October 3, 2018

Chief Paul Lozano

Shafter Modified Community Correctional Facility
1150 East Ash Avenue

Shafter, CA 93263

Dear Chief Lozano,

The staff from California Correctional Health Care Services (CCHCS) completed an annual
Private Prison Compliance and Health Care Monitoring Audit at Shafter Modified Community
Correctional Facility (SMCCF) on June 12 through 14, 2018. The purpose of this audit was to
ensure SMCCF is providing a level of care consistent with the standards set forth in the Federal
Receiver’s Turnaround Plan of Action dated June 8, 2006.

On September 17, 2018, a draft report was provided to allow you the opportunity to review
and dispute any findings presented in the report. The due date for SMCCF to submit a rebuttal
to PPCMU was October 1, 2018. Since PPCMU did not receive a response by the due date,
the draft report is considered final.

with a compliance score of 88.4%. This compliance score is an increase of 4.6 percentage
points from the prior June 2017 annual audit score of 83.8%. The health care standards

. . associated with this audit are grouped into 14 components. As a result of this audit, nine
components were rated proficient, one was rated adequate, and four were rated inadequate.
The report contains an Executive Summary, list of critical issues, findings detailed by
component, prior critical issue resolution, and an explanation of the methodology behind the
audit.

. . Attached is the final audit report in which SMCCF received an overall audit rating of Adequate

The facility has shown significant improvements by resolving the majority of its past critical
issues. The facility implemented an efficient internal audit process and tracking mechanisms
to proactively identify problems, thus ensuring the timely provision of medical services to
patients.

The areas requiring improvement are Administrative Operations, Licensure/Certifications,
Training and Staffing, Preventive Services, and Emergency Medical Response Drills and
Equipment. The facility needs to update their policies and procedures in order to remain
compliant with Inmate Medical Services Policies and Procedures, conduct timely peer reviews
for the Primary Care Provider (PCP), facilitate shadow training for the PCP at the hub
institution, provide training to nursing staff hired from the registry on new and updated
policies, ensure administration of chronic care medications to patients as prescribed, and
ensure the PCP maintains communication with the specialist consultants, hub institution
providers, and community hospital providers for continuity of care.

Thank you for your assistance and please extend my gratitude to your staff for their
professionalism and cooperation. Should you have any questions or concerns, you may
contact Anastasia Bartle, Staff Services Manager Il, Private Prison Compliance and Monitoring

P.0. Box 588500 Elk
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Unit, Field Operations, Corrections Services, CCHCS, at (916) 691-4921 or via email at
Anastasia.Bartle@cdcr.ca.gov.

Sincerely,

- - K -
- it AT T ey

- -,_-;E‘.f:—;“_' - r“ = -t;“{..‘-_,-__,m__ _- e & , o
/ Joseph (Jasbn) Williams

Deputy Director

Field Operations, Corrections Services

Enclosures

cc:  Vincent S. Cullen, Director, Corrections Services, CCHCS
Joseph W. Moss, Chief, Contract Beds Unit (CBU), Division of Adult Institutions (DAI),
California Department of Corrections and Rehabilitation (CDCR)
David Hill, Chief Executive Officer, Wasco State Prison, CCHCS
Edward Vasconcellos, Chief Deputy Warden, CBU, DAI, CDCR
Brian Coates, Associate Warden, CBU, DAI, CDCR
Jay Powell, Correctional Administrator, Health Care Placement Oversight Program
(HCPOP) and Private Prison Compliance and Monitoring Unit (PPCMU), Field
Operations, Corrections Services, CCHCS
Zacarias Rubal, Captain, CBU, DAI, CDCR
Joseph Edwards, Captain, HCPOP and PPCMU, Field Operations, Corrections Services,
CCHCS
Anastasia Bartle, Staff Services Manager Il, PPCMU, Field Operations, Corrections
Services, CCHCS
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DATE OF REPORT

October 3, 2018

INTRODUCTION

As a result of an increasing patient population and a limited capacity to house patients, the California
Department of Corrections and Rehabilitation (CDCR) entered into contractual agreements with private
prison vendors to house California patients. Although these patients are housed in a contracted facility,
either in or out-of-state, the California Correctional Health Care Services (CCHCS) is responsible to ensure
health care standards equivalent to California’s regulations, CCHCS's policy and procedure, and court
ordered mandates are provided.

As one of several means to ensure the prescribed health care standards are provided, CCHCS staff
developed a tool to evaluate and monitor the delivery of health care services provided at the contracted
facility through a standardized audit process. This process consists of a review of various documents
obtained from the facility; including medical records, monitoring reports, staffing rosters, Disability
Placement Program list, and other relevant health care documents, as well as an onsite assessment
involving staff and patient interviews and a tour of all health care service points within the facility.

