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EXECUTIVE SUMMARY  

 

 This is the Fifth Report submitted pursuant to the MOA
1
 and the Monitoring 

Agreement,
2
 covering the period from January 1, 2009 through July 31, 2009.  During this 

monitoring period, the Monitoring Team
3
 has visited each of the Facilities

4
 in order to provide 

technical assistance and conduct monitoring.  In order to monitor the Stateôs compliance with the 

provisions of the MOA, the Monitoring Team conducted interviews of leadership and staff of 

Delaware Department of Correction (ñDOCò) and Correctional Medical Services (ñCMSò),
5
 and 

inmates housed in the Facilities.
6
  In addition, the Monitoring Team has reviewed numerous 

medical records at each facility.  All of these materials, in connection with the observations that 

the Monitoring Team made while on site at the Facilities, form the basis of the compliance 

assessments
7
 contained in this Report.   

                                                
1
 The ñMOAò refers to the Memorandum of Agreement between the United States Department 

of Justice (ñDOJò) and the State of Delaware (the ñStateò) regarding the Delores J. Baylor 

Womenôs Correctional Institution, the Delaware Correctional Center, the Howard R. Young 

Correctional Institution, and the Sussex Correctional Institution, which was entered into on 

December 29, 2006.  The MOA is available at 

http://www.deprisonmonitor.org/pdf/delaware_prisons_moa_12-29-06.pdf. 

2
 The ñMonitor Agreementò refers to the Agreement between Joshua W. Martin III (the 

ñMonitorò) Individually and on Behalf of Potter Anderson & Corroon LLP and the State of 

Delaware, which was entered into on May 14, 2007 (the ñMonitor Agreementò).   

3
 The Monitor has retained a team of medical and mental health experts.  The Monitor, together 

with the medical and mental health experts and other attorneys, are hereinafter referred to as the 

ñMonitoring Team.ò  Biographies of the members of the Monitoring Team are attached hereto as 

Appendix I. 

4
 The term ñFacilitiesò refers to the Delores J. Baylor Womenôs Correctional Institution 

(ñBaylorò), the James T. Vaughn Correctional Center (ñJTVCCò) (formerly the Delaware 

Correctional Center  or DCC), the Howard R. Young Correctional Institution (ñHRYCIò), and 

the Sussex Correctional Institution (ñSCIò). 

5
 CMS is a private contractor that has been providing medical and mental health care services at 

the Facilities since it took over the prior vendorôs contract on July 1, 2005.  The CMS website is 

available at http://www.cmsstl.com.  

6
 The Monitoring Team also has received unsolicited information from inmates, their families, 

advocates, community groups and other external sources. 

7
 For those provisions of the MOA for which the Monitoring Team made an assessment, there 

are three different compliance assessments possible: substantial compliance, partial compliance, 

and non-compliance.  These compliance assessments will be explained at greater length in the 

introduction to the report. 
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 The compliance assessments made in this report regarding the Stateôs compliance 

with the provisions of the MOA are made by consensus of the Monitoring Team, which means 

that the Monitoring Team reviews the evidence and determines whether the evidence shows 

substantial, partial or noncompliance with a provision of the MOA.  Furthermore, at times, prior 

to the Monitoring Teamôs visit to a site, it serves upon the DOC document requests, describing 

documents that it anticipates reviewing during its visit.  The DOC then takes steps to have these 

documents ready for review upon the Monitoring Teamôs arrival, if not prior to that date. 

 

Summary of Findings 

 

 On December 29, 2009, the MOA expires by its terms.  The State has made 

progress toward reaching substantial compliance with the terms of the MOA, but the State still 

has a great deal more to accomplish and it does not appear that the State will have reached 

substantial compliance with all of the provisions of the MOA by the time of the expiration of the 

MOA.  The State is continuing to work to achieve substantial compliance with the terms of the 

MOA, and Monitoring Team is hopeful that it will be able to report additional progress in the 

Sixth Report. 

 

 One concern that the Monitoring Team has expressed in prior reports relates to 

the lack of stable and effective leadership at the vendor-level.  The State has developed a strong 

central office, now known as the Bureau of Correctional Healthcare Services (ñBCHSò).  

According to the DOC, the elevation of the Office of Health Services to a Bureau status 

conferred substantially increased authority to this team, as well as the allocation of substantial 

additional human and financial resources.  The presence and effectiveness of the BCHS is 

promising, and can ameliorate the problem of shifting leadership at the facility level to some 

degree.  As previously stated, however, without stable and effective leadership at the facility 

level, the Stateôs efforts to achieve substantial compliance with the terms of the MOA will be 

hampered.  Stable leadership at the facility level can keep institutional knowledge intact, and 

ensure that line staff members are receiving appropriate supervision (and re-direction if 

necessary) and performing their tasks appropriately. 

 

 The State has continued to implement its Continuous Quality Improvement 

(ñCQIò) process, but a great deal of work remains to be done to bring this area into substantial 

compliance.  An effective CQI process will enable the State to identify problems, analyze the 

causes of those problems, implement effective corrective action plans to remedy those problems, 

follow-up on those corrective action plans to ensure that they are effective, and ensure that 

improvements are maintained.  The Stateôs CQI process is mostly in place, but it has not yet 

reached a level of consistency and effectiveness at all of the necessary stages.  An effective CQI 

process is key to the Stateôs ability to provide the level of healthcare required by the MOA 

without the need for outside monitoring.   

 

 Another issue that the State continues to grapple with is the tension between 

providing adequate health care, and the need to promote a secure and safe environment within 

the Facilities.  The Monitoring Team has found several instances in which custodial policies 

have interfered with the healthcare staffôs ability to provide care, affecting issues such as 

privacy, access to care, timeliness of care, and inappropriate amounts of ñdown timeò for 
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healthcare staff.  There are well-established lines of communication between custodial leadership 

and healthcare leadership to discuss such issues, but the Monitoring Team encourages leadership 

to continue to focus on finding strategies that can allow for goals of both security and adequate 

healthcare to be reached.   

 

 As the reader will note, this Fifth Report demonstrates that the State has continued 

to make improvements, and the Monitoring Team is especially pleased with the gains it found at 

Baylor and SCI.  Many of the areas in which the State is beginning to see more improvement 

relate to getting a process in place, and many of the areas in which the State needs to improve 

relate to the substantive adequacy of the care being provided through those processes.  Some of 

the areas of improvement are that the State continues to attempt to re-configure spaces to allow 

for better privacy, clinic spaces, and work spaces for staff.  This also affects medication 

administration, storage, and continuity.  The State also continues to demonstrate an ability to 

implement timely screening processes.  In addition, as mentioned above, the State has allocated 

more significant authority and resources to its central office to assist with the improvement in 

inmate health care and sustaining that improvement.   

 

Summary of Stateôs Compliance 

 

 The MOA contains fifty-five provisions which apply to Baylor, and fifty-four 

provisions which apply to each of the other three Facilities.  The Monitoring Teamôs assessments 

of the Facilities are as follows:   

 

 The Monitoring Team found that Baylor is in substantial compliance with 21 of the 

provisions and in partial compliance with 34 of the provisions.   

 The Monitoring Team found that JTVCC is in substantial compliance with 12 of the 

provisions; in partial compliance with 36 of the provisions; and in non-compliance with 6 

provisions.   

 The Monitoring Team found that HRYCI is in substantial compliance with 10 of the 

provisions and in partial compliance with 44 of the provisions.     

 The Monitoring Team found that SCI is in substantial compliance with 21 of provisions 

and in partial compliance with 33 of the provisions.     

 As compared to the Fourth Report, overall, the number of provisions which the 

State is in substantial compliance with has increased from 39 to 64.  More importantly, the 

number of provisions with which the State is not in compliance has decreased from 15 to six, all 

of which are at JTVCC.  With respect to the majority of provisions with which the State has been 

assessed as being in partial compliance, as is discussed in the Introduction, a partial compliance 

rating covers a wide range of performance from close to non-compliance to close to substantial.  

It should be noted therefore that, although the State may have received partial compliance ratings 

in consecutive reports, that does not indicate that the State has failed to make any progress.  To 

the contrary, in many situations, the State has made progress, but still has some work to do 

before achieving a substantial compliance rating.  In order to gain a complete understanding of 
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the progress made by the State, the reader must look past the assessment itself and review the 

findings made for each provision by the Monitoring Team. 
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INTR ODUCTION  

 The First Semi-Annual Report of the Independent Monitor for the State of 

Delaware Department of Correction was published on June 29, 2007, and represented a 

preliminary overview of the Monitorôs duties, and summaries of the Monitorôs first observations 

regarding the Stateôs compliance with the MOA.
8
  The Second Semi-Annual Report (the 

ñSecond Reportò) was published on January 31, 2008.  This report represented the Monitoring 

Teamôs first opportunity to conduct and report on monitoring of the Facilities and was designed 

to serve as a baseline against which the Stateôs future improvement will be compared.  The Third 

Semi-Annual Report (the ñThird Reportò), and the Fourth Semi-Annual Report (the ñFourth 

Reportò), were published on July 29, 2008 and January 30, 2009, respectively.  Both of these 

reports continued to describe the progress made by the State and the problems that still existed.   

 

 In this Fifth Semi-Annual Report (the ñFifth Reportò), the Monitoring Team 

continues to report on its monitoring of the Facilities.  As was the case in previous reports, this 

report takes note of improvements made by the State since the last report and describes the 

significant hurdles the State must overcome to come into full compliance with the MOA. 

 

 The organization and components of this Fifth Report are the same as those in the 

Fourth Report.  The organization of the report consists of a review of each MOA provision, 

followed by the Monitoring Teamôs assessment of the Stateôs compliance with that MOA 

provision at a given Facility, findings made by the Monitoring Team regarding that MOA 

provision at that Facility, and recommendations, if any, to assist the State in reaching substantial 

compliance with a given provision of the MOA.  For purposes of this report, the Monitoring 

Team used a consensus approach to determine the Stateôs level of compliance with a given MOA 

provision.   

 

 During this monitoring period, the Monitoring Teamôs visits to the Facilities 

occurred between April through July 2009.  The Monitoring Team visited each Facility; the 

medical and nursing experts visited a given Facility once to monitor the provision of medical and 

nursing services, and the mental health experts visited a given Facility once to monitor the 

provision of mental health services at the Facility.  Each visit lasted two to five days.  

 

 The Monitoring Team is not, and cannot be, a constant presence at each of the 

Facilities.  Thus, it is important to note that the findings and assessments made in this report are 

made as of the date of the Monitoring Teamôs visit to that Facility to monitor a particular 

provision of the MOA.  Therefore, the findings and assessments are not necessarily an indication 

of the current state at each of the Facilities but rather are a ñsnapshotò of the state of affairs at the 

                                                
8
 Previous reports can be found on the Monitorôs website, at the following address: 

www.deprisonmonitor.org.  The website contains an overview of the Monitorôs role, and links to 

press releases and reports.  All future reports will be posted on the website. 
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time of the Monitoring Teamôs visit.  This report does contain some updates, however, under 

circumstances when it was possible to obtain and verify such an update. 

 

 Additionally, it is important to note that under the terms of the MOA, the 

Monitoring Team is only given the power to review and report on the Stateôs implementation of 

the MOA, and to assist the State by providing technical assistance regarding compliance with the 

MOA.  The Monitoring Team has no independent authority to enforce the terms of the MOA or 

to force the State to make certain changes.  Ultimately the implementation of changes and the 

enforcement of the MOA are the responsibility of the State and the U.S. Department of Justice. 

 

Definition of Assessment Ratings 

 

 Pursuant to paragraphs 71 and 72 of the MOA, the Monitor is required to review 

and report on the Stateôs implementation of, and assist with the Stateôs compliance with, the 

MOA.  The Monitor must determine whether the State has successfully complied with each 

requirement contained in the MOA at each of the Facilities.  In order to make that determination, 

the parties must agree upon appropriate measurements and standards against which the Stateôs 

performance will be compared.  The following are the assessment ratings used by the Monitoring 

Team: 

 

 The term ñsubstantial complianceò shall mean that the State has satisfied the 

requirements of all components of the assessed MOA provision.  If the State has 

sustained substantial compliance with all provisions of the MOA for a period of one year, 

then the State may submit a written request to the DOJ for early termination of the MOA.  

See MOA ¶ 60.  The DOJ will determine whether the State has, in fact, maintained 

substantial compliance for the one year period.  Id.  Otherwise, the MOA is designed to 

terminate after three years from December 29, 2006.  See MOA ¶¶ 59 and 60.  Non-

compliance with mere technicalities, or temporary failure to comply during a period of 

otherwise sustained compliance will not constitute failure to maintain substantial 

compliance.  See MOA ¶ 60.  At the same time, temporary compliance during a period of 

sustained non-compliance shall not constitute substantial compliance.  Id. 

 

 The term ñpartial complianceò shall mean that the State has achieved less than substantial 

compliance with all of the components of a rated provision of the MOA, but has made 

some progress toward substantial compliance on most of the key components of the rated 

provision.  A partial compliance rating encompasses a wide range of performance by the 

State.  Specifically, a partial compliance rating can signify that that the State is nearly in 

substantial compliance, or it can mean that the State is only slightly above a non-

compliance rating. 

 

 The term ñnon-complianceò shall mean that the State has made negligible or no progress 

toward compliance with all of the components of the MOA provisions being assessed. 

 

 For the purposes of this Fifth Report, the Monitoring Team has reviewed the 

information available to it, and assessed the level of the Stateôs compliance with each MOA 

provision at each of the Facilities based upon a consensus approach.  This means that for each 
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provision, the Monitoring Team reviews the evidence and determines whether the evidence 

shows substantial, partial or no compliance with a provision of the MOA. 

