not contain a list of standardized equipment and supplies. Thus, when the nurse
checks the bag each day, the nurse has nothing to compare it against for completeness. In the ITP
the bag was disorganized. There was no peak flow meter. Ace bandages were old and stuck
together. No emergency drills have been conducted. Our record review included both a sample of
charts from the Chad emergency log and also the OHU log, which included youth from Chad.
Our review showed concerns regarding nursing and clinical assessments, and clinical follow-up
after patient visits to the emergency room.

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

Health Records scored 0%. At Chad, we learned that if the person responsible for health
records is on vacation, no one is assigned to complete her responsibilities. The health records are
not consistently organized. The Problem List was not consistently visible upon opening the
record. In some records there was a tab for physician orders and in other records there was not.
The Receiving Screening form and History and Physical Examination form were filed in the
progress notes rather than the database. Physician orders were found in both the progress notes
and physician order forms. In fact, we found primarily medication orders on the physician order
forms. This was reportedly because the pharmacy requested only pharmacy orders on the
physician order sheet; however, we were later told that this was not policy. There was no
tracking system for laboratory and consultation reports, or a reliable health record filing system.

We recommend that the facility: develop local policies to ensure compliance with the statewide
policies; organize health records consistent with statewide policies; develop a laboratory and
consultation report tracking system; and assign responsibility for health record duties when the
assigned person is on vacation.

Preventive Services scored 79%. Areas requiring improvement included clinician identification
and development of a treatment plan for youth who are obese, and follow-up of abnormal blood
pressures.

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

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

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

Quality Management scored 50%. Areas requiring improvement included ongoing quality
management meetings and studies, physician review of nursing sick call, SRN review of nursing
sick call, and annual Quality Management Report to the Statewide Medical Director.
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OH Close Youth Correctional Facility

The Farrell Medical Experts visited OH Close on June 2-4, 2008. The facility scored 81% (444
of 550 Screens/Questions).

We would like to thank Superintendent Yvette Marc-Aurele and her staff for their assistance and
cooperation during the audit. We were impressed by the staff’s desire to provide the youth
quality health services. This was the first formal audit for the facility and there are a number of
health care services that are doing well including medical care and chronic disease management,
and the medication administration process. There did not appear to be any contract issues
affecting health care delivery as there were at our last visit to the Northern California Youth
Correctional Complex (NCYCC) in February 2008.

There are however, some fundamental structural aspects of health care services that are not in
place. This includes a complete and current set of policies and procedures to which staff has been
trained and a timely and comprehensive orientation program.®' DJJ also has not developed
nursing protocols and guidelines for the treatment of common conditions among adolescents and
young adults that are required by the remedial plan.’* Although there is a health care budget now
under the control of the Chief Medical Officer (CMO), the budget was not available to the CMO
until more than half the fiscal year had passed.

The facility population at the time of our visit was 198 youths. Currently there are 1.6 primary
care providers (physician and nurse practitioner) at the facility which is a clinician to youth ratio
of 1:124%°. This appears to be more clinical coverage than is necessary to meet youth needs.
There is only one exam room so on the days that both clinicians are at the facility they alternate
seeing patients in the same room. Moreover, our review of clinician patient encounter logs for
the months of March-May 2008 showed that for the 3 month period each provider saw an
average of patients per 9.8 patients per day. The majority of these encounters were for minor
conditions such as previously diagnosed acne that could be managed by nurses if nursing
protocols in place and staff properly trained.

Recognizing that there are areas needing improvement, we wish to congratulate staff on their
progress to date.