This report provides the findings associated with the audit conducted at Shafter Modified Community
Correctional Facility (SMCCF), located in Shafter, California, for the review period of January through
April 2018. At the time of the onsite audit, CDCR’s Weekly Population Count Report, dated June 8, 2018,
the patient population was 630, with a budgeted capacity of 640.

EXECUTIVE SUMMARY

From June 12 through 14, 2018, the CCHCS audit team conducted an onsite health care monitoring audit
at SMCCF. The audit team consisted of the following personnel:

B. Barnett, Medical Doctor, Retired Annuitant
L. Pareja, Nurse Consultant, Program Review (NCPR)
K. Srinivasan, Health Program Specialist (HPS)

The audit includes two primary sections: a quantitative review of established performance measures and
a qualitative review of health care staff performance and quality of care provided to the patient
population at SMCCF. The end product of the quantitative and qualitative reviews is expressed as a
compliance score, while the overall audit rating is expressed both as a compliance score and an associated
quality rating.

The audit rates each of the components based on case reviews conducted by an NCPR and physician,
health record reviews conducted by registered nurses (RN), and onsite reviews conducted by a physician,
NCPR, and HPS. The compliance score for each component is derived from the results of the clinical case
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reviews, the health record reviews, and the onsite audit as reflected in the Executive Summary Table
below.

Based on the findings for each component, SMCCF achieved an overall compliance score of 88.4%, which
corresponds to a rating of Adequate. Refer to Appendix A for results of the quantitative review, Appendix
B for results of the patient interviews conducted at SMCCF, and Appendix C for additional information
regarding the methodology utilized to determine the facility’s compliance for each requirement and
overall audit score and rating. Comparatively speaking, during the previous annual SMCCF audit
conducted June 6 through 8, 2017, the overall compliance rating was 83.8%, indicating an increase of 4.6
percentage points.

This report includes a summary of the clinical case reviews and the critical issues identified during the
guantitative health record and administrative reviews. The Executive Summary Table below lists the
operational areas by component, assessed by the audit team, and provides the facility’s overall
compliance score and quality rating for each area.

Executive Summary Table

Audit Component NCPR MD Case  Overall Quantitat Overall Overall
Case Review Case ive Compone Component
Review Score Review Review nt Score Rating
Score Score Score
1. | Administrative Operations N/A N/A N/A 74.4% 74.4% Inadequate
2. | Internal Monitoring & Quality N/A N/A N/A 82.9% 82.9% Adequate
Management
3. Licensing/Certifications, Training N/A N/A N/A 74.1% 74.1% Inadequate
& Staffing
4, Access to Care 93.3% 91.7% 92.5% 93.1% 92.7% Proficient
Diagnostic Services 100.0% | 100.0% 100.0% 95.8% 98.6% Proficient

Emergency Services & Community 100.0%  100.0% @ 100.0% 90.0% 96.7% Proficient
Hospital Discharge

7. Initial Health Assessment/Health 94.1% 100.0% 97.1% 83.3% 92.5% Proficient
Care Transfer

8. Medical/Medication Management 94.6% 88.2% 91.4% 97.5% 93.5% Proficient

9. | Observation Cells N/A N/A N/A N/A N/A N/A

10. | Specialty Services 96.8% 100.0% 98.4% 76.6% 91.1% Proficient
11. | Preventive Services N/A N/A N/A 78.3% 78.3% Inadequate
12. | Emergency Medical N/A N/A N/A 75.8% 75.8% Inadequate

Response/Drills & Equipment

13. | Clinical Environment N/A N/A N/A 99.9% 99.9% Proficient
14. | Quality of Nursing Performance 95.3% N/A N/A N/A 95.3% Proficient
15. | Quality of Provider Performance N/A 91.7% N/A N/A 91.7% Proficient

Overall Audit Score and Rating 88.4% Adequate

NOTE: For specific non-compliance findings indicated in the table, please refer to the Identification of Critical Issues
located on page 5, or to the specific component sections located on pages 7 through 28.
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IDENTIFICATION OF CRITICAL ISSUES

The table below reflects all quantitative analysis standards in which the facility’s compliance fell below
acceptable compliance levels, based on the methodology described in Appendix C. The table also includes
any qualitative critical issues or concerns identified by the audit team which rise to the level at which they
have the potential to adversely affect patient’s access to health care services.

Critical Issues — Shafter Modified Community Correctional Facility

Question 1.2

Question 1.4

Question 2.10

Question 2.12

Question 3.3

Question 3.6

Question 4.7

Question 7.8

Question 8.1

Question 8.5
(formerly
Question 8.6)

Question 10.4

Question 11.3

Question 12.6

Question 12.7

Question 12.15

Qualitative
Issue #1

The facility’s policies/local operating procedures are not all in compliance with the
Inmate Medical Services Policies and Procedures. This is a new critical issue.