  

Overview of Fifth Report 

 

 The Fifth Report, like previous reports, generally follows the format of the MOA, 

which is organized into three distinct substantive areas:  (1) Medical and Mental Health; (2) 

Suicide Prevention; and (3) Quality Assurance.
9
  The Fifth Report mirrors that format, and 

contains individual sections devoted to each of these three areas.  Each MOA provision is listed 

by paragraph number and is followed by some or all of the following: 

 

 a summary of the particular MOA requirements; 

 discussion, as appropriate, of any applicable generally accepted professional 

standards which relate to the MOA provision;
10

 

 key findings made by the Monitoring Team; 

 an assessment of the Stateôs compliance with the relevant provision; and 

 recommendations, if any, to assist the State in achieving substantial compliance 

with the provision.
11

 

 

                                                
9
 See MOA ¶ 65 (defining Sections III through V as the ñSubstantive Provisionsò of the MOA). 

10
 In this report, the monitor has cited in some cases to two separate NCCHC standards (or other 

appropriate standards).  For informational purposes, this report cites to the NCCHC standards 

that were in effect at the time the parties entered into the MOA.  The NCCHC published a 

revised version of its standards in 2008.  For information about the 2008 Revisions, including 

summaries of the major changes to the NCCHC Standards please see 

http://www.ncchc.org/resources/2008_standards/intro.html.  The 2008 Revisions do include 

some substantive changes.  For instance, P-E-04 now permits certain facilities to not conduct an 

initial health assessment on all new intakes, and instead provides an alternative.  However, this 

revision does not comport with provision 12 of the MOA, which requires all newly admitted 

inmates to receive health assessments within one or two weeks of intake, depending upon 

whether they have a chronic illness. 

11
 Recommendations included in this Report are in the nature of technical assistance and do not 

represent an obligation of the DOC pursuant to the MOA.  The Monitoring Team believes, 

however, that if the State is able to enact its recommendations, the Stateôs success in achieving 

substantial compliance with the MOA will be enhanced. 



 

 4 

M EDICAL AND MENTAL HEALTH CARE 

1. Standard 

 A. Relevant MOA Provision 

 

 Paragraph 1 of the MOA provides:   

 

The State shall ensure that services to address the serious medical and mental 

health needs of all inmates meet generally accepted professional standards.
12

   

 

 This provision of the MOA requires that the State provide services in all of the 

areas set forth in the MOA according to generally accepted professional standards, including but 

not limited to, the standards promulgated by the National Commission on Correctional Health 

Care (ñNCCHCò) for prisons and for jails.  The Facilities are all used both as jails
13

 and as 

prisons.
14

  For the most part, the NCCHC standards for jails and prisons are the same; however, 

there are some notable differences based upon the different functions served by a jail versus a 

prison, especially with regard to intake procedures.  (See e.g., discussion of provision 10)  As the 

                                                
12

 According to section II.C. of the MOA, ñgenerally accepted professional standardsò means: 

[T]hose industry standards accepted by a significant majority of professionals in the 

relevant field, and reflected in the standards of care such as those published by the 

National Commission on Correctional Health Care (NCCHC).  DOJ acknowledges that 

NCCHC has established different standards for jail and prison populations, and that the 

relevant standard that applies under this Agreement may differ for pretrial and sentenced 

inmates.  As used in [the MOA], the terms ñadequate,ò ñappropriate,ò and ñsufficientò 

refer to standards established by clinical guidelines in the relevant field. The Parties shall 

consider clinical guidelines promulgated by professional organizations in assessing 

whether generally accepted professional standards have been met. 

13
 A ñjailò is, ña detention facility where accused persons are detained until their alleged crime is 

adjudicated before a jury or judge.ò  Joseph E. Paris, Ph.D., M.D., CCHP, FSCP, Interaction 

Between Correctional Staff and Health Care Providers in the Delivery of Medical Care, in  

Clinical Practice in Correctional Medicine (Michael Puisis, D.O. ed., 2006).  Thus, ñ[f]or the 

most part, persons in jails are not yet convicted of a crime, although some jails also house those 

serving misdemeanor terms (1 year or less) as well as those serving county jail time as condition 

of felony probation.ò  Id.   

14
 A ñprisonò is a ñfacilit[y] where persons are incarcerated as punishment for crimes for which 

they have been convicted.ò  Joseph E. Paris, Ph.D., M.D., CCHP, FSCP, Interaction Between 

Correctional Staff and Health Care Providers in the Delivery of Medical Care, in  Clinical 

Practice in Correctional Medicine (Michael Puisis, D.O. ed., 2006).     
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DOJ has acknowledged in the MOA, the NCCHC has adopted separate standards for prisons and 

for jails.
15

       

 

 B. Assessment 

 

 The Monitoring Team found that the State is in partial compliance with this 

provision of the MOA at each of the four Facilities. 

 

 C. Findings 

 

 This provision of the MOA is very broad, and encompasses many different 

aspects of care.  The Monitoring Team notes that each of the Facilities has demonstrated and 

sustained some improvement, but each Facility has certain challenges that remain to be met.  For 

the specific findings regarding the provisions of the MOA, see the remainder of this report. 

 

 In the Fourth Report, the Monitoring Team presented some information about its 

observations regarding some of the infirmary-type areas within the Facilities as an example of 

general medical care provided at the Facilities.  The following is an updated summary of findings 

relating specifically to the infirmary units of each Facility.  The summaries include standards 

described in relation to provisions 3, 10, 12, 13, 15, 16, 22, 24, 25, and 27. 

 

1. Baylor  

 

 During this audit period, there were few patients who had been placed in the 

infirmary for over 24 hours.  The Monitoring Team reviewed the records of four such patients.  

One patient had been placed in the infirmary for housing after an accident resulting in multiple 

fractures, and three other patients had been placed in the infirmary for observation of some kind. 

 

Á All records reviewed had a nursing and provider intake note, frequent nursing notes, provider 

notes as appropriate, intake and discharge orders and a discharge note. On one record, there 

was no diagnosis on the nursing intake note. 

Á All documentation was written on the green infirmary forms. 

 

  2. JTVCC 

 

 The facility Medical Director is responsible for infirmary care.  Although her 

responsibility as a primary care provider in the clinic has been removed, she still has many other 

duties, including oversight of the Maximum Security Unit, supervision of the Associate Medical 

Director and participation in frequent meetings.  Ideally, she should also have time to do audits 

                                                
15

 Unless otherwise noted, all references in the format of ñJ-__-__ò shall refer to standards from 

the Standards for Health Services in Jails, National Commission on Correctional Health Care 

(2003).  Likewise, unless otherwise noted, all references in the format o ñP-__-__ò shall refer to 

standards from the Standards for Health Services in Prisons, National Commission on 

Correctional Health Care (2003). 
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of the care provided by all providers.  There has been no analysis of the time needed to perform 

these duties as the Monitoring Team has recommended in the two prior reporting periods.  The 

Medical Directorôs office and exam room have been completed and are in use.  Although she still 

is frequently interrupted from performing her essential tasks, she is better able to complete her 

work.   
 

 The Monitoring Team reviewed six infirmary patientsô medical records: four of 

the six patients had been admitted for acute problems (two of these patients had been admitted 

the previous day), and two of the six patients were chronically ill patients who needed to be 

housed in the infirmary because their medical needs could not be met elsewhere in the facility.  

The latter are designated as housing patients.  The majority of patients in the infirmary are 

housing patients. 

 

Á All of the patientôs health records contained nursing intake notes.  The nursing intake notes 

were made on the form specifically created for this purpose, which contained complete 

documentation.  Some records contained additional admission-related information in the 

progress notes. 

Á There were nursing notes in all of the patientsô records at more frequent intervals; however, 

nursing assessments of the patients with acute problems were not always documented during 

every shift.  

Á The records of the patients who had been admitted to the infirmary for acute problems 

contained admitting orders. The records of the housing patients had been thinned and the 

admitting orders were not maintained in the current volume of the health record.  

Á Intake notes were written on the next business day in the health records of all of the patients 

admitted for an acute problem.  

Á Providers documented their rounds as required by generally accepted professional standards. 

Á The Monitoring Team did not assess the discharge orders and notes because all of the 

patients in the infirmary at the time were active infirmary patients.  It appeared to the 

Monitoring Team, however, that the previously documented problem of patients having 

discharge orders in their record but not actually leaving the infirmary has been resolved. 

Á It also appeared that there was a group of security officers regularly scheduled in the 

infirmary who were familiar with and empathetic to the infirmary patients.  

 

3. HRYCI  

 

 The Monitoring Team reviewed five infirmary patientsô records: two of the 

patients had been admitted to the infirmary with acute problems, and three of them were housing 

patients.  One patient had both medical and psychiatric needs.  The Monitoring Team reviewed 

this area in a manner that sought to avoid removing active charts that might be needed from the 

area, as well as to observe the activity in the infirmary.  The Monitoring Team spoke with 

officers assigned to the infirmary as well.   

 

 The Facility Medical Director no longer works at HRYCI.  At the time of the 

Monitoring Teamôs review, the physician responsible for chronic disease care was covering the 

infirmary in addition to his other duties; however, he recently had been on a three-week vacation 

and many physician notes were written by a physician covering from another facility.   



 

 7 

 

 The majority of patientsô charts had a provider intake note in them; however, one 

patient who was admitted for acute withdrawal had not been seen by a provider for over 48 hours 

from intake.  Generally accepted professional standards require such an examination within 24 

hours.  Also, the patient was sent to court without a provider assessing if this was appropriate 

given his medical diagnosis.  In addition, although most charts had notes written with the 

frequency expected for the acuity of the patient, the quality of the notes varied greatly among the 

physicians. The Regional Medical Director from CMS had performed training sessions for all 

providers; however, compliance with the expectations of this training was variable.   

 

 A third correctional officer has been assigned to the infirmary to assist during 

times of peak need.  The permanent infirmary officers noted that this has had a dramatic impact 

on their ability to get patients seen in a timely manner and in compliance with security 

regulations. 

 

Specific findings of the chart review follow. 

 

 The Monitoring Team would have expected to find seven nursing intake notes for these five 

patients, since two of the patients had been in the infirmary, but were then sent out for an 

admission or procedure elsewhere.  Their re-admission to the infirmary caused the need for 

an additional nursing intake note.  The Monitoring Team found six out of the seven expected 

nursing intake notes in the patientsô records.  

 Of the two patients admitted to the infirmary with acute problems, one patientôs record 

contained a provider intake note on the day of admission to the infirmary.  The other 

patientôs record did not contain a provider intake note although orders had been written for 

the patient.  All of the housing patientsô records contained a provider intake note within 24 

hours of arrival.    

 Intake orders were written the day of arrival for four of the five patients.  For one patient, the 

Monitoring Team was unable to find any intake orders for his initial entry into the infirmary. 

 Both of the acute patients were admitted for observation of withdrawal.  One patient 

remained only 24 hours because he did not go into withdrawal and was discharged.  The 

other patient was attending a court appointment when the provider made rounds, and the 

Monitoring Team did not find any documentation reflecting that the provider attempted to 

see this patient either before or after his court date.     

 The health records of any patients housed in the infirmary should contain weekly notes.  All 

of these patientsô records contained notes at a greater frequency than required:  two to three 

times a week. 

 The health records of the two patients who had been discharged from the infirmary contained 

discharge notes and orders. 

 There was marked improvement in the state of the medical records.  Additionally, it was 

noted that the designated infirmary forms were being used more consistently and were more 

completely filled out. 
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4. SCI 

 

 The Monitoring Team reviewed the health records of five patients in the 

infirmary.  One of the patients was in the infirmary at the time of the Monitoring Teamôs visit, 

and the other four patients had been in the infirmary shortly before the Monitoring Teamôs visit.  

All had been in the infirmary for medical reasons.
16

  The Monitoring Team notes that the 

infirmary at SCI is used primarily for patients in need of skilled nursing care (e.g., extensive 

wound care), immediate post-hospitalization care, or for monitoring purposes.   

 

Á All patientsô records contained a nursing intake note.   

o Of the nursing intake notes, three patientsô intake notes were written on the infirmary 
form specifically created for this purpose. Two were completely filled out and one 

omitted an admission diagnosis.   

o Two nursing intake notes were written in the progress notes section of the health record.  

One patient was brought to the infirmary directly at intake, by-passing the admission 

screening.  The screening was completed the following day with a more extensive 

progress note which explained the reason for the admission. 

Á All patientsô records contained appropriate and complete nursing progress notes.  The 

progress notes were written three times a day or more frequently as needed. 

Á All patientsô records contained intake orders written or given verbally on the day of 

admission. 

Á The provider intake notes in the patientsô records were not as expected.   

o Two of the five patientsô records contained a note written within 24 hours of admission, 

but only one of these was on the Provider Admission Form.  The other note was written 

in the progress notes, but was not adequate because it did not include a working 

diagnosis. 

o One patientôs record reflected that the Provider Admission Form had been completed two 

days after admission, and another patientôs record had a Provider Admission Form that 

had been completed three days after the patientôs admission to the infirmary.  One 

patientôs record did not contain provider admission note either on the form or in the 

progress notes.  The Monitoring Team did find progress notes written on the second and 

third day after the patientôs admission to the infirmary, however. 

Á Once the patients were seen by a provider, notes occurred as required. 

Á The health records of three of the four patients discharged from the infirmary contained 

required Nursing Discharge Summaries. 