Summary of Health Care Review

Facility Leadership, Budget, Staffing, Orientation and Training scored 67%. Positively, all
key leadership positions are filled. The Chief Medical Officer (CMO) is board-certified in a
primary care field. The budget is now under the control of the CMO however this did not occur
until more than half the fiscal year had passed. The facility does not have a complete set of local
policies and procedures and staff has not been systematically trained regarding the policies. The
medical space consists of an examination room and a small office adjacent to the exam room.
The examination room is cramped and often 2 clinicians, a nurse and Medical Technical
Assistant (MTA) occupy this area. There is no schedule of sanitation activities and it does not
appear that the room has been thoroughly cleaned in some time.
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Staff expressed concern that there is no officer posted in the immediate medical area. The
communication center is the closest correctional officer to the medical clinic. However if a
disturbance were to occur these officers cannot leave their post and would have to call for
assistance. Staff is concerned whether the response would be timely. This concern should be
discussed and resolved among medical staff and facility management. There are only two
correctional officers designated as youth escorts which staff report at times delays youth
movement and appointments.

Medical Reception is not applicable. Medical reception was not evaluated because the facility
is not a reception center and does not receive parole revocators.

Intrasystem Transfer scored 80%. We found that not all transferred youth were listed on the
log, but a review of those records showed that the intrasystem transfer review process did occur.
Of concern is that in only 1 of 5 records of youth who were taking prescription medication did
the record show that continuity of medication was provided. In two cases, the findings may
possibly be attributed to documentation issues (an MAR was missing and in another record the
nurse did not date when the youth was given his asthma inhaler). Also, in 4 of 10 cases clinical
follow-up was indicated and did not take place. In two cases youths with previously abnormal
labs that warranted repeating were not noted and did not take place; one was enrolled in an
obesity program for which follow-up did not occur; and one saw a psychiatrist who wanted
follow-up in six weeks but this did not occur.

Nursing Sick Call scored 55%. Only the structural aspects of this area were reviewed because
nurses are not conducting sick call. We found that there is no policy and procedure for nursing
sick call at OH Close. Nurses have not been trained regarding health assessment and use of
nursing protocols as they have not been developed by Headquarters staff. Consequently youth
requesting sick call services are referred directly to a clinician. We note that many youth are
being seen repeatedly for minor conditions that in the community they would not go to a
physician for and could be handled by a nurse (acne, colds, athlete’s foot) with proper training
and protocols. On the other hand, we know that DJJ is reconsidering nursing sick call and the use
of nursing protocols. It is possible that primary reliance on clinicians will be most efficient and
effective. We also note that there is no policy with respect to making rounds in detention areas
and rounds are not documented daily.

Medical Care Scored 97%. While the facility met the goal of 85%, an area that could be
improved is ensuring that all aspects of the treatment plan occur as ordered. The facility should
be proud of its achievement in this area.

Chronic Disease Management scored 87%. While the facility met the goal of 85%, areas that
could be improved included the initial history and the treatment plan.

Infection Control scored 50%. This area was subject to a limited review.>* Areas needing
attention include updating the 2005 infection control manual, ensuring that exposure control and
engineering controls are in place to prevent transmission of communicable diseases, and the
development and implementation of sanitation schedules.
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Pharmacy Services. Pharmacy services were not reviewed during this visit since the same
pharmacy serves both Chaderjian and Close and the services were reviewed during our recent
visit to N.A. Chaderjian. The evaluation we did during that visit applies to O.H. Close as well.

Medication Administration Process scored 92%. Congratulations! The only area that required
attention was to ensure that when youth are transferred back to the facility from the OHU, that
their record (including the medication administration record) and medications are transferred
with the youth.

Medication Administration Health Record Review scored 75%. Although the medication
administration process is going well, documentation in the record requires improvement. With
respect to physician orders, in 3 of 10 records the physician did not document the route of
administration. In 3 of 10 orders the clinician dated but did not time the order. A concern is that
when the nurses document medication orders as being transcribed, they do not actually transcribe
the order at that time, but wait until the medication arrives and then place the label onto the
MAR. Thus when subsequent nurses view the MAR they do not know there is a new order for a
medication. This presents a risk that the medication will not be administered to the youth in a
timely manner or at all.