The facility’s inmate orientation handbook does not adequately explain the health
care grievance process. This is a new critical issue.

The CDCR Forms 602 HC Health Care Grievance and 602 HC-A Health Care Grievance
Attachment, are not readily available in the housing units. This is a new critical issue.
The facility’s log for tracking health care grievances does not contain all the required
information. This is a new critical issue.

The facility does not consistently provide training to the RNs hired from the registry.
This is a new critical issue.

The facility did not complete a peer review for its primary care provider (PCP) within
the required time frame. This is an unresolved critical issue since the June 2016 audit.
The facility does not consistently complete patient chronic care visits as ordered by
PCP. This is a new critical issue.

The facility’s nursing staff is not knowledgeable about the documents to be included
in a patient Transfer Envelope. This is a new critical issue.

The facility does not consistently provide patients chronic care medications within the
specified time frame. This is an unresolved critical issue since the June 2017 audit.
The facility does not monitor the patient monthly while the patient is on
anti-Tuberculosis medications. This is an unresolved critical issue since the June 2016
audit.

The facility’s PCP does not consistently review the specialty consultant’s
report/discharge summary and complete a follow-up appointment with the patients
within the required time frame. This is a new critical issue.

The facility does not consistently offer colorectal cancer screening to the patient
population 50 to 75 years of age. This is an unresolved critical issue since the
June 2017 audit.

The facility nursing staff does not re-supply and re-seal the Emergency Medical
Response (EMR) bag after use during an EMR incident. This is a new critical issue.
The facility does not consistently inventory its EMR bag at least once every month.
This is a new critical issue.

The facility’s health care staff does not account for Narcan at the beginning and end
of each shift. This is a new critical issue.

The facility’s health care staff do not document the date of receipt and date of
Registered Nurse (RN) triage on the CDCR Form 602 HC Health Care Grievance. This is
a new critical issue.
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Qualitative The facility does not consistently update the staff licensure and training log to reflect
Issue # 2 all training provided to health care staff. This is a new critical issue.

Qualitative The facility’s PCP has not received shadow training from the facility’s hub, Wasco State
Issue # 3 Prison. This is a new critical issue.

NOTE: A discussion of the facility’s progress toward resolution of all critical issues identified during previous health
care monitoring audit is included in the Prior Critical Issue Resolution portion of this report.
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AUDIT FINDINGS - DETAILED BY COMPONENT

1. ADMINISTRATIVE OPERATIONS

This component determines whether the facility’s policies and local
operating procedures (LOP) are in compliance with Inmate Medical
Services Policies and Procedures (IMSP&P) guidelines and the Case Review Score:
contracts and service agreements for bio-medical equipment Not Applicable
maintenance and hazardous waste removal are current. This QuantltatlveRoewew
component also focuses on the facility’s effectiveness in filing, Score: 74.4%
storing, and retrieving medical records and medical-related Overall Score: 74.4%
information, as well as maintaining compliance with all Health
Insurance Portability and Accountability Act requirements.

The compliance for this component is evaluated by the auditors through the review of patient health
records and the facility’s policies and LOPs. Since no clinical case reviews are conducted to evaluate this
component, the overall score is based entirely on the results of the quantitative review.

Quantitative Review Results

Shafter Modified Community Correctional Facility received a compliance score of 74.4% (Inadequate) with
two new critical issues identified. A total of eight questions were reviewed; four were rated proficient,
two were rated inadequate, and two were not rated. The facility did not receive any release of
information requests from patients and/or third parties during the audit review period January through
April 2018, therefore Questions 1.7 and 1.8 were rated as non-applicable.

Prior to the onsite audit, the facility’s 15 policies were reviewed. Eight were found non-compliant with
the IMSP&P guidelines and/or the facility contract with CDCR (Question 1.2). The deficiencies identified
are as follows:

e Access to Care - In SMCCF Policy No. 4.05, Sick Call (Rev. 4/18), there is no reference to the
requirement to conduct Daily Care Team Huddles and document the actions and attendance of
each huddle. (Reference: IMSP&P, Vol 4, Chapter 1.2, Care Teams and Patient Panels Procedure;
City of Shafter’s executed agreement with CDCR, Standard Agreement, C5607882, Scope of Work,
Section | Daily Care Team Huddle, page 52.)