Á Provider discharge notes and orders were significantly problematic.   

o Of the four patients who had been discharged from the infirmary, only two of their health 

records contained discharge orders.   

o Two of the patientsô records contained a completed Provider Discharge Summary, 

although neither of these was on the form created for this purpose.  One record contained 

a note in the progress notes section, and the other record contained a note written on the 

day of discharge on the Provider Admission Form.   

                                                
16

 The Monitoring Team does not address patients sent to the infirmary at SCI for observation 

pursuant to withdrawal protocols in this section, as that issue is addressed in connection with 

provision 15 of the MOA. 
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o Two patientsô records contained neither Discharge Orders nor Discharge Summaries.  

This lack of documentation is troubling because it is unclear whether patients are given 

instructions or supplies needed for ongoing care after discharge.  For instance, one of 

these patientsô Discharge Form stated, ñReleased to Street.ò  This patient had a condition 

that required ongoing care, and there was no documentation that the patient was given 

self-care instructions, medical supplies and information necessary for follow-up of his 

condition. 

 

 C. Recommendation  
 

 At Baylor, the Monitoring Team recommends that the State continue to use the infirmary 

forms for documentation and ensure that the forms are completely filled out.   

 

 At JTVCC, the Monitoring Team makes the following comments and recommendations: 

 

o The Monitoring Team discussed the problem of documenting nursing rounds on 

the patients with acute problems every shift with the infirmary charge nurse and 

the Medical Director.  The Monitoring Team offered technical assistance in the 

form of suggested methods for accomplishing this goal, and sample forms.   

o The Monitoring Team recommends that the State or CMS conduct an analysis of 

the responsibilities of the Medical Director, and the time needed to perform each 

of her administrative duties, with redistribution of tasks and/or hiring of addition 

providers to assist her.   

o The Monitoring Team notes that housing patients had chronic care forms 

completed in addition to infirmary rounding notes.  This is a duplication of effort 

and does not give a sense of the overall status of the patient.  This might be better 

achieved by discussing the status of each of the chronic diseases of the housing 

patients in a summary progress note every one to three months, depending on the 

acuity of the patientsô underlying diseases.  

 

 At HRYCI, the Monitoring Team notes that the primary problem with the infirmary 

records appears to lie with one staff person.  The CMS Regional Medical Director is 

aware of and addressing this issue.   

 

 At SCI, the Monitoring Team recommends that:  

 

o Additional training should be given to both providers and nursing staff on the 

proper use of the infirmary forms. 

o A procedure should be developed for patients who are brought to the infirmary 

prior to the intake screening process being completed to ensure that it is 

completed in a timely manner. 

o Patients should not be released from the infirmary to the street without provider 

notification.  There should be provider notification if a patient will be going to 

court where there is a likelihood of release, bond is posted or if a patient is near 

his or her release date.   
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2. Policies and Procedures 

 A. Relevant MOA Provision 

 Paragraph 2 of the MOA provides: 

 

The State shall develop and revise its policies and procedures including those 

involving intake, communicable disease screening, sick call, chronic disease 

management, acute care, infection control, infirmary care, and dental care to 

ensure that staff provide adequate ongoing care to inmates determined to need 

such care. Medical and mental health policies and procedures shall be readily 

available to relevant staff. 

 

 This provision of the MOA requires that the State have policies
17

 and 

procedures
18

 in place to address vital procedural steps in providing appropriate medical and 

mental health care for inmates, and is meant to ensure that these policies and procedures are 

readily available to relevant staff.  According to NCCHC standards, which represent generally 

accepted professional standards, policies and procedures should be facility-specific.  J-A-05; P-

A-05.  

 

 The State previously had a substantially complete set of policies which had been 

approved by the DOJ as of November 6, 2007.  With respect to mental health-related policies 

and procedures at the Facilities, the State has implemented three policies which affect mental 

health standards.  The first, Policy 11.G-02.1 concerns mental health treatment plans.  This 

policy sets forth the minimum standards expected in a treatment plan for inmates with mental 

health needs, and also sets forth requirements for updating these plans.
19

  Second, the State has 

finalized Policy 11.C-02.1, which addresses supervision requirements for unlicensed mental 

health clinicians.  Finally, the State has implemented Policy E-09 which addresses procedures 

that should be followed when inmates on the mental health caseload are placed on isolation 

status.
20

   

 

 The facility-specific review of the local operating procedures by Facility is set 

forth below.   

 

 

 

                                                
17

 A ñpolicyò is defined by the NCCHC as ña facilityôs official position on a particular issue 

related to an organizationôs operations.ò  J-A-05; P-A-05. 

18
 A ñprocedureò is defined by the NCCHC as ñdescrib[ing] in detail, sometimes in sequence, 

how a policy is to be carried out.ò  J-A-05; P-A-05. 

19
 Mental health treatment plans will be discussed further in the findings for MOA paragraph 35. 

20
 This policy and the Stateôs treatment of mental health inmates who are placed on isolation 

status will be discussed in further in the findings for MOA paragraph 38. 
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 B. Baylor 

 

 1.  Assessment 
 

 The Monitoring Team found Baylor to be in substantial compliance with this 

provision of the MOA. 

 

 2.  Findings 

 

 During the course of the Monitoring Teamôs visit, they reviewed a comprehensive 

set of local operating procedures, and found that the State has implemented the changes that the 

Monitoring Team had previously recommended.  The Monitoring Team did identify the need for 

some additional minor revisions, but overall, the local operating procedures are in substantial 

compliance. 

 

 C. JTVCC 

 

 1.  Assessment 

 

 The Monitoring Team found JTVCC to be in partial compliance with this 

provision of the MOA. 

 

 2.  Findings 
 

 The Monitoring Team reviewed a draft set of operational procedures.  During the 

Monitoring Teamôs review, they identified elements in the procedures that either were unclear or 

inconsistent with DOCôs policies.  The Monitoring Team then learned that these drafts had not 

yet been reviewed by the Bureau of Correctional Healthcare Services (ñBCHSò).
21

  The 

Monitoring Team previously had agreed with the State and CMS that it would not review the 

local operating procedures before the BCHS had the opportunity to review and approve the 

procedures, but, since there appears to have been a lapse in that process, the Monitoring Team 

reports that it found approximately 10 of the procedures needed some revision.  The most serious 

deficiency was with regard to policy I-01.1, which related to therapeutic restraints.  In the DOC 

policy, there is a clearly defined limit with regard to the duration of an order for the therapeutic 

restraints.  This limitation on the duration of a physicianôs order did not appear in the procedure.  

The BCHS agreed that CMS needs to make this change, and the other changes that the 

Monitoring Team recommended.  The Monitoring Team expects that by the time of the next 

visit, CMS will have submitted a revised set of local operating procedures to the BCHS for 

review and approval.   

 

 

 

                                                
21

 The BCHS was formerly the Office of Health Services, or ñOHSò.  For additional discussion 

of this change, see the Executive Summary and the DOCôs Compliance Report dated July 31, 

2009. 
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 D. HRYCI  

 

  1. Assessment 

 

  The Monitoring Team found HRYCI to be in partial compliance with this 

provision of the MOA.  

 

  2. Findings 

 

 During this visit, the Monitoring Team reviewed approximately ten major policies 

and procedures, most of which required at least some minor revision in order to come into 

compliance with current actual practice or DOC policy.  In particular, the Monitoring Team 

reviewed the medical policies covering screening, assessments, TB control, chronic disease, 

special needs and treatment accommodations, continuity of care, medications, infirmary and 

alcohol and drug withdrawal.  The current draft is an improvement over previous drafts, but is 

not yet completely in sync with DOC policy or the actual practice at HRYCI.  This is true with 

regard to the procedures for screening, assessments, special needs and accommodations, 

medications and alcohol and drug withdrawal.   

 

 E. SCI 

 

 1.  Assessment 

 

 The Monitoring Team found SCI to be in partial compliance with this provision 

of the MOA. 

 

 2.  Findings 

 

 The Monitoring Team reviewed approximately 20 local operational procedures 

drafted for SCI.  Among those, approximately 12 required some revisions or additions to bring 

them into compliance with DOC policy or with actual practice at SCI.  The procedures the 

Monitoring Team reviewed included intake screening, sick call, chronic disease management, 

infirmary care, and infection control.  Local operating procedures are critical for the line staffôs 

understanding of the expectations with regard to particular job assignments.  The medical 

director for the DOC participated in the Monitoring Teamôs review.  The BCHS, CMS and the 

Monitoring Team agreed as to the necessary changes to the procedures  

 

 F. Recommendations 

 

 At Baylor, the Monitoring Team recommends that the State (through CMS, if applicable) 

continue to review and revise the local operating procedures as agreed.   

 

 At JTVCC, the Monitoring Team recommends that the State proceed with its plan to have 

CMS revise the draft procedures, and insure that the BCHS has reviewed and approved 

the procedures prior to the Monitoring Teamôs next visit. 
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 At HRYCI, the Monitoring Team recommends that the State insure that local operating 

procedures are not only consistent with DOC policy, but also actually reflect the practice 

as intended by the policy.   

 

 At SCI, the Monitoring Team recommends that the State (through CMS, if applicable) 

make the revisions to the local operating procedures, and then provide relevant staff with 

the appropriate training.    

3. Record-Keeping 

 A. Relevant MOA Provision 

 Paragraph 3 of the MOA provides: 

 

The State shall develop and implement a unitary record-keeping system to ensure 

adequate and timely documentation of assessments and treatment and adequate 

and timely access by medical and mental health care staff to documents that are 

relevant to the care and treatment of inmates.  A unitary record-keeping system 

consists of a system in which all clinically appropriate documents for the inmateôs 

treatment are readily available to each clinician. The State shall maintain a unified 

medical and mental health file for each inmate and all medical records, including 

laboratory reports, shall be timely filed in the medical file.  The medical records 

unit shall be adequately staffed to prevent significant lags in filing records in an 

inmateôs medical record. The State shall maintain the medical records such that 

persons providing medical or mental health treatment may gain access to the 

record as needed. The medical record should be complete, and should include 

information from prior incarcerations. The State shall implement an adequate 

system for medical records management. 

 

 This provision of the MOA contains several key elements, which are either 

explicitly stated in the MOA, or are generally accepted professional standards that are implicated 

by the terms of the MOA.  First, the State must develop and implement a unitary record-keeping 

system.  According to the MOA, a unitary record-keeping system consists of a system in which 

all clinically appropriate documents for an inmateôs treatment are readily available to each 

clinician, and should include information from prior incarcerations.  Although the amount and 

type of documentation that should be in an inmateôs health record is determined by the individual 

inmateôs medical history and condition, according to generally accepted professional standards, 

an inmateôs health record normally should contain the following categories of documents:  

  

 identifying information (e.g., name, identification number, date of birth, gender);  

 

 problem list containing medical and mental health diagnoses and treatment as well as 

known allergies;  

 

 receiving screening and health assessment forms (see discussion of provisions 10 and 12 

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

 

 provider orders for prescribed medication;  

 

 medication administration records (ñMARsò);  

 

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

 

 flow sheets;  

 

 consent and refusal forms;  

 

 release of information forms;  

 

 results of specialty consultations and off-site referrals;  

 

 discharge summaries of hospitalizations and other inpatient stays;  

 

 special needs treatment plan, if applicable;  

 

 immunization records, if applicable;  

 

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

 

 signature and title of each documenter.  

 

J-H-01; P-H-01.  A health record of this magnitude will not always be established for every 

inmate; however, any health intervention after the receiving screening will require the initiation 

of a record containing some or all of the foregoing documents.  Id.   

 

 The MOA also requires that the State ensure that adequate staffing is maintained 

to support medical records filing.  Specifically, the State should maintain sufficient staffing so 

that appropriate medical records are filed properly, and quickly enough so that staff can access 

relevant information as needed.  One requirement implicit in this provision of the MOA is that 

the staff performing medical record-keeping functions be adequately trained to do so. 

 

 The Monitoring Team evaluated compliance with this provision of the MOA at 

each of the Facilities by reviewing the following health record components: (a) the format of the 

health record to ensure a unified document; (b) the quantity and elapsed time frame of health 

records to be filed; (c) the use and functionality of tracking systems to document the receipt of 

laboratory, diagnostic and consultation reports; (d) health record filing and retrieval systems; and 

(e) the adequacy of health record staff necessary to perform health record activities in a timely 

manner.  Each member of the Monitoring Team made observations regarding record-keeping 

while evaluating other provisions of the MOA, and the Monitoring Team collaborated to 
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determine the assessments regarding record-keeping by consensus. 

 

 As discussed in prior reports, the DOC uses a paper medical records system, 

rather than electronic medical records.  However, some information generated for the paper 

record is initially recorded in the Delaware Automated Correctional System (ñDACSò).  DACS 

contains multiple ñmodules,ò and is used by the DOC for many non-medical tasks.  Although 

DACS contains a medical module, the DOC reports that it was not designed to be (and has not 

been) used as an electronic medical record.  Until recently, the DACS medical module was used 

mostly for certain intake and scheduling tasks. 

 

 In prior reports, the Monitoring Team reported that the State needed a 

credentialed statewide medical records director to supervise and oversee medical records 

services at the Facilities.  The Monitoring Team believed that the lack of a person in this capacity 

had a negative impact on the Stateôs ability to be in substantial compliance with this provision of 

the MOA, because a statewide medical records director can help to ensure that the Facilities are 

training medical records personnel appropriately, and that these employees are receiving 

appropriate supervision and guidance.
22

  The State now has filled this position.  The Monitoring 

team believes that the hiring of this person has improved the Stateôs compliance with this 

provision of the MOA. 