For example, in the case of one youth taking TB preventive therapy the nurse did not transcribe
the order and the pharmacy apparently did not receive the order. The patient’s MAR that was
automatically printed by the pharmacy showed the old January order and not the one written in
March. In 6 of 10 records the patient received the medication within 24 hours of the medication
being ordered. In only 5 of 9 records did the nurse document the administration status (e.g.
administered, refused, etc) on the MAR for each dose of medication.

Urgent/Emergent Care scored 54%. Areas requiring improvement included the accuracy of the
log, nursing documentation and nursing evaluations.

Outpatient Housing Unit. The Medical experts evaluated this area during our recent visit to the
complex in February 2008.

Health Records scored 25%. Areas requiring improvement included development of a local
policy, a functional tracking system for laboratory and diagnostic studies, and a functional
system for UHR accountability, filing, and retrieval.

Preventive Services scored 76%. An area that required improvement is clinician identification
and development of a treatment plan for youth who are obese. In some cases, the calculated
BMI’s may have been higher than the current BMI since the patients’ heights were based on
heights that had been obtained at intake into the system. This issue was discussed with Dr.
Morris.

Specialty Services scored 80%. Areas requiring improvement included the ordering clinician’s
documentation and follow-up after the consultation.

Peer Review. Peer Review was not reviewed during this visit as it was reviewed during our
recent visit to the NCYCC Outpatient Housing Unit and N.A. Chaderjian YCF.
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Credentialing. Credentialing was not reviewed during this visit as it was reviewed during our
recent visit to NCYCC Outpatient Housing Unit and N.A. Chaderjian YCF.

Quality Management. Quality Management was not reviewed during this visit as it was
reviewed during our recent visit to NCYCC Outpatient Housing Unit and N.A. Chaderjian YCF.
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Recommendations

Headquarters

1.

10.

Ensure that all Department, Headquarters and Facility tables of organization include all key
positions and are consistent with one another. Ensure that the organizational structure for
nursing is consistent with the HCSRP.

Continue to work with CDCR Contracts Section to develop an efficient process for
establishing and executing health care contracts in a timely manner.

Develop and implement standardized nursing protocols and related training program. Amend
the nursing health assessment curriculum to accurately reflect the nursing process. Once that
is done, retrain all nurses.

Develop a complete set of health care policies that address all NCCHC Juvenile Health Care
standards. Review and revise initial policies. Streamline the policy and procedure review and
development process.

Develop and implement a HCS clinical auditing program, consistent with the Health Care
Remedial Plan. Conduct a study to compare the results of internal peer review with the
experts peer review results. Address any discrepancies with the medical experts.

Provide ongoing, interactive training to primary care clinicians regarding management of
chronic diseases.

Develop, collect and analyze measures of staff productivity and health care resource
utilization. Adjust staffing and resources in accordance with facility resource needs and
population.

Develop and implement a plan to evaluate the cost effectiveness of pharmacy services.

Develop and implement a standardized health record manual that contains policies and
procedures and related health record and ancillary forms. Provide training to the field.

Consider establishing Licensed Vocational Nurse positions in DJJ as has been done in
CDCR.

Facility

11.

12.

13.

14.

Continue to improve sanitation of the health care units and satellite sick call areas.
Improve the quality of nursing and medical staff clinical assessments and documentation.
Conduct quality improvement studies for problems identified by the staff or medical experts.

Provide training related to the chronic disease program.
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15. Develop a statewide program to address the problem of obesity in the DJJ population.
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Endnotes:

! Preston YCF 77%, HGS YCF 64%, Ventura VCF 76%, SYCRCC 72%, NA Chaderjian 61%, OH Close YCF
81%.

* El Paso de Robles YCF and Dewitt Nelson YCF.

? See Health Care Organization, Leadership, Budget and Staffing Questions #1 and #2.
* See Health Care Organization, Leadership, Budget and Staffing Questions #12.

> See SYCRCC report.

% The Public Health Nurse is a retired annuitant.

" Memorandum dated 5/30/08 from Robert Morris MD to Chief Medical Officers regarding Facility Organizational
Charts.