e Aerosol Transmissible Diseases Exposure Control Plan - The facility did not submit a policy for this
policy requirement. Instead, SMCCF submitted Policy No. 7.24, Aerosol Weapons Procedure
initially, which was related to the facility’s Use of Force process with chemical agents. When the
NCPR auditor informed the facility this policy was not the one requested for review, SMCCF
forwarded the CDCR/CCHCS Aerosol Transmissible Disease Exposure Control Plan. This document
provides instructions and a template on how to create a facility specific plan and does not satisfy
the requirement. (Reference: IMSP&P, Vol 1, Chapter 27, Aerosol Transmissible Diseases
Exposure Control Plan Policy; City of Shafter’'s executed agreement with CDCR, Standard
Agreement, C5607882, Scope of Work, Section P Infection Control, page 57.)
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Durable Medical Equipment (DME) - In SMCCF policy No. 4.11, Hospital Facilities and Equipment
(Rev. 4/18), section Durable Medical Equipment, the process described on pages 7 through 21, is
specific to a CDCR institution and not the facility. The facility is required to create a policy specific
to the facility’s process, such as: how medical supplies are requested and distributed, how DME
is procured and furnished to the patient, and how it is tracked by medical staff and inspected by
custody staff. However, the facility failed to do so. (Reference: Per IMSP&P, Volume 4, Chapter
32.1, Durable Medical Equipment and Supply Procedure.)

Health Care Staff Licensure and Training — The facility’s policies are non-compliant due to the
following deficiencies:

o The SMCCF Policy No. 4.01, Facility Physician (Rev. 4/18) does not discuss physician peer
review and annual performance appraisals. The policy does not reference the PCP is
required to maintain a current Drug Enforcement Administration license and Advance
Cardiac Life Support certification. Additionally, the policy does not state the physician
credentialing process.

o The SMCCF Policy No. 4.01 A, Facility Nurse (Rev. 4/18) does not state the Registered
Nurse (RN) is required to maintain a current Basic Life Support (BLS) certification.

o The SMCCF Policy No. 4.01 B, Facility LVN (Rev. 4/18) does not state the Licensed
Vocational Nurse (LVN) is required to maintain a current BLS certification.

o The SMCCF Policy No. 2.12, Minimum Training Requirements (Rev. 2/18) does not
reference the requirement to schedule all newly hired health care staff for training at the
facility's hub institution, Wasco State Prison (WSP). The policy also does not state the
specifics regarding the facility’s process for training its health care staff. Additionally, it
does not discuss the process for tracking health care staff licenses, certifications, and
training.

(References: IMSP&P, Volume 1, Chapter 31.3, Licensed Medical Provider Credentialing and
Privileging Procedure; City of Shafter’s executed agreement with CDCR, Standard Agreement,
C5607882, Scope of Work, Section Q Credentialing, Privileging and Peer Review, Page 57.)

Maintenance and Management of Health Records and Release of Information (ROI) — The SMCCF
Policy No. 4.14, Access to Health Care Information & Release of Information (Rev. 4/18), s
non-compliant due to the following deficiencies identified:

o The policy does not indicate patient health records are available within CCHCS electronic
Unit Health Record (e-UHR) and Electronic Health Record System (EHRS) and reference
the requirement for all health care staff to access patient's historical medical information
from one or both sources as necessary.

o The specific time frame (15 business days) for completion of the ROl requests and the
copying charges of 10 cents per page is not specified in the policy and it also does not
state a withdrawal slip, CDC 193, needs to be completed for the amount charged to the
patient.

o There is no reference to SMCCF’s process for handling patients’ requests for their mental
health records, Olsen reviews, and processing requests received from Attorney's office
and other third parties.

8 | Private Prison Compliance and Health Care Monitoring Audit
Shafter Modified Community Correctional Facility — Annual Audit
June 12-14, 2018



HEALTH CARE SERVICES

o The policy does not list all steps to be followed when collecting and processing an ROI
request, namely, health care staff should date stamp the original request and CDCR Form
7385 Authorization for Release of Information and document the completed date on the
CDCR Form 7385 upon completion of the request, submit the patient’s written request
and the completed original CDCR Form 7385 to WSP for scanning into the patient's
electronic health record, and file copies of both documents in the patient’s “shadow” file.

(Reference: IMSP&P, Volume 6, Chapters 4.1 and 4.2, Release of Information Policy and
Procedure; City of Shafter’s executed agreement with CDCR, Standard Agreement, C5607882,
Scope of Work, Section W Maintenance of Medical Records, Page 59.)

e Medication Management — The SMCCF Policy No. 4.19, Medication Management (Rev. 4/18),
does not state the medication availability process and time frames; medication availability refers
to the time frame when the patient should receive renewed/refilled medications and newly
ordered medications (Reference: IMSP&P, Volume 4, Chapter 11.2 - Medication Orders-
Prescribing Procedure.)

e Quality Management Program — The SMCCF Policy No. 4.26, Quality Management Program
Overview (Rev. 4/18), is not specific to the facility. The policy also does not state the frequency
of the Quality Management Committee (QMC) meetings conducted at the facility. (Reference:
IMSP&P, Volume 3, Chapter 1, Quality Management Program, Institution.)

e Tuberculosis Surveillance Program — The facility is non-compliant due to not submitting a policy.
(Reference: IMSP&P, Volume 10, Chapter 3.2 — Tuberculosis Surveillance Program Procedure.)