 

 B. Baylor 

 1. Assessment 

 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

  2. Findings 

 The Monitoring Team found that recommendations made in the previous report 

have been implemented: filling the statewide Medical Records Director position; establishing 

systems to ensure tracking, clinical review and filing of all health records occur in a timely 

manner; and that tracking systems should include the date the report is received by the facility.   

 

Appropriateness of Format and Organization of Health Records 

 

 With respect to the formatting of the health record, the Monitoring Team found 

that both in policy and practice there is a unified health care record that contains medical, dental, 

and mental health information.  The facility still maintains ñtemporary filesò but for a much 

shorter period of time (approximately two weeks or until the admission physical is completed) 

before a permanent record is established.  During prior audits, the Monitoring Team found that 

                                                
22

 Although the State is not required to implement the recommendations offered by the 

Monitoring Team, the Monitoring Team believes that this recommendation is especially 

important for the State to follow in order to ensure compliance with this provision of the MOA. 
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ñtemporary filesò were maintained for one to two months before a permanent file was 

established.  Temporary files contain only loose information, which is not organized using 

appropriate dividers.  These are appropriate to use only on a truly temporary basis, but not for 

longer than seven days, by which time a permanent file should be established.  Storing patient 

health records for a longer period of time makes health information difficult for healthcare 

providers to locate and review.  

 

 With respect to health record accountability and retrieval, the Monitoring Team 

found that the facility has implemented a health record accountability system that is actively used 

by staff.  Health records are now stored on shelves in a room that can be locked.  Medical 

records are now located in a larger space in the new Medical Administration area across the main 

hall from what is now the clinic area.   

 

 With respect to the condition and organization of the health record, the 

Monitoring Team found that the records were in good condition and in general, it was easy to 

locate specific papers within the records behind appropriate section tabs.  In the records room 

there were two files for ñpapers and reports to be filedò- one for inmates released and one for 

current inmates; the one medical records clerk works days and indicated she has no problem 

keeping current with filing.  Review of the filing bins revealed:  for the released files - current; a 

handful of papers dated late May-June to be filed; for the current inmates ï there were 15 papers 

to file, accumulated since the day before.  None of the monitors reported a pattern of late review 

of labs, consultant or other test reports which might indicate late filing.   

 

Timeliness of Health Record Filing 

 

 Of nine lab/diagnostic orders reviewed (five lab tests and four x-rays/ ultrasound), 

100% were done timely, with results received, reviewed and placed in the records timely.  Three 

different staff members are responsible for the Consult, Laboratory and X-ray Tracking logs and 

monitor for timeliness of the test as well as receipt of the report.  The logs have columns to track 

the dates for tests ordered, completion of the test/appointment, and receipt of the reports. 

 

Record-Keeping Issues Relating to the Mental Health Caseload 

 

 With respect to the records of inmates on the mental health caseload, at the time 

of the Monitoring Teamôs visit in June 2009, the State had not yet implemented the uniform 

chart organization system as it had at other facilities.  Under this system Psychiatric Close 

Observation (ñPCOò) charting is color coded, meaning that all PCO records are supposed to be 

documented on green forms.  At Baylor, staff was not using the green forms consistently.   

 

 At Baylor, the Monitoring Team found that the mental health department had no 

filing backlog beyond five business days.  Additionally, it was anticipated that the mental health 

clerk position at Baylor would increase to a full time position from half time at the end of June 

2009.   
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 C. JTVCC 

 

 1. Assessment 
 

 The Monitoring Team found that JTVCC is in partial compliance with this 

provision of the MOA. 

 

 2. Findings   

 

 The Monitoring Team found that staff has made improvements in record keeping.  

These improvements include improved organization of the health records room, and up-to-date 

filing of health documents.  However, additional improvements are required to establish an 

adequate health record management system.   

 

Appropriateness of Format and Organization of Health Records 

 

 With respect to the formatting of the health record, the Monitoring Team found 

that both in policy and practice there is a unified health care record that contains medical, dental, 

and mental health information.  Health record staffing appears to be sufficient.   

 

 With respect to the condition and organization of the health record, as noted in the 

previous report, the Monitoring Team again found contents that have relevance to one another 

(e.g., nursing and physician progress notes, chronic disease notes) were not filed chronologically, 

making it difficult to locate information that provide health care staff a complete picture of the 

patientôs medical condition.  This problem can, in part, be attributed to health record procedures 

regarding where documents are to be filed.   

 

Timeliness of Health Record Filing 

 

 Although there was no back log of documents to be filed, the Monitoring Team 

found continued delays in clinician review of laboratory and radiology reports.  This delay 

relates also to provision 4 of the MOA, which is discussed below; however, the Monitoring 

Team reviewed this issue in connection with provision 3 of the MOA and reports its findings 

here.  The delay in review and the delay in filing of laboratory reports while connected, are 

different issues.  The Monitoring Team also found that recent changes have been made to 

improve tracking of laboratory and radiology reports; however, the impact of the changes was 

not fully realized at the time of the Monitoring Teamôs visit.   

 

 To evaluate the timeliness of clinician review of radiology reports, the Monitoring 

Team randomly selected 12 records from the radiology tracking log.  The Monitoring Teamôs 

review of these reports showed that the average time from when the report was available until it 

was reviewed was 6.0 days (range =0-14 days, median = 5 days).    

 

 The Monitoring Team also reviewed the timeliness of clinician review of 

laboratory reports from 10 records randomly selected for review of chronic disease and nursing 
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sick call.  Of 10 laboratory reports reviewed, the average time from when the report was 

available until it was reviewed was 4.5 days (range =0-18 days, median = 3 days). 

 

Adequacy of Tracking Systems 

 

 With respect to health record accountability and retrieval, the Monitoring Team 

found that the facility has implemented a health record accountability (i.e., ñout guideò) system, 

but it is not reliably used by staff.  Improvements are also needed in thinning and putting the 

health records into volumes.   

 

Record-Keeping Issues Relating to the Mental Health Caseload 

 

 With respect to records of inmates on the mental health caseload, staff informed 

the Monitoring Team that there were major problems with respect to access to healthcare 

records.  This problem apparently is compounded by staffing issues with respect to mental health 

records personnel.  In the past, these staffing shortages were not a major problem because mental 

health staff had a key to the medical records room and could obtain the records themselves.  

However, the Monitoring Team learned that, due to a change in security regulations, mental 

health staff members no longer have access to the key to the records room. 

  

 Additionally, the Monitoring Teamôs observed many records missing various 

forms and progress notes during its review of other provisions of the MOA.  Those notes that 

were present were often not filed in chronological order.  Moreover, handwritten notes are often 

filed without being dated and signed.   

 

 D. HRYCI  

 

 1. Assessment 

 

 The Monitoring Team found that HRYCI is in partial compliance with this 

provision of the MOA. 

 

  2. Findings 

 

 The Monitoring Team found that improvements are still required to establish an 

adequate health record management system.  On a positive note, as stated above, since the 

Monitoring Teamôs last round of site visits, CMS has hired a Regional Medical Records 

Supervisor for the State of Delaware.  At the time of the Monitoring Teamôs visit to HRYCI, this 

individual was relatively new, and had not yet had the opportunity to fully assess and implement 

improvement strategies.   

 

Appropriateness of Format and Organization of Health Records 

 

 With respect to the formatting of the health records, the Monitoring Team found 

that both in policy and practice there is a unified health care record that contains medical, dental 

and mental health information.   
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 With respect to organization of the health records, the Monitoring Team found 

that although many records are neatly organized, the contents that have relevance to one another 

(e.g., nursing and physician progress notes, chronic disease notes) are not filed chronologically, 

making it difficult to locate information that will provide health care staff a complete picture of 

the patientôs medical condition.  This problem is in part, a procedural issue regarding where 

documents are to be filed.   In addition, Problem Lists were not consistently visible upon opening 

the health record, nor were they consistently complete.  It is a generally accepted professional 

standard for these lists to be in the front of a health record. 

 

Adequacy of Tracking Systems 

 

 With respect to health record accountability and retrieval, the Monitoring Team 

found that a record accountability system is not consistently in use at HRYCI.  This has resulted 

in the inability to locate health records and cancellation of scheduled appointments which delays 

patient access to care.   

 

Timeliness of Health Record Filing 

 

 There are issues related to health record management that result in delayed 

clinician review and/or filing of laboratory reports.  The Monitoring Team reviewed 10 records 

of patients who were listed on the laboratory tracking log on the West side of the Facility in 

order to evaluate the amount of time taken between when the lab test was ordered and when it 

actually was performed and when it was reviewed.  Of the eight records available for review, the 

average length of time from when the report was available until it was reviewed was eight days 

(range 0-27 days).   In one record, there was no report for the ordered lab test. 

 

 Upon further exploration, the Monitoring Team learned that on the West side, the 

laboratory printer located in the phlebotomistôs office does not consistently work (reportedly due 

to a problem with the telephone lines).  Consequently, the lab both faxes and mails lab reports to 

the facility.  Staff reported that clinicians typically review and sign the faxed copy first, but this 

copy is later discarded when the mailed copy arrives.  Thus, it is the mailed laboratory report 

reviewed at a later date that is usually filed in the record.    

 

 However, this may not explain delays in review and filing of lab reports entirely, 

as the Monitoring Team also found a stack of lab reports including HIV test results sitting on a 

table by the phlebotomistôs desk.  This group of lab reports was several weeks old and had not 

been reviewed by a clinician.  A related issue is that the Monitoring Team observed that officers 

who used the phlebotomistôs computer were in a position to easily see this confidential medical 

information. 

 

 With respect to the backlog of health record documents to be filed, there were 

approximately six inches of health record documents to be filed on both the East and West sides, 

which is not excessive.  Most record documents in this stack were from March and April 2009, 

however the Monitoring Team also found record documents that dated back to August and 

November of 2008.  Most laboratory and diagnostic reports the Monitoring Team reviewed had 
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been signed off by a clinician.  However, the Monitoring Team did find a March 2009 pathology 

report with abnormal findings that had not yet been reviewed.  This delayed evaluation of the 

patientôs condition could have a negative outcome for the patientôs care. 

 

Record-Keeping Issues Relating to the Mental Health Caseload 

 

 With respect to the health records of inmates on the mental health caseload, the 

Monitoring Team notes significant progress relevant to the medical records department, which 

includes the hiring of a statewide medical records director.  This person has been providing 

direct services at HRYCI, which has resulted in significant improvements in the medical records 

filing system.  At the time of the Monitoring Teamôs visit, the medical records department had 

recently taken over the responsibility from the mental health staff regarding the filing of mental 

health progress notes.  The use of the ñoutguideò sleeves, discussed in previous reports, has been 

discontinued and it was reported there was no backlog of medical records filings.  If the State can 

maintain this level of improvement, it should come into compliance with this provision by the 

time of the Monitoring Teamôs next visit to the facility. 

 

E. SCI 

 

 1.  Assessment  

 

 The Monitoring Team finds the State to be in partial compliance with this 

provision of the MOA. 

 

 2. Findings 

 

 The Monitoring Team found that improvements are still required to establish an 

adequate health record management system.  At the time of the Monitoring Teamôs site visit to 

SCI that is being reported here, CMS had hired a Regional Medical Records Supervisor for the 

State of Delaware but that individual was relatively new and had not yet had the opportunity to 

fully assess and implement local or system-wide improvement strategies.  The Monitoring Team 

also wishes to note that the SCI medical record clerks appear to be very conscientious. 

 

Appropriateness of Format and Organization of Health Record 

 

 With respect to the formatting of the health record, the Monitoring Team found 

that both in policy and practice there is a unified health care record that contains medical, dental, 

and mental health information.   

 

 With respect to the condition and organization of the health record, the 

Monitoring Team found that the records were bulky and in need of thinning.
23

  As noted at other 
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 Bulky health records make medical information more difficult to locate, which can negatively 

impact medical care.  The Monitoring Team recommends that the DOC implement a 

standardized procedure for all of the Facilities regarding the thinning of health records.  The 

standardized procedure will have to take into consideration the balance between including 
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facilities, the contents that have relevance to one another (e.g., nursing and physician progress 

notes, chronic disease notes) are not filed chronologically, making it difficult to locate 

information that will provide health care staff a complete picture of the patientôs medical 

condition.  This problem can be attributed to health record policies regarding where documents 

are to be filed.  The Monitoring Team also found documents that were misfiled in the record (i.e. 

in the wrong section).  There is only one medical records clerk on the day shift to perform and 

monitor filing of health record documents. 

 

Adequacy of Tracking Systems 

 

 With respect to health record accountability and retrieval, the Monitoring Team 

found that the facility has implemented a health record accountability system that is used actively 

by staff.  Health records remain stored in unlocked file cabinets in the Maximum Security 

Building (ñMSBò) clinic area, which does not ensure adequate privacy; however, the State is 

moving forward with renovation of the medical clinic, which will create a secure health records 

storage area.  In the pre-trial area, health records are stored in file cabinets in a room that can be 

secured. 

 

 As noted in the Monitoring Teamôs last SCI report, in the MSB clinic, there are 

significant issues related to management of laboratory and diagnostic reports, which routinely 

result in the filing of laboratory and diagnostic reports prior to clinician review and in the 

delaying of clinician review of laboratory reports.   

 

 The Monitoring Team learned from staff members that there is a high volume of 

laboratory reports arriving on a daily basis.  Normal practice would be to place the report in the 

record for timely clinician review of the report, and to document clinical actions if necessary.  