¥ DJJ Health Care Services, Field Structure Clinical Oversight, dated 4/25/08.
? See Proof of Practice documents #266 and #272.

' The DON left her position in August 2008.

11 . . . . . e .
We understand that DJJ is now conducting an internal staffing assessment; however in the absence of utilization
data, it will be difficult to precisely determine staffing needs.

12 Conceptual Considerations for the Function and Structure of DJJ Nursing Services, dated June 3, 2008.

" Statewide Nursing Services Structure within DJJ. Memorandum from Cathy Ruebusch to Doug McKeever dated
January 11, 2008 and; Thoughts on Nursing Sick Call dated June 5, 2008

' Statewide Nursing Priorities within DJJ. Memorandum from Cathy Ruebusch to Doug McKeever dated January
11,2008.

' Report on the Nursing Services Quality Management Plan, January to June 2008, dated May 28, 2008.

'® SOAP documentation is a structured approach to documentation. The acronym stands for S=Subjective data,
O=Objective data, A=Assessment or nursing diagnosis and P=Plan.

' Page 33.

'8 DJJ Health Care Services Quality Management Plan, page 1.

' DJJ Health Care Services Quality Management Plan, page 3.

%% See Health Care Services Remedial Plan-Standards and Compliance Coordinator, page 12-13.
*I Not all SRNs were conducting internal audits at that time.

*? Health Care Organization, Leadership, Budget and Staffing.
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* Question #13 which relates to the clinical records administrator monitoring health record management at each
facility a minimum of annually to ensure compliance with the HCSRP was assessed as being non-applicable when it
should have been assessed as being partially compliant.

** Comprehensive means reviewing all aspects of the remedial plan requirements.

> A doctoral degree in pharmacy.

*% Preston YCF.

*" DJJ Pharmaceutical Purchases July-September 2007.

*¥ Farrell Expert/Special Master Formal Request dated 4/16/08: Health Care Monitoring Requests.

%% Reporting Relationships for Supervising Nurses dated August 29, 2007, and Utilization and Supervision of
Licensed Psychiatric Technicians, dated August 29, 2007.

30 Review of system questions such as ‘chest pain’ or ‘shortness of breath’ do not have a yes/no response so it is
unclear whether the clinician asked the question or not. The physical examination section has prompts for
examinations that may not be relevant to the patient’s problems. For example, under the Neck examination section it
prompts an examination of the thyroid only. This is not the relevant examination for a youth with possible neck
cancer. At the end of the form, instead of a section devoted to listing the patient’s diagnoses and a medical treatment
plan, the clinician is only to indicate whether the youth is “cleared for all activity” or has any medical restrictions.
Thus the form suggests its primary purpose is a medical classification tool. We have some suggestions and will
forward them to Dr. Mortris under separate cover.

*! Basic facility orientation for new employees is not provided on a routine basis. We were informed that the most
recent orientation occurred six months prior to our visit.

2 DJJ has requested that the experts re-evaluate the value of nursing sick call. The experts are willing to consider
replacing nursing sick call with clinician sick call. At this time, the plan requires nursing sick call. DJJ has placed
the development of these protocols on hold pending the resolution of this issue with the experts.

> When the Farrell Medical Experts published their original report in 2003 the overall clinician to youth ratio was
1:262 which we determined to be more than adequate for the population size and medical acuity. At our February
2008 visit to the Northern California Youth Correctional Complex (NCY CC) we noted that the complex consisted of
NA Chaderjian (population 210), OH Close (population 184), and Dewitt Nelson (population 183). Dewitt Nelson
was scheduled to close by 7/31/08. The Complex is budgeted for a Chief Medical Officer, three physicians, and a

0.7 FTE nurse practitioner for approximately 580 youth. This is a clinician to youth ratio of one to 123 youth. In
addition we noted supplemental physician staffing on a regular basis.

** OH Close does not have its own infection control nurse. There is a NCYCC registered nurse who has been
designated the infection control nurse for the complex and this area was previously evaluated in February 2008
during the N.A Chaderjian visit.
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