The HPS auditor reviewed the facility’s inmate orientation handbook and found the health care grievance
information was not updated to reflect implementation of the new Health Care Grievance regulations
effective September 2017 (Question 1.4). The auditors recommended the facility update all
non-compliant policies in order to meet IMSP&P guidelines and contractual requirements, and update the
health care grievance process in the handbook to achieve compliance. The HPS auditor noted most of the
patients interviewed during the onsite audit were not aware of the health care grievance process. The
auditor recommended the facility provide an orientation for all patients on the new health care grievance
regulations soon after this information is updated in the handbook. The Chief agreed to implement the
process as recommended.

2. INTERNAL MONITORING & QUALITY MANAGEMENT

This component focuses on whether the facility completes internal
reviews and holds committee meetings in compliance with the

CCHCS policies.  Auditors review the minutes from Quality CaseRevieWscore:
. . L - Not Applicable
Management Committee meetings to determine if the facility L ,
Quantitative Review

identifies opportunities for improvement; implements action plans
to address the identified deficiencies; and continuously monitors
the quality of health care provided to patients. Auditors review the Overall Score: 82.9%
monitoring logs utilized by the facility to document and track all

patient medical encounters such as initial intake, health assessment,

sick call, chronic care, emergency, and specialty care services. These logs are reviewed for accuracy and

Score: 82.9%
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timely submission to CCHCS. Lastly, auditors evaluate whether the facility promptly processes and
appropriately addresses health care grievances.

The clinical case reviews are not conducted for this component. The overall component score is based
entirely on the results of the quantitative review.

Quantitative Review Results

Shafter Modified Community Correctional Facility received an overall compliance score of 82.9%
(Adequate) with two new critical issues identified. This is a decrease of 12.3 percentage points from the
previous score of 95.2% achieved during the June 2017 annual audit. During the current audit, the facility
scored 100% compliance for 8 of the 13 questions evaluated, and did not meet the compliance threshold
of 80.0% for 2 questions. The remaining three questions were rated as follows: one proficient, and two
adequate.

During the current audit, the facility was successful in submitting all 58 monitoring logs timely during the
audit review period thus achieving 100% compliance for Question 2.4. The facility also received 100% for
submitting accurate data on the specialty care monitoring log (Question 2.6) which is an increase of 10.7
percentage points from the previous score of 89.3%. The data in the chronic care monitoring log also was
complete and accurate (Question 2.8) resulting in 100% compliance which is an increase of 15 percentage
points from the previous compliance score of 85.0%. However, the facility received a significantly
inadequate score of 12.5% for Question 2.10 due to the housing units not having CDCR Forms 602 HC and
HC-A readily available for patient use. A considerable decrease of 87.7 percentage points from the
previous score of 100.0% received during the June 2017 annual audit.

While inspecting the eight housing units during the onsite audit, the HPS and physician auditors observed
the CDCR Forms 602 HC and HC-A readily accessible in one housing unit (Question 2.10). The auditors
also noted the forms were locked inside the custody officer’s desk in all housing units. When the auditors
inquired about the reason for this, the custody officers and the acting Assistant Chief stated this was done
to prevent the forms from being misused by the patients for their craft work and making contraband items
since the forms were blue in color. The staff also informed auditors they were not receiving enough forms
to replenish their supply. They had been told the new forms were back ordered.

The auditors informed the custody staff, Chief, and acting Assistant Chief of the requirement to place the
forms in the housing units in a way the patients do not have to go through the custody officer. Later,
during the course of the onsite audit, the HPS auditor provided the electronic CDCR Form 602 HC and HC-
A to the acting Assistant Chief via email with the recommendation to print the forms on blue color paper
and place them in the housing units until such time the original forms are received. The HPS auditor
encouraged the facility staff and the Chief to bring up issues, such as this, to PPCMU and CBU’s attention
during the monthly calls. The Chief confirmed understanding and agreed to report such issue in the future.

The HPS auditor found the facility is not using an updated version of the health care grievance tracking
log. (Question 2.12). The log was missing a column for the date of the RN Triage. The screening disposition
drop down field on the log was not updated to the current disposition criteria, "Intervention" and "No
Intervention". The log utilized by the facility lists the outdated options; "Granted", "Partially Granted",
and "Denied". Additionally, the grievance response due dates documented on the log do not reflect the
new 45-business day time frame. As a result, SMCCF received 0.0% compliance which is a significant
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decline from the previous June 2017 annual audit score of 100%. Subsequent to the audit, PPCMU
provided the facility with an updated heath care grievance log and supporting documents on July 13, 2018.