Because of space limitations in the clinic, however, medical records staff members do not place 

these reports in the health record for expedient review by clinicians.  Instead, nurses triage the 

daily laboratory reports for abnormal test results, which are given to the clinician with the record.  

The normal laboratory reports are flagged with a yellow sticker and filed in the health record, 

which is then placed in the health record cabinet.  Each Thursday and Friday, the clerk searches 

and retrieves records with a flagged laboratory report for clinician review.  The clinician who 

reviews the report is often not the ordering clinician.   

 

 Therefore, there continues to be a built-in delay in reviewing laboratory and 

diagnostic reports.  The Monitoring Teamôs review of 14 orders for laboratory/diagnostic tests 

showed that the average length of time from when the report was available until it was reviewed 

was 11 days (range = 0-30, median = 8 days).  In some cases, laboratory reports had not been 

reviewed at all.  This highlights the problem of filing laboratory reports in the record before a 

clinician has reviewed them.  Moreover, despite the intention of the system to ensure timely 

review of abnormal reports, the Monitoring Team found delayed review of both abnormal and 

normal reports. 

 

                                                                                                                                                       

necessary health record contents as listed in the discussion of generally accepted professional 

standards above, and the need to have a file that is not too bulky if at all possible. 
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 The Monitoring Team also found that the laboratory tracking log is not 

consistently used.  Specifically, the Monitoring Team found that there were no entries on the log 

for the week prior to the Monitoring Teamôs visit.   

  

 The Monitoring Team did not find excessive quantities of health records to be 

filed.  However, staff members reported that there were two boxes of archived records that 

contained health record documents of inmates who are still at the facility, which means that those 

inmatesô health records are not as accessible as they should be.  This practice is inconsistent with 

generally accepted professional standards, and should not occur.  On the pre-trial side of the 

facility, staff members showed the Monitoring Team three to four inches of medication 

administration records (MARs) that had been retrieved earlier that day from these archived 

records.
24

   

 

Adequacy of Staffing 

 

 With respect to medical records staffing, the MSB and pretrial clinic has one day 

shift health record clerk to manage health records.  Given the significant issues the Monitoring 

Team found with laboratory filing at the MSB clinic, the Monitoring Team question whether this 

staffing allocation is sufficient.   

 

Record-Keeping Issues Related to the Mental Health Caseload 

 

 With respect to the health records of inmates on the mental health caseload, the 

Monitoring Team notes that there was no backlog of mental health record filing.  There is a 

problem related to lab test results not being placed in an inmateôs chart in a timely manner, 

although it is not clear whether this is a filing issue or another related issue such as untimely 

clinician review. 

 

 The Monitoring Team noted some minor problems related to the legibility of 

records.  For instance, documentation on initial assessment forms are often written in the margins 

of the form, because there is inadequate space for narrative entries on the form itself.  Also, 

forms are frequently Xeroxed with inadequate toner so that the printed forms are faint and are 

often difficult or impossible to read. 

  

F. Recommendations 
   

 At Baylor, the Monitoring Team recommends that the State continue to maintain 

and monitor the current medical records system, the tracking logs, and the timely status of filing 

papers and reports.  

 

 At JTVCC, the Monitoring Team recommends that: 
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 At SCI, there are two areas in which health records can be mainatained: the MSB or the pre-

trial area. 
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 Health care leadership should develop and implement systems to ensure that laboratory 

and diagnostic reports are reviewed and filed in a timely manner. 

 Staff should consistently use the health record out guide system. 

 Ensure that health records are appropriately thinned and put into volumes.   

 The DOC should amend health record policies and procedures to require that health 

record documents of similar content are filed chronologically (e.g. physician and nurse 

progress notes, chronic disease notes, nursing protocol forms, etc.).  

 

 At HRYCI, the Monitoring Team recommends that the State: 

 

 Ensure that a health record accountability system is accurately and consistently used at all 

times. 

 Ensure that clinically related documents are filed in chronological order.  This may 

require policy revisions. 

 Ensure that staff consistently uses the laboratory tracking log to record all clinician-

ordered laboratory tests and that staff compares lab results against what was ordered to 

ensure that all tests were completed. 

 Ensure that lab and other diagnostic tests are maintained in a manner that preserves 

confidentiality of health information and that tests are reviewed by a clinician and filed in 

the health record in a timely manner. 

 Ensure that all health record documents are filed in the record in a timely manner.   

 

  At SCI, the Monitoring Team recommended in the last report, and continues to 

recommend, that health care leadership (HSA, Medical, and Nursing Directors) develops and 

implements a system to ensure that laboratory and diagnostic tracking logs are consistently used 

and that the process results in timelier review by the clinician who ordered the tests.  The 

clinicians should document appropriate action in the health record including scheduling patient 

encounters as clinically indicated.  The Monitoring Team recommends that CMS reevaluate its 

health record staffing in the MSB.   

 

  With respect to mental health records, the Monitoring Team recommends that the 

State use professionally printed forms rather than rely on copying forms.  Additionally, the State 

should consider revising its forms so that there is adequate space to enter narrative responses 

where appropriate. 

4. Medication and Laboratory Orders 

 A. Relevant MOA Provision 

  

Paragraph 4 of the MOA provides: 

 

The State shall develop and implement policies, procedures, and practices 

consistent with generally accepted professional standards to ensure timely 

responses to orders for medications and laboratory tests. Such policies, 

procedures, and practices shall be periodically evaluated to ensure that delays in 

inmatesô timely receipt of medications and laboratory tests are prevented. 
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 The MOA requires that the State develop policies, procedures, and practices 

consistent with generally accepted professional standards to ensure timely responses to orders for 

medications and laboratory tests.  The State has adopted policies consistent with this requirement 

of the MOA.  See State Policy D-02 and D-04.  The State has not yet completed its facility-

specific procedures, although the State has made progress with respect to its Facility-specific 

procedures (see the discussion of provision 2 of the MOA).  The implementation of this policy 

should ensure that inmates do not experience unnecessary delays and interruptions to care due to 

physician orders for medications and laboratory tests not being timely performed.  See J-E-12; P-

E-12.  Finally, the MOA requires that the policies, procedures, and practices be periodically 

evaluated to ensure that delays in inmatesô timely receipt of medications and laboratory tests are 

prevented.  The Monitoring Team recommends that the State include this periodic review as a 

part of the CQI Program.  (See discussion of provision 54 of the MOA). 

 

B. Baylor 

 

 1. Assessment 

 

 The Monitoring Team found that Baylor is in partial compliance with this 

provision of the MOA. 

 

 2. Findings 

 

 The Monitoring Team evaluated compliance with this provision by reviewing a 

sample of 10 records containing medication and/or laboratory orders for the period of March 

2009 to early June 2009.  For each order, the Monitoring Team evaluated the completeness of the 

order, timeliness of transcription, and implementation of the medication or laboratory order.   

 

 With regard to medication orders, in general, the Monitoring Team found 

problems with the timeliness, completeness, and clinician notification for missed doses.  In seven 

of 10 records (70%), clinician orders were complete, which means they contained medication 

name, dosage, frequency, route of administration, duration and number of refills.  The route of 

administration was missing in three.  In eight of 10 records, the clinician orders were dated, 

timed and signed.  In one record, the order was not timed.  In another record, the telephone order 

was not dated and never signed by the clinician.  Generally accepted professional standards 

dictate that telephone orders should be signed within 72 hours of the order being written. 

 

 The Monitoring Team found problems with the timeliness of nursing transcription 

of orders in four of 10 records (40%).  Generally accepted professional standards require that 

nursing transcription occur on the same day that the order was written.  In two records, 

transcription was not done timely.  In one record, the time of transcription was not noted so 

timeliness could not be determined; in one record, the date of transcription was inaccurate, based 

on the date recorded on the Medication Administration Record (MAR) and the date the 

medication was received by the inmate.  Transcription was accurate in seven of 10 records 

(70%).   
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 Five of 10 (50%) health records demonstrated untimely medication receipt.  The 

range of the delay was two to eight days.  In two records, the Monitoring Team determined that 

the delays were caused by inaccurate transcription and in two other records by late transcription; 

one delay was caused by a non-formulary medication and not using a local pharmacy to obtain it 

timely.  In two of four applicable records (50%), clinicians were not notified of missed doses, per 

policy. 

 

 With regard to laboratory orders, the Monitoring Team did not find any issues 

concerning orders, timeliness and filing.  This area is compliant. 

 

 C. JTVCC 

 

 1. Assessment 

 

 The Monitoring Team found that JTVCC is in not in compliance with this 

provision of the MOA. 

 

 2. Findings 

 

 The Monitoring Team evaluated compliance with this provision by reviewing a 

sample of records containing laboratory and medication orders from late January 2009 to July 

2009.  For each order, the Monitoring Team evaluated the completeness of the order, timeliness 

of transcription, and implementation of the medication or laboratory order.   

 In general, since the Monitoring Teamôs last visit, the Monitoring Team found 

slight improvements in the timeliness of nurse transcription of clinician orders.  The Monitoring 

Teamôs review showed that in only eight of 15 records did a nurse transcribe the order on the day 

it was written, but if a nurse did not transcribe the order on the day it was written, the order was 

usually transcribed the following day. 

 With respect to the accuracy of medication order transcription, only six (46%) of 

13 medication orders were transcribed accurately.  For medication orders that were renewals of 

previous orders, the widespread transcription practice was for the nurse to retrieve the existing 

medication administration record (MAR), cross out the dates of the previous order, and write in 

new dates.  This is not consistent with generally accepted professional standards for transcribing 

orders and can lead to medication errors.  The Monitoring Team noted medication errors as a 

result of this practice at the Monitoring Teamôs last site visit as well as the current visit.  With 

respect to the timeliness of receipt of medications, one record showed a delay of two and five 

days respectively.   

 Although the Monitoring Teamôs review showed that the timeliness of nurse 

transcription of clinician orders had improved, the Monitoring Team did not find that there was a 

corresponding increase in the timeliness of implementation of clinician orders.  The Monitoring 

Team reviewed 23 physician orders that involved completion of laboratory tests, x-rays, or 

electrocardiograms (ECGs).  The Monitoring Team found that eight (35%) orders were 

implemented in a timely manner; four (17%) were not implemented timely, and nine (39%) were 

not implemented at all.   
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 To explore what factors may be contributing to the lack of timely implementation 

of physician orders, the Monitoring Team spoke with staff who reported that when nurses 

document in the record that physician orders have been ñnoted,ò the nurses do not consistently 

carry out all the steps to ensure the order will be implemented.  For example, if the nurse signs 

off on an order for an x-ray, the nurse should complete a requisition form and schedule the 

patient for a radiology appointment in DACS.  If the nurse signs the order off without 

completing this step, it will not be carried out.  The same is true for laboratory tests.  This was 

not occurring consistently, resulting in clinician orders not being implemented. 

 In summary, there was not a reliable system in place to ensure that clinician 

orders are completely transcribed and implemented in a timely manner at the time of the 

Monitoring Teamôs visit.    

 

 D. HRYCI  

 

  1. Assessment 

 

 The Monitoring Team found that HRYCI is in partial compliance with this 

provision of the MOA. 

 

2. Findings 

 

 The Monitoring Team evaluated compliance with this provision by reviewing a 

sample of 21 physician order records containing laboratory and medication orders for the period 

of December 2008 to April 2009.  For each order, the Monitoring Team evaluated the 

completeness of the order, the timeliness of transcription, and implementation of the order.   

 

 In general, the Monitoring Team found improvements in the timeliness of 

physician order transcription from the Monitoring Teamôs last visit.  However, problems with 

delayed and accurate order transcription persist, and there is not a reliable system in place to 

ensure that physician orders are implemented completely and in a timely manner.    

 

 With respect to tracking the implementation of laboratory tests, the Monitoring 

Team note that the method of tracking laboratory tests differs between the East and West sides.   

On the East side, staff exclusively uses DACS to track the completion of laboratory tests, and on 

the West side, staff uses DACS and a laboratory tracking log. 

 

 On the West side, when a nurse transcribes a laboratory order, the nurse enters it 

into DACS and is supposed to enter it onto a laboratory tracking log, which the phlebotomist 

uses as an accountability tool for completion of labs .  Healthcare leadership reported that nurses 

transcribing lab orders enter the information into DACS but do not consistently document the 

order onto the laboratory tracking log.  Thus, the phlebotomist does not have access to a 

complete and reliable system for tracking laboratory tests from the time the physician orders the 

labs until the report is received and reviewed.    
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 From the laboratory tracking log on the West side, the Monitoring Team 

requested 10 records to evaluate the timeliness from when the lab test was ordered until it was 

performed and reviewed.  Of the eight records available for review, the average length of time 

from when the test was ordered until it was performed was 15 days (range = 5-38 days).  

However, in three of eight records, the Monitoring Team found that some, but not all of the tests 

ordered had actually been performed; however, these tests were all marked as completed on the 

laboratory tracking log. 

 

 With regard to medication orders, the Monitoring Team noted delays and errors in 

transcription that resulted in medication errors such as missed medication doses, or patients 

continuing to receive medications following the expiration of the order (see discussion of 

provision 24 of the MOA).   

 

Issues Related to Inmates on the Mental Health Caseload 

 

 With respect to mental health, the Monitoring Team was aware of one audit 

relevant to obtaining laboratory tests for inmates receiving certain types of psychotropic 

medications since the Monitoring Teamôs previous visit in August 2008.  A review of this audit 

demonstrated that in four of ten charts, noncompliance with respect to obtaining needed 

laboratory testing was found.  The audit did not document the reasons for this noncompliance nor 

did it address a corrective action plan.  The Monitoring Team recommends that, whenever an 

audit uncovers a problem, the State analyze the cause of the problem and create a targeted plan to 

correction such problem.  Otherwise, the audit will not result in improvement. 