During the onsite review, the HPS auditor reviewed the health care grievances received by the facility.
One grievance showed the patient sent the grievance directly by mail to the CCHCS Health Care
Correspondence and Appeal Branch (HCCAB) instead of submitting it to staff at SMCCF. This caused a
substantial delay in processing this grievance. Per the date stamp on the grievance, it was received by
HCCAB on December 26, 2017. Since the grievance was required to be processed by the facility, HCCAB
rejected it on January 17, 2018. There is no receipt date documented on the grievance or on the facility’s
tracking log to indicate when the facility received the grievance from HCCAB. The grievance was
forwarded by the facility to the hub institution for review and for entry into the CCHCS Health Care
Appeals and Response Tracking (HCART) system. The facility’s date on the grievance showed it was
assigned to health care staff for processing on February 7, 2018. The facility documented this as the
assigned date on their grievance tracking log instead of documenting the date it received the grievance
from HCCAB. The facility also failed to date stamp the receipt date and RN triage date on the grievance
(Qualitative Critical Issue #1).

The second health care grievance reviewed by the HPS auditor showed the facility failed to document the
date of receipt and date of RN triage on the grievance. It was reviewed by the hub’s Health Care Grievance
Coordinator (HCGC) on January 17, 2018, per the date documented by the HCGC. The facility’s date on
the grievance showed it was assigned to health care staff for processing on February 14, 2018. The date
entered on the tracking log was this assigned date, instead of the date when the grievance was initially
received from the patient. The HPS auditor discussed with the acting Assistant Chief the requirement for
staff to document the original date of receipt and triage on both the 602HC Form and the tracking log.

Additionally, the HPS auditor noted SMCCF filed copies of the health care grievances and responses in the
patient’s health record. The auditor informed the staff this was an incorrect practice since the grievances
are not considered a part of the patient’s health record. The HPS auditor recommended the facility utilize
a separate binder to file the health care grievances and file them in chronological order for tracking
purposes.

3. LICENSING/CERTIFICATIONS, TRAINING & STAFFING

This component will determine whether the facility adequately
manages its health care staffing resources by evaluating whether:

job performance reviews are completed as required; professional Case Rewew Score:

. e . . Not Applicable

licenses and certifications are current; and training requirements o ,
Quantitative Review

are met. The auditors will also determine whether clinical and
custody staff are current with their emergency medical response
certifications and if the facility is meeting staffing requirements Overall Score: 74.1%
specified in the contract.

Score: 74.1%

This component is evaluated by the auditors through the review of facility’s documentation of health care
staff licenses, medical emergency response certifications, health care staff training records, and staffing
information. The clinical case reviews are not conducted for this component; therefore, the overall
component score is based entirely on the results of the quantitative review.
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Quantitative Review Results

Shafter Modified Community Correctional Facility achieved an overall compliance score of 74.1%
(Inadequate) with one prior critical issue found unresolved and three new critical issues identified. The
current score shows a decrease of 25.9 percentage points from the previous score of 100% achieved
during the June 2017 annual audit. Six questions for this component were reviewed; four were found
100% compliant, one was 44.4% compliant, and the remaining one achieved 0.0% compliance.

During the previous annual audit conducted in June 2017, SMCCF did not complete the peer review for its
PCP within the required time frame (Question 3.6). This question was not rated during the limited review
conducted in December 2017 because the facility recently hired a new PCP whose peer review was not
due during the review period. During the current audit, the auditors found the facility again failed to
conduct the four month peer review for the PCP which was due to be completed on November 6, 2017.
SMCCF completed the peer review two months later on January 5, 2018. The auditors informed the facility
Chief it is important the peer reviews are conducted timely.

Additionally the physician auditor determined the two month and four month peer reviews of the PCP
failed to address the PCP’s poor documentation practices. According to the physician auditor, the PCP’s
documentation in the patient medical records does not meet CCHCS standards and the PCP frequently
leaves some areas in the medical forms blank where more information should be provided. There has not
been any further reviews conducted by the facility to address this discrepancy. There are no weekly or
monthly quality assurance programs currently utilized at SMCCF to address this or any other lapses. The
auditors informed the PCP was due for an annual review on July 6, 2018, and urged the Chief to ensure
the peer review is conducted timely and submitted to PPCMU.