 

 In addition to the DOCôs audit results, the Monitoring Teamôs independent review 

of medical records demonstrated problems with obtaining laboratory tests in a timely manner.  In 

many cases, appropriate tests were not ordered, and in other cases, tests that were ordered were 

not obtained in a timely manner.   

 

E. SCI 

 

 1. Assessment 

 

 The Monitoring Team finds the State to be in partial compliance with this 

provision of the MOA. 

 

 2.  Findings  
 

 The Monitoring Team evaluated compliance with this provision by reviewing a 

sample of 20 records containing laboratory and medication orders for the period of late 

December 2008 to early May 2009.  For each order, the Monitoring Team evaluated the 

completeness of the order, timeliness of transcription, and implementation of the medication or 

laboratory order.   

 

 In general, the Monitoring Team found persistent problems with the timeliness, 

completeness, and accuracy of clinician order transcription since the Monitoring Teamôs last 
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visit.  The Monitoring Teamôs review showed that in only seven of 18 applicable records did a 

nurse transcribe the order on the day it was written.  The average transcription time for this 

sample of records was three days (range 1-7 days).   

 

 With respect to medication order transcriptions that involved renewal of 

medication, it is a typical practice of nurses transcribing orders to not transcribe the complete 

order onto the MAR, but instead cross out the dates of the previous order and write in dates of 

the new order.  This practice has been addressed in prior reports.  This defaces the record, and 

enhances the potential for medication errors. 

 

 With respect to the transcription and implementation of laboratory tests, the 

Monitoring Team notes that in the MSB medical clinic, staff did not use the laboratory tracking 

log consistently.  Thus, staff has no mechanism to compare laboratory tests that were ordered to 

laboratory test that were actually performed.   

 

 The Monitoring Teamôs review of the 20 records showed that ordered laboratories 

were performed between seven to 14 days after being ordered on average, with some laboratories 

being obtained one month after ordering.  Routine laboratory tests should be obtained within one 

week unless otherwise specified in the order (e.g., obtain two weeks prior to next chronic disease 

clinic).  Although the average length of time to obtain the tests found in the Monitoring Teamôs 

sample was not in and of itself excessive, when combined with delayed clinician review of 

reports, it becomes problematic.  The Monitoring Team found examples in which the delayed 

review of laboratories posed clinical issues.  (See discussion of provision 22 of the MOA.) 

 

 On the pre-trial side, as opposed to the MSB, there appeared to be a more reliable 

system for tracking, obtaining, and reviewing laboratory reports.   

 

 In summary, at the time of the Monitoring Teamôs visit, there was not a reliable 

system in place to ensure that clinician orders are completely transcribed and implemented in a 

timely manner.    

 

Issues Related to Inmates on the Mental Health Caseload 

 

 With respect to inmates on the mental health caseload, the State completed a 

study of 14 records of mental health charts.  Six of these 14 charts showed a delay in the taking 

of any orders which was greater than two days.  While doctors appear to be ordering labs as 

required, nurses are not performing the test within the timeframe requested.  Two of these 14 

charts showed a delay that was over four weeks.  The remainder of the charts showed labs 

completed in less than two days.  The State does not appear to have yet assessed the cause of this 

problem. 

 

 The Monitoring Team conducted its own review of records with a sample size of 

15 records reviewed for laboratory studies and found that nine of those records met applicable 

criteria.  Those records that did not meet the applicable criteria either were not performed in a 

timely manner, a physicianôs order was not actually written, or, in one case, because the orders 

were insufficient. 



 

 29 

 

 The Monitoring Team also spoke with a psychiatrist who reported that there had 

been improvement in obtaining ordered laboratory results in a timely manner.  This statement 

was in conflict with both the Stateôs own audit and the Monitoring Teamôs independent review.  

The Monitoring Team believes that it is significant that this psychiatrist is not perceiving what 

the Monitoring Team believes to be a significant problem in his practice. 

 

F. Recommendations   

 

 At Baylor, the Monitoring Team recommends that: 

 

 The HSA or DON should implement a system to insure timely and accurate transcription 

of medication orders and a system to track implementation of these orders.   

 Nurses who transcribe orders should be educated on appropriate methods and the need to 

ensure accuracy of transcription. 

 The State/CMS should monitor and document medication transcription errors through the 

CQI process and target strategies to lower the incidence.   

 

At JTVCC, the Monitoring Team recommends that: 

 

 Health care leadership should conduct root cause analysis of failures to accurately and 

completely transcribe clinician orders, develop and implement strategies for 

improvement, and perform CQI studies to evaluate their effectiveness.   

 Nurses should completely transcribe all medication orders, regardless of whether the 

order is a renewal of medication.   

 

At HRYCI, the Monitoring Team recommends that: 

 

 The State/CMS should conduct CQI studies to monitor and evaluate the timely and 

accurate transcription of physician orders.   

 The State/CMS should develop, implement and monitor a uniform system for tracking of 

laboratory/diagnostic tests.    

 The State/CMS should monitor and document medication errors through the CQI process 

and target strategies to lower the incidence of medication errors.   

 With respect to mental healthcare, CMS should initiate a more robust QI process to 

address this provision.  This audit should review a larger sample of records and should 

address such categories as when the blood was ordered, when it was drawn, whether the 

results were returned in a timely manner, whether these results were in fact viewed by a 

psychiatrist, and whether abnormal test results were acted upon. 

 

At SCI, the Monitoring Team recommends that: 

 

 The State/CMS should assess and implement strategies to improve the timeliness and 

accuracy of order transcription, followed by CQI studies to monitor improvement.   

 The State/CMS should monitor and document medication transcription errors through the 
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CQI process and target strategies to lower the incidence.   

  The State/CMS should develop, implement, and monitor a uniform system for tracking 

of laboratory/diagnostic tests and ensuring timely review of all laboratory reports.   
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STAFFING AND TRAINING  

5. Job Descriptions and Licensure 

 A. Relevant MOA Provision 

  

Paragraph 5 of the MOA provides: 

 

The State shall ensure that all persons providing medical or mental health 

treatment meet applicable state licensure and/or certification requirements, and 

practice only within the scope of their training and licensure. The State shall 

establish a credentialing program that meets generally accepted professional 

standards, such as those required for accreditation by the National Committee for 

Quality Assurance. 

 

 The first component of this provision of the MOA requires that all persons 

providing medical or mental health services meet applicable state licensure and/or certification 

requirements and practice only within the scope of their training and licensure.  In addition, the 

MOA requires that the State establish a credentialing program such as those required for 

accreditation by the National Committee for Quality Assurance.   

 

 The State uses both Registered Nurses (ñRNsò) and Licensed Practical Nurses 

(ñLPNsò) to perform nursing tasks within the Facilities.  The Monitoring Team is required to 

make a determination regarding whether the RNs and LPNs at the Facilities are practicing within 

the scope of their licensure.  Delaware law on this topic provides the appropriate standard of 

review.  In particular, the Monitoring Team has been concerned in the past that LPNs are 

practicing beyond the scope of their licensure and/or not receiving appropriate supervision from 

RNs by performing such tasks as conducting independent sick call evaluations.  Pursuant to 

Delaware law, LPNs are permitted to provide various nursing services, ñat the direction of a 

registered nurse or a person licensed to practice medicine, surgery, or dentistry.ò  24 Del. C. 

§ 1902 (m).  As clarified by the Delaware Board of Nursing Regulations, LPNs may ñparticipate 

inò or ñcontribute toò assessments, nursing diagnoses, and evaluations, but, unlike RNS, LPNs 

may not independently perform those tasks.  Compare e.g., DE ADC 24 1900, § 7.3.1.1 with DE 

ADC 24 1900, § 7.4.1.1; DE ADC 24 1900, § 7.3.1.2 with DE ADC 24 1900, § 7.4.1.2; DE ADC 

24 1900, § 7.3.1.3 with DE ADC 24 1900, § 7.4.1.3; and DE ADC 24 1900, § 7.3.1.5 with DE 

ADC 24 1900, § 7.4.1.5.   

 

 The Monitoring Team examined the job descriptions for RNs and LPNs in the 

course of conducting a review of this provision of the MOA.  The Monitoring Team took the 

position that the job descriptions needed to be revised because the descriptions for RNs and 

LPNs essentially were identical, which does not reflect the differentiation in the scope of the 

licensure of RNs and LPNs.  The Monitoring Team requested these revised job descriptions 

several times beginning in February 2008 and received the draft revised job descriptions on June 

30, 2008.  After reviewing the revised job descriptions, the Monitoring Team found that it would 
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be helpful to revise them further, to reflect exactly what an LPN may not do.
25

  The State further 

revised the job descriptions to the Monitoring Teamôs satisfaction.  The Monitoring Team notes 

that the State has improved its allocation of responsibilities between RNs and LPNs to become 

more consistent with Delaware law (the applicable generally accepted professional standard 

under this circumstance), and the job descriptions. 

 

 As discussed in the Third and Fourth Reports, with respect to mental health 

clinicians, Delaware law requires only those who hold themselves out as licensed mental health 

professionals to hold licenses.  See 24 Del. C. § 3030.  Thus, if one does not hold him or herself 

out as being licensed, no license is required, but he or she can still provide counseling services.  

However, the Monitoring Team believes that with respect to unlicensed mental health clinicians, 

generally accepted professional standards require some supervision of these individuals.  Since 

the publication of the Third Report, the parties have agreed upon the appropriate level of 

supervision required for these unlicensed clinicians and the State has memorialized this 

agreement in a policy.  The State has implemented this supervision. 

 

  Consistent with its practice during other monitoring periods, at each of the 

Facilities, the Monitoring Team reviewed personnel files of relevant staff members.  The 

Monitoring Team found that the staff who undisputedly are required to have licenses are licensed 

and in good standing.  Moreover, the Monitoring Team has reviewed the credentialing programs 

at the Facilities, and finds that these programs are appropriate.  In addition, the State has filled 

the State Medical Director position.  Facility-specific findings are listed below. 

 

B. Baylor 

 

1. Assessment 

 

 The Monitoring Team found Baylor to be in substantial compliance with this 

provision of the MOA.  

 

2. Findings 

 

 The job descriptions had been revised several months ago.  However, at the time 

of the Monitoring Teamôs last visit, LPNs were performing sick call assessments.  During this 

visit, the Monitoring Team found that only RNs were performing sick call assessments.  This is 

an improvement.  Thus, the job description, and performance within the scope of licensure are in 

substantial compliance.  The Monitoring Team also reviewed the files of the staff for which 

licenses are required and found all of the licenses were up to date. 

 

 With respect to mental health staff, the Monitoring Team found that a licensed 

psychologist is providing individual and group supervision of all unlicensed mental health 

professionals at Baylor, as required by generally accepted professional standards and State 

Policy 11.C-02.1. 
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 Job descriptions are important on a practical level because they are used to assign schedules 

and tasks to employees. 



 

 33 

 

C. JTVCC 

 

 1. Assessment 

 

 The Monitoring Team found JTVCC to be in substantial compliance with this 

provision of the MOA. 

 

 2. Findings  
 

 The job descriptions have all been approved and are being utilized.  Also, the 

Monitoring Team reviewed the licensure status of all those requiring a license and the documents 

demonstrated that all individuals had up-to-date licensure. 

 

 With respect to mental health staff, the Monitoring Team found that a licensed 

psychologist is providing individual and group supervision of all unlicensed mental health 

professionals at JTVCC, as required by generally accepted professional standards and State 

Policy 11.C-02.1. 

 

D. HRYCI  

 

 1. Assessment 

 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

 2. Findings 

 

 Since the Monitoring Teamôs previous visit, LPNs are no longer conducting sick 

call and in fact, this is now being performed by RNs.  The personnel records reviewed also 

reflect that all staff who were working were maintaining current licenses in good standing.   

 

 With respect to mental health staff, the Monitoring Team found that a licensed 

psychologist is providing individual and group supervision of all unlicensed mental health 

professionals at HRYCI, as required by generally accepted professional standards and State 

Policy 11.C-02.1.  However, at the time of the Monitoring Teamôs visit in April 2009, this 

supervision had just started.  The Monitoring Team wants to see the State sustain this supervision 

for some period of time, before it is willing to assess the State as being in substantial compliance 

with this provision at HRYCI. 

 

 E. SCI 

 

 1. Assessment 
 

 The Monitoring Team finds the State to be in substantial compliance with this 

provision of the MOA. 
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 2. Findings  

 

 The Monitoring Team reviewed the job descriptions and licensure for all 

individuals for whom a license is required, and found the required documentation verified that all 

licensed staff was licensed.  All of the job descriptions had been completed previously, so this 

area remains in substantial compliance.  

 

 With respect to mental health, the Monitoring Team found that a licensed 

psychologist is providing individual and group supervision of all unlicensed mental health 

professionals at SCI, as required by Policy 11.C-02.1. 

6. Staffing 

 A. Relevant MOA Provision 

  

Paragraph 6 of the MOA provides:  

 

The State shall maintain sufficient staffing levels of qualified medical staff and 

mental health professionals to provide care for inmatesô serious medical and 

mental health needs that meets generally accepted professional standards. 