During the current annual audit, one new quantitative critical issue was identified. The auditor noted
although the facility frequently utilized registry staff for weekend and vacancy coverage, the facility did
not provide any training to registry staff on the health care delivery processes (Question 3.3). During the
month of the onsite audit, June 2018, the facility had four registry RNs scheduled to provide weekend
coverage and one RN to provide vacancy coverage. The documentation on the facility’s licensure and
training tracking log showed none of these five staff received training. The HPS auditor informed the
facility’s Chief all training provided to the full time health care staff shall also be provided to registry staff
since the facility utilizes these staff routinely to provide coverage.

Two qualitative critical issues were identified for this component during the current audit. The facility did
not document all training provided to health care staff on a log utilized to track health care staff licensing
and training (Qualitative Issue #2). While reviewing the staff training sign-in sheets, the HPS auditor noted
seven staff training sessions were not documented on the log. The facility also did not document the hub
institution training provided to the RNs on the training log.

The facility PCP who was hired on July 6, 2017, has not received orientation and training at the hub
institution (Qualitative Issue #3). The facility failed to bring this to CBU’s and PPCMU’s attention although
they were afforded the opportunity to do so during the monthly CBU conference calls when hub training
is one of the primary items on the agenda. The auditors inquired with the Chief why this was never
reported. The Chief replied the hub did not work with them cohesively to facilitate this training. The
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auditors recommended the Chief and the acting Assistant Chief report issues such as this to CBU during
the monthly conference calls in order for prompt resolution. The Chief agreed to report as recommended.

The facility refuses to hire a Health Service Administrator (HSA) or a Director of Nursing who can supervise
and manage the nursing care staff. The facility’s Assistant Chief, a peace officer, continues to function as
the manager of the medical clinic. Although the Chief of the facility realizes the absence of a nursing
supervisor could be detrimental to the nurses’ performance, the Chief stated he is unable to hire an HSA
due to the facility’s budgetary constraints.

At the time of the audit, the facility had two full time RNs who are permanent employees of the City of
Shafter. A third full time RN position has been vacant since April 9, 2018, and a registry RN is providing
coverage until such time the position is filled. The three full time RNs provide coverage Monday through
Friday, 8 hours a day. The facility does not have permanent staffing for weekend coverage. These shifts
are covered by registry RNs. During the current audit, SMCCF was utilizing five registry RNs both for
weekend and vacancy coverage. Subsequent to the audit, the facility informed they were in the process
of conducting a background check on an RN candidate in order to fill the vacant position.

4. ACCESS TO CARE

This component evaluates the facility’s ability to provide patient
population with timely and adequate medical care. The areas of

focus include, but are not limited to: nursing practice and Case Review Score:
documentation, timeliness of clinical appointments, acute and _92':5% .
Quantitative Review

chronic care follow-ups, face-to-face nurse appointments, provider
referrals from nursing lines, daily care team huddles, and timely
triage of sick call requests. Additionally, the auditors perform onsite Overall Score: 92.7%
inspection of housing units and logbooks to determine if patients
have a means to request medical services and to confirm there is
continuous availability of CDCR Form 7362, Health Care Services Request.

Score: 93.1%

Shafter Modified Community Correctional Facility received an overall compliance score of 92.7%
(Proficient), an increase of 12.8 percentage points from the previous score of 79.9%. Specific findings
related to the nurse and physician case reviews, and the electronic health record and onsite quantitative
reviews are documented below.

Case Review Results

The facility received an overall case review compliance score of 92.5% for this component. The clinical
auditors reviewed a combined total of 57 encounters.

Nurse Case Reviews

The NCPR auditor reviewed a total of 45 nursing encounters and identified three deficiencies detailed
below.
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e In Case 22, the patient refused treatment on February 1, 2018, by signing the CDCR Form 7225,
Refusal of Examination and/or Treatment. However, the nursing staff failed to document the
specific treatment the patient was refusing. There was no related documentation, a sick call
request, or PCP order for this date in the EHRS. The NCPR auditor could not identify the treatment
being refused.

e In Case 25, two deficiencies were identified. The patient submitted sick call requests on
February 11, 18, and 19, 2018, for the same respiratory complaint. The nurse saw the patient on
February 11 and 18, 2018, and provided medications per Nursing Protocol. The patient refused
the appointment on February 19, 2018. Despite the patient’s persistent respiratory complaint
which was not responding to Nursing Protocol medications, the nurse did not refer the patient to
the PCP for further evaluation.