 One way to evaluate the adequacy and effectiveness of a facilityôs staffing plan is 

the facilityôs ability to meet the health needs of the inmate population.  J-C-07; P-C-07.  Various 

factors can be examined to determine the number and type of health care professionals required 

at a facility, such as the: (i) size of the facility; (ii) types and scope of health services delivered; 

(iii) needs of the inmate population at the particular facility, and (iv) organizational structure of 

the facility.  Id.  In addition, two other factors of significance in evaluating the sufficiency of 

staffing levels are whether a prescribing provider
26

 is available for a sufficient amount of time so 

as to avoid any unreasonable delay in patients receiving necessary care, and if physician time
27

 is 

sufficient to meet both clinical
28

 and administrative responsibilities.
29

  Id.   

                                                
26

 A ñprescribing providerò is defined as ña licensed individual, such as a medical doctor, doctor 

of osteopathy, nurse practitioner, or physicianôs assistant, authorized to write prescriptions.  J-C-

07; P-C-07. 

27
 Typically, 3.5 hours of physician time per week per 100 inmates housed at a facility is 

regarded as the minimum acceptable physician time.  J-C-07; P-C-07.  Nurse practitioners or 

physicianôs assistants may substitute for a portion of the physicianôs time seeing patients, but 

must do so under the supervision of a physician.  Id.; see generally, 24 Del. C. § 1772. 

28
 Clinical responsibilities include conducting physical examinations, evaluating and managing 

parties in clinics, monitoring other providers by reviewing and co-signing records, reviewing 

laboratory and other diagnostic test results, and developing individual treatment plans.  J-C-07; 

P-C-07. 
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 The Monitoring Team strongly recommends that the State conduct a detailed 

staffing analysis at all of the Facilities to make the determination as to whether their staffing 

needs are met.  In addition, such a staffing analysis should occur on an annual basis.  Otherwise, 

the State will be unable to identify its staffing needs as populations change, and to accommodate 

security constraints (or lack thereof). 

 

 B. Baylor 

 

  1. Assessment 

 

 The Monitoring Team finds the State to be in partial compliance with this 

provision of the MOA. 

 

2. Findings   

 

Nurse Staffing 

 

 With respect to nurse staffing, there were 6.0 Full Time Equivalent (ñFTEò) RNs, 

excluding the DON, to cover 24 hours per day, seven days per week.  There are two RNs on the 

day shift, one RN to cover evenings and one RN to cover nights.  The remaining 2.0 RNs are 

assigned to cover weekends.  The facility is using ñas neededò (PRN) staffing for relief coverage.  

In 12 of 12 records reviewed for nurse sick call, RNs conducted 12 of 12 encounters (100%), 

which is very encouraging.  The recommendation for RNs to perform sick call was made in 

previous reports and documentation in the records selected from March 2009 to May 2009, 

revealed that the State has implemented this recommendation. 

 

 There are 8.0 FTE LPN positions to cover 24 hours per day, seven days per week.  

This is a 0.2 increase since the last visit.  There are 3.6 LPNs assigned to the day shift, three 

assigned to the evening shift and 1.4 assigned to the night shift.  Some week days (three) there 

are two LPNs assigned to medication administration and one LPN the rest of the week.  (See 

discussion of provision 24 of the MOA.) 

 

Other Staffing 

  

 With respect to clerical staffing, there are two FTE Medical Assistant staff 

positions as in the prior visit.  This staffing appears sufficient.  There are two Medical Record 

clerk positions.  Since there was no backlog of filing found, this level appears adequate to meet 

the needs of the facility. 

 

Mental Health Staffing 

                                                                                                                                                       
29

 Administrative responsibilities include reviewing and approving policies, procedures, 

protocols, and guidelines, participating in staff meetings, conducting in-service training program, 

and participating in quality improvement and infection control programs.  J-C-07; P-C-07. 
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 With respect to mental health staffing, the Monitoring Team believes that 

although there are adequate numbers of staff, there is a need for team building and a clear job 

description, organizational structure, and caseload clarification at this site for it to function as 

efficiently as possible.  At the time of the Monitoring Teamôs visit, services outside of the SNU 

remained limited to routing mental health visits and sick call responses.  Programming on the 

SNU was not individualized.  There were no therapeutic mental health groups or activities 

offered to the general population.  Therefore, while the amount of personnel devoted to mental 

health might be otherwise sufficient, in order for personnel to be effectively used, the State 

should redefine job descriptions so that staff functions in a more efficient manner.   

 

 C. JTVCC 

 

 1.  Assessment 

 

 The Monitoring Team found that JTVCC is in partial compliance with this 

provision of the MOA. 

 

 2.  Findings 
 

 The Monitoring Team evaluated this area by reviewing budgeted staff allocations 

assigned to the facility, vacancy rates, and compliance with the requirements of the MOA and 

the Stateôs policies and procedures.  The Monitoring Team assessed this area as being in partial 

compliance because the Monitoring Team found significant operational issues that may be 

related to staffing, but the State has not conducted a staffing assessment to determine the 

adequacy of staffing as required by their own policies.   

 

 The Monitoring Team note that from a physical plant perspective, JTVCC is two 

distinct facilities: the main unit (that also contains a pre-trial unit), and the Maximum Security 

Complex, which is comprised of the Supermax Housing Unit (SHU) and the Maximum Housing 

Unit (MHU).  The main unit and Maximum Security Complex each have dedicated nurse and 

clinician staffing.   

 

Advanced-Level Provider Staffing 

 

 With respect to medical staffing, the facility was budgeted 5.6 clinical FTEs: a 1.0 

Medical Director, 1.8 physicians, and 2.6 nurse practitioners (ñNPò).  Of these positions, 3.6 are 

allocated to the Main unit and 1.8 are shared by the Supermax Complex (SHU and MHU).  All 

of the positions were filled at the time of the Monitoring Teamôs visit.  SHU staff advised us that 

during the month of June 2009, a clinician was only available three days per week.   

 

Nurse Staffing 

 

 With respect to nurse staffing, the main unit is staffed using eight hour shifts, 

seven days per week.  Currently there are 13.2 RN and 9.8 LPN budgeted positions for the unit.  

In addition, there are 11.6 ancillary positions (e.g. medical assistant, phlebotomist, pharmacy, 
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and activity technician).  At the time of the Monitoring Teamôs visit, all positions (except one 

LPN) were noted as being filled.  Also, the Assistant Director of Nursing (ñDONò) had resigned 

approximately 10 days prior to the Monitoring Teamôs review, but the Staffing Control 

Document (SCD) was not yet updated to note the position as being vacant.   

 

 In the Maximum Security Complex, nurses work 12-hour shifts, seven days per 

week.  At the time of the Monitoring Teamôs visit, there were 6.2 budgeted RN positions and 8.4 

LPN positions.  All of the positions were noted as being filled.  CMS reported to the Monitoring 

team that it plans to convert all nursing positions to RN positions in the near future. 

  

 RNs are now assigned to conduct sick call and other responsibilities that require 

an independent nursing assessment.  This is an improvement from the Monitoring Teamôs last 

visit. 

 

Mental Health Staffing 

 

 With respect to mental health staffing, the Monitoring Team reviewed records, 

and spoke with staff members and inmates.  The Monitoring Team observed that the 

psychiatristsô allocations have been increased by 0.5 FTE at JTVCC, which is an improvement.  

All other staffing levels remain unchanged from previous reports.  As noted in the Fourth Report, 

and despite the change in the psychiatristsô allocations, the Monitoring Team continues to 

believe that the current mental health staffing levels are inadequate.   

 

 D. HRYCI  

 

  1. Assessment 

 

 The Monitoring Team finds the State to be in partial compliance with this MOA 

paragraph. 

 

2. Findings 

 

 The Monitoring Team evaluated this area by reviewing budgeted staff allocations 

assigned to the facility, vacancy rates, compliance with the requirements of MOA, and the stateôs 

policies and procedures.    

 

 This area is unchanged since the Monitoring Teamôs last visit.  The Monitoring 

Team found that the facility most likely has adequate clinical staffing but likely has insufficient 

numbers of RNs to conduct sick call and LPNs to administer medications in a timely manner.    

 

Advanced-Level Provider Staffing 

 

 With respect to clinical staffing, the facility had allocated 4.6 clinical FTEs:  a 1.0 

Medical Director, 1.6 physician and 2.0 NPs.   As the Monitoring Team found during the last 

monitoring cycle, the Medical Director position is vacant, and, at the time of this visit, the 
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facility had 3.6 filled FTEs.  The Monitoring Team learned that recently both the physicians and 

the NP went on vacation at the same time, which created problems with access to care. 

 

Nurse Staffing 

 

 With respect to nurse staffing, CMS has recently converted 2.0 Nursing 

Supervisor positions to working Charge Nurse positions who have been assigned sick call duties 

in addition to other responsibilities.
30

  In addition, there is an RN Infection Control Nurse 

(ñICNò), QA/Case Manager positions, and another RN position that have been filled.  All part-

time weekend positions were vacant at the time of the Monitoring Teamôs visit.   Also, there was 

a medical records position that was vacant.    

 

 The hiring of more RNs is a positive development. However, during the 

Monitoring Teamôs visit, the RN assigned to perform sick call was ill, and East side sick call was 

cancelled.  Nursing sick call is a critical access to care process that should not be subject to 

cancellation based upon the illness of a single staff member.     

 

 With respect to LPN staffing, the Monitoring Team noted that each medication 

administration continues to take three to four hours, primarily due to it being a decentralized 

process in which nurses transport medications to the housing units.   Standard nursing practice is 

for the nurse to administer medications within a one hour window of a designated time.  To 

accomplish medication administration in a timely process may require additional LPNs. 

 

Mental Health Staffing 

 

 The Monitoring Team observed that mental health clinician vacancies had 

decreased from 3.5 FTE vacant positions to only 0.5 FTE vacancies.  All other staffing levels 

remain unchanged from previous reports.  As noted in the Fourth Report, and despite the change 

in the psychiatristsô allocations, the Monitoring Team continues to believe that the current mental 

health staffing levels are inadequate.  This opinion is based upon its review of health care records 

and information obtained from staff and inmates.  This is further evident due to the general lack 

of treatment services being offered to mental health patients, other than medications and limited 

group therapy.   

 

 E. SCI 

  

 1.  Assessment 
 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

 

 2. Findings 

                                                
30

 The difference between a nurse supervisor and a charge nurse is that a charge nurse has 

assigned duties in addition to her supervisory responsibilities. 
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 The Monitoring Team evaluated this area by reviewing budgeted staff allocations 

assigned to the facility, vacancy rates, and compliance with the requirements of the MOA and 

the Stateôs policies and procedures.   

 

Advanced-Level Provider Staffing 

  

 With respect to clinical staffing, the facility was allocated 3.0 clinical FTEs: a 1.0 

Medical Director, 0.4 physician, and 1.6 NPs.  However, the site Medical Director also works a 

0.2 FTE at a nearby facility and continues to function as the infectious disease physician for 

other facilities.  Given the clinical issues the Monitoring Team found at SCI, the Monitoring 

Team believes that the facility requires a dedicated, full-time Medical Director (see discussion of 

provision 7 of the MOA). 

 

Nurse Staffing 

 

 With respect to nurse staffing, there were 9.2 RN and 10.4 LPN positions at the 

time of the Monitoring Teamôs visit.  Of those allocated positions, all RN positions were filled 

and all LPN positions except for a 0.4 LPN position were filled.  The Monitoring Team was 

advised that RNs have now been assigned to perform nursing sick call; however, the Monitoring 

Teamôs review showed that even recently, LPNs still perform this function.  This may be a 

staffing issue. 

 

Other Staffing 

  

 With respect to clerical staffing, at the time of the Monitoring Teamôs visit, there 

were two clerks assigned to health record management and filing, one in the MSB and one in the 

pre-trial area on the day shift.  In the MSB clinic area, this staffing pattern does not appear to be 

sufficient given the volume of health documents to be filed daily. 

 

Mental Health Staffing 

 

 With respect to mental health, the Monitoring Team believes that at the time of its 

May 2009 visit to SCI, the State had adequate staffing levels at the facility to meet the needs of 

its mental health population.   

 

F. Recommendations 
 

 At Baylor, the Monitoring Team recommends that: 

 

 The State/CMS should continue to adjust staffing to insure RNs conduct sick call, intake 

screening, urgent/emergent evaluations and any other responsibility that requires nursing 

assessment skills. 

 The State/CMS should insure there is sufficient LPN staff to provide two nurses for 

medication administration on day and evening shifts, seven days per week.   
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At JTVCC, the Monitoring Team recommends that: 

 As previously recommended, the State/CMS should conduct a detailed staffing analysis 

based upon workload data and consideration of the increased requirements of the MOA.  

The Monitoring Team would request to review this analysis at the Monitoring Teamôs 

next site visit.  

At HRYCI, the Monitoring Team recommends that: 

 

 The State/CMS should conduct a detailed staffing analysis based upon workload data and 

consideration of the increased requirements of the MOA.  The Monitoring Team would 

request to review this analysis at the Monitoring Teamôs next site visit.   

 

At SCI, the Monitoring Team recommends that: 

 

 The State/CMS should conduct a detailed staffing analysis based upon workload data and 

consideration of the increased requirements of the MOA.  The Monitoring Team would 

request to review this analysis at the Monitoring Teamôs next site visit.   

 

 With respect to mental health staffing, at JTVCC and HRYCI, the Monitoring Team 

repeats its recommendation that the State conduct a systemic staffing analysis to 

adequately assess the necessary level of mental health staffing allocations at the facility. 