Physician Case Reviews

The physician auditor reviewed a total of 12 encounters for this component and identified only one
deficiency.

e In Case 1, the 35-year old overweight African American patient was seen by the PCP for a
follow-up appointment for lab results. The patient’s creatinine was noted as 1.7 and GFR! was
within normal limits. However, the PCP misdiagnosed the patient as having Diabetes Mellitus
(DM) and renal insufficiency. The physician auditor determined the PCP’s findings as a
misdiagnoses. The PCP noted in his progress notes on December 2017 the patient’s elevated
creatinine was likely due to the medication Metformin which the patient was taking at the time.
The PCP also acknowledged the patient’s blood sugar was within normal limits and thus did not
have DM. There was no need to prescribe Metformin. The physician auditor determined
borderline elevation of serum creatinine is insufficient by itself to diagnose renal insufficiency in
a black male, and a GFR calculation which considers age and weight should have been performed.
The GFR values for this patient were within normal range. The PCP’s documentation in the
medical record was incomplete and the PCP did not educate the patient regarding his obesity and
did not provide instructions regarding diet.

Quantitative Review Results

The facility received a quantitative compliance score of 93.1% (Proficient) with one prior critical issue
found resolved. Ten questions were reviewed; seven were rated proficient, two were adequate, and one
was inadequate.

During the June 2016 annual audit, the facility achieved 54.2% compliance for Question 4.5 (previously
Question 4.8) due to facility nursing staff not consistently establishing effective communication with
patients during nursing encounters. During the June 2017 annual audit, the facility failed to achieve a
compliance threshold of 80.0%, and was found 58.3% compliant. The facility slightly improved the score
to 75.0% in the December 2017 Limited Review, but did not resolve this issue. During the current audit,
the nurse auditor found this critical issue resolved. Thirteen of the 16 health records reviewed showed

1GFR-an acronym used for glomerular filtration rate. GFR is a test used by physicians and other medical professionals to see if
the kidneys are working correctly. In basic terms, it is a measurement of how much liquid and waste is passing from the
blood through the tiny filters in the kidney, called the glomeruli, and out into the urine during each minute.
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the facility nurses established effective communication with the patient during a nursing encounter. As a
result, the facility achieved 81.3% compliance.

One new critical issue was identified for Question 4.7. A review of the health record indicated chronic
care follow up appointments were not consistently completed as ordered by the PCP. Twelve out of 16
patient medical records reviewed were non-compliant for this requirement.

The audit team attended the facility’s Daily Care Team Huddle, which the facility regularly conducts at
0700 hours daily. In comparison to the June 2017 annual audit, the NCPR auditor noted significant
improvement in the facility’s daily huddle documentation (Question 4.8). A review of the documentation
showed 17 out of 21 days were completed correctly, resulting in 81.0% compliance. The NCPR auditor,
however, provided a copy of the Daily Care Huddle Script to the nurse assigned for completing huddle
documentation. The Daily Care Huddle Script describes the actions to be taken related to issues identified.
A sample of a completed Daily Care Huddle Activity Sheet was also provided for reference. The NCPR
auditor emphasized the importance of the PCP providing mini lectures to nursing staff regarding current
trends on any medical issue impacting patient health care.

5. DIAGNOSTIC SERVICES

For this component, the clinical auditors assess several types of
diagnostic services such as radiology, laboratory, and pathology.

The auditors review the patient medical records to determine Case Review Score:
. . . . 100.0%
whether radiology and laboratory services were provided timely, Lo ,
Quantitative Review

whether the PCP completed a timely review of the results, and if
the results were communicated to the patient within the required
time frame. Information regarding the appropriateness, accuracy Overall Score: 98.6%
and quality of the diagnostic tests ordered, and the clinical
response to the results is evaluated via the case review process.

Score: 95.8%

Shafter Modified Community Correctional Facility received an overall compliance score of 98.6%
(Proficient), an increase of 14.2 percentage points from the previous score of 84.4% (Adequate). Specific
findings identified by the clinical auditors during case reviews, and electronic health record quantitative
review are documented below.

Case Review Results

The facility received an overall case review compliance score of 100% (Proficient). The clinician auditors
reviewed a combined total of 11 encounters for this component and did not identify any deficiencies with
the physician and nursing care provided to patients during the audit review period.

Quantitative Review Results

The facility received a quantitative compliance score of 95.8% (Proficient) with no new critical issues
identified. Three out of the four questions scored 100% and one scored 83.3%. The facility did not have
any previous unresolved critical issue for this component.
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6. EMERGENCY SERVICES AND COMMUNITY HOSPITAL DISCHARGE

This component evaluates the facility’s ability to complete timely
follow-up appointments on patients discharged from a community
hospital. Some areas of focus are the nurse face-to-face evaluation Case Review Score:
of the patient upon the patient’s return from a community hospital 100.0%

or hub institution, timely review of patient’s discharge plans, and Quantitative Review
timely delivery of prescribed medications. Score: 90.0%

Overall Score: 96.7%
The auditors evaluate the emergency medical response system and

the facility’s ability to provide effective and timely responses. The
clinician auditors assess the timeliness and adequacy of the medical care provided based on the patient’s
emergency situation, clinical condition, and need for a higher level of care.

Shafter Modified Community 