7. Medical and Mental Health Staff Management 

 

 A. Relevant MOA Provision 

  

Paragraph 7 of the MOA provides: 

 

The State shall ensure that a full-time medical director is responsible for the 

management of the medical program. The State shall also provide a director of 

nursing and adequate administrative medical and mental health management. In 

addition, the State shall ensure that a designated clinical director shall supervise 

inmatesô mental health treatment at the Facilities. These positions may be filled 

either by State employees, by independent contractors retained by the State, or 

pursuant to the State's contract with a correctional health care vendor. 

 

 According to NCCHC Standards for both jails and prisons (which dictate the 

generally accepted professional standard in this case), each of the Facilities should have a 

designated health authority responsible for health care services and, as provided in the MOA, 

each of the Facilities should have another responsible health authority for mental health services.  

J-A-02; P-A-02.  According to the Stateôs Action Plan, positions that the State made plans to fill 

in order to meet this requirement are a statewide full-time medical director, statewide director of 

nursing, a statewide full-time mental health director as well as additional administrative 

management staff to assist the foregoing state-level positions.  (See Section 7 of the Stateôs 

Action Plan.)  In addition, there is a position allocated at each of the Facilities for a clinical 

director of mental health, an HSA, medical director and DON.  For a Facility to be in substantial 
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compliance with this provision of the MOA, the Monitoring Team needs to find that there has 

been stable and quality leadership at the Facility.  Thus, simply hiring a person to fill a position 

will not be adequate.   

 

 With respect to statewide mental health staff management, the Monitoring Team 

finds the State to be in substantial compliance.  The statewide Mental Health Director has been 

in place since March 2009.  The Monitoring Team also notes that during this monitoring 

period, two key individuals left the BCHS, but both have been replaced already.  On a positive 

note, the state has hired Dr. Spencer Epps as Statewide Medical Director to provide medical 

oversight of the system.   

 

 B. Baylor 

 

 1.  Assessment  

 

 The Monitoring Team found Baylor to be in partial compliance with this 

provision of the MOA. 

 

 2.  Findings 
 

 At the time of the Monitoring Teamôs latest visit, the HSA position was vacant 

again.  The person who had most recently held that position left a week or two before the 

Monitoring Teamôs visit.  The HASôs predecessor also left after a very short period of time.  

Thus, there continues to be a significant degree of instability in this critical leadership position.  

The Monitoring Team understand that a replacement has been identified already, however.  It 

remains to be seen whether this person will be able to provide sustained good quality work in 

that position.   

 

 The DON has been in place approximately six months and appears to be taking 

over those responsibilities with assistance from CMS regional office staff.  The site Medical 

Director has been in place for about ten months and appears to be developing the requisite skills 

for this position.     

 

 C. JTVCC 

 

 1.  Assessment  

 

 The Monitoring Team found JTVCC to be in partial compliance with this 

provision of the MOA. 

 

 2.  Findings 
 

 The site Medical Director has been in place for 3 ½ years, and the DON has been 

in place for about eight months at JTVCC.  There continues to be turnover in the leadership team 

at this facility, however.  The HSA position is about to be vacated by an individual who had been 



 

 42 

in place for only a few months.  The Assistant DON position has been vacant for a few months.  

Thus, there are and will be vacancies in these key positions.   

 

 The DON is responsible for a whole series of tasks which otherwise should be 

shared with other leadership people.  In addition, the Monitoring Team found that the site 

Medical Director is not able to commit the necessary time to perform the administrative and 

supervisory functions of this position, including substantial involvement in the Quality 

Improvement Program.  The BCHS Statewide Medical Director is aware of this problem.  The 

Monitoring Team discussed with CMS the need to provide set aside time for the Medical 

Director to perform these non-clinical functions.  Whatever amount of time this takes from her 

clinical duties must be replaced by primary care clinician hours from someone else.  The 

Monitoring Team believe it is appropriate for the Medical Director for the BCHS to ultimately 

be responsible for determining both the nature of these activities in discussions with the CMS 

Regional Medical Director, as well as the appropriate time allotments for these duties. 

 

 D. HRYCI  

 

 1. Assessment 

  

 The Monitoring Team found that HRYCI is in partial compliance with this 

provision of the MOA. 

  

 2. Findings  
 

 The Monitoring Team evaluated medical and mental health staff management by 

assessing whether leadership positions are vacant or filled, and the duration of occupancy if 

filled.  The Monitoring Team also noted whether health care leadership is effective in 

implementing the health care program. 

 

 Since the Monitoring Teamôs last visit to HRYCI, there has been continued 

turnover in leadership positions.  The Medical Director, DON, and Assistant HSA positions are 

vacant.  The Regional Nursing Director has been filling in on site.  There is also a vacancy in the 

Associate Health Service Administrator position.  The HSA position has been filled since 

December 2008.   

 

 The instability in the leadership positions continues to plague this facility and 

makes progress towards substantial compliance much more difficult.  The Monitoring Team had 

discussions with both BCHS leadership as well as the CMS leadership team regarding the 

importance of filling these leadership positions with good people and then maintaining them in 

order to stabilize the program. 

 

 

 

 

 

 E. SCI 
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1. Assessment 

 

 The Monitoring Team found SCI to be in partial compliance with this provision 

of the MOA. 

 

2. Findings 

 

 At SCI, all of the leadership positions have been filled by appropriately 

credentialed individuals for more than one year.  Thus, with regard to stability of leadership, this 

facility has provided more stability than have any of the other facilities.  However, with regard to 

clinical oversight by both the medical director and the DON, the Monitoring Team has found that 

there is a need for improvement.  Neither the medical director nor the DON is providing 

sufficient clinical oversight, review of performance and feedback to the clinical staff, and the 

staffôs performance that the Monitoring Team observed has not improved.  Specifically, with 

regard to the intake health assessments, there were quality issues with more than 50% of the 20 

medical records that the Monitoring Team reviewed.  With regard to nursing practice, there were 

quality issues with regard to both the performance of nursing sick call and the performance of 

medication administration.   

 

 F. Recommendations 

 

 At Baylor, the Monitoring Team recommends that: 

 

 As before, insure a stable, competent leadership team to provide the kind of stability 

necessary to implement, monitor and improve all service areas.   

 

At JTVCC, the Monitoring recommends that the State: 

 

 Fill the vacant leadership positions and sustain their employment in the program.  In 

addition, it is necessary to facilitate dedicated administrative and supervisory time by the 

site Medical Director by providing alternate primary care clinical hours from another 

clinician.   

 

At SCI, the Monitoring Team recommends that: 

 

 The DON should insure that there is review and feedback to the nursing staff with regard 

to their clinical performance on sick call, intake screening, medication administration, 

response to urgent problems, and all other clinical activities.   

 

At all of the Facilities, the Monitoring Team recommends the following: 

 

 The State should work to maintain a stable, competent leadership team which is 

necessary to implement policies, and monitor and improve all service areas.   
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 The site medical director, in cooperation with the DOC medical director, as well as the 

CMS regional medical director, should institute a program of review and feedback to the 

advanced level clinicians so that over time the performance, with regard to health 

assessments and any other clinical services, is improved. 

8. Medical and Mental Health Staff Training 

 

 A. Relevant MOA Provision 

  

Paragraph 8 of the MOA provides: 

 

The State shall continue to ensure that all medical staff and mental health 

professionals are adequately trained to meet the serious medical and mental health 

needs of inmates. All such staff shall continue to receive documented orientation 

and in-service training in accordance with their job classifications, and training 

topics shall include suicide prevention and the identification and care of inmates 

with mental disorders. 

 

 Generally accepted professional standards dictate that adequate training for 

medical and mental health staff includes an immediate basic orientation
31

 and all full-time staff 

must complete a formal in-depth orientation
32

 to the health services program at a facility.  J-C-

09; P-C-09.  In reviewing this provision of the MOA, the Monitoring Team also reviewed 

                                                
31

 A ñbasic orientationò is one that ñis provided on the first day of employment, includes 

information necessary for the health staff member (e.g., full-time, part-time, consultant, per 

diem) to function safely in the institution.ò  J-C-09-; P-C-09.  At a minimum, the basic 

orientation should include relevant security and health services policies and procedures, response 

to facility emergency situations, the staff memberôs functional position description, and inmate-

staff relationships.  Id. 

32
 An ñin-depth orientationò should occur within 90 days of employment, and includes ña full 

familiarization with the health services delivery system at the facility, and focuses on the 

similarities as well as the differences between providing health care in the in community and in a 

correctional setting.ò  J-C-09-; P-C-09.  Specifically, at a minimum, the curriculum of the in-

depth orientation should include all health services policies and procedures not addressed in the 

basic orientation, health and age-specific needs of the inmate population, infection control 

including use of standard precautions, and confidentiality of records and health information.  Id.  

In addition to these essential topics, a formal orientation program could include the following 

topics: (i) security, including classification of inmates; (ii) health care needs of the inmate 

population; (iii) the inmate social system; (iv) the organization of health services at the facility; 

and (v) infection control.  Id.  For nursing staff, topics could also include: (i) assessment and 

sick-call triage; (ii) emergency triage and management; (iii) resource utilization outside the 

facility; (iv) procedures for release of information; (v) expected documentation practices; (vi) 

isolation procedures; and (vii) professional boundaries.  Id. 
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whether medical and mental health staff have received suicide prevention training, as required by 

provision 43 of the MOA.
33

 

 

 The MOA requires that all newly-hired people be trained by January 31, 2008.  

The MOA was silent on the timeline for newly-hired people to receive their training after 

January 31, 2008.  During the previous monitoring period, the Monitoring Team raised this issue 

with the parties for resolution.  The parties agreed that this provision of the MOA should be 

interpreted to require training for newly-hired medical and mental health staff members to be 

completed within six months of the date that they begin their employment.  Therefore, the 

Monitoring Team will use an employeeôs start date to determine if the employee has completed 

training on a timely basis.   

 

 In addition, with respect to the requirement that staff members receive suicide 

training, during the prior monitoring period, the Monitoring Team recommended that 

psychiatrists be required to take a two-hour course as opposed to the normal eight-hour course 

that other medical and mental health staff members are required to take.  The reason for this 

recommendation was that psychiatrists already have the qualifications necessary to deal with 

suicidal inmates.  Thus, this module comprises the required suicide training for psychiatrists.   

 

 B. Baylor 

 

 1.  Assessment 

 

 The Monitoring Team found Baylor to be in substantial compliance with this 

provision of the MOA. 

 

 2. Findings 
 

 At the time of this visit, greater than 90% of staff had completed all of the 

required training.  This includes medical as well as mental health staff.   

 

C. JTVCC 

 

 1.  Assessment 

 

 The Monitoring Team found JTVCC to be in substantial compliance with this 

provision of the MOA. 

 

 2. Findings 
 

 The Monitoring Team reviewed records of health care staff and mental health 

staff employed at JTVCC.  Greater than 90% of these individuals had training records that 

                                                
33

 The required contents of suicide prevention training are contained in provision 42 of the MOA. 
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supported their having completed the required training.  In fact, for most of the items, the figures 

were greater than 95%.   

 

 D. HRYCI  

 

 1.  Assessment 

 

 The Monitoring Team found HRYCI to be in partial compliance with this 

provision of the MOA. 

 

 2. Findings 

 

 The major deficiency at the time of the Monitoring Teamôs visit continues to be 

documentation of staff having received the annual suicide training.  The Monitoring Team have 

been informed that the State has, since February 2009, arranged for staff to be able to take the 

suicide training refresher course online and some staff have completed this course already.  

However, at the time of the Monitoring Teamôs visit, there is not a system in place to insure 

documentation of completion of the course.   

 

 E. SCI 

 

 1. Assessment 

 

 The Monitoring Team found SCI to be in partial compliance with this provision 

of the MOA. 

 

 2. Findings 
 

 This area is near substantial compliance; however, 11 of 54 healthcare staff 

records did not contain documentation of the initial suicide training.  On the other hand, the 

annual training had been completed by virtually all of the staff whose records the Monitoring 

Team reviewed.  All other training is also up to date.  Insuring that those missing the initial 

suicide training receive it as well as keeping all others up to date should result in a finding of 

substantial compliance at the next review. 

 

 F. Recommendations 

 

 At Baylor, the Monitoring Team recommends that the State continue to insure that staff 

has received the requisite training.  

 

 At JTVCC, the Monitoring Team recommends that the State continue to monitor and 

sustain this high level of compliance with the training requirements. 

 

 At HRYCI, the Monitoring Team recommends that the State complete the infrastructure 

of the suicide training refresher course so that the State is able to document that all 

relevant medical and mental health staff have attended and completed the training.   
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 At SCI, the Monitoring Team recommends that the State provide the initial suicide 

training for those who are missing that requirement.   

 

9. Security Staff Training 

 

 A. Relevant MOA Provision 

  

Paragraph 9 of the MOA provides: 

 

The State shall ensure that security staff members are adequately trained in the 

identification, timely referral, and proper supervision of inmates with serious 

medical or mental health needs. The State shall ensure that security staff members 

assigned to mental health units receive additional training related to the proper 

supervision of inmates suffering from mental illness. 

 

 According to generally accepted professional standards, adequate training for 

security staff should occur at least every two years, and include, at a minimum, the following 

topics: (i) the administration of first aid; (ii) recognizing the need for emergency care and 

intervention in life-threatening situations (e.g. a heart attack); (iii) recognizing acute 

manifestations of certain chronic illnesses, intoxication and withdrawal, and adverse reactions to 

medications; (iv) recognizing signs and symptoms of mental illness; (v) procedures for suicide 

prevention; (vi) procedures for appropriate referral of inmates with health complaints to health 

staff; (vii) precautions and procedures with respect to infectious and communicable diseases; and 

(viii) CPR.  J-C-04; P-C-04.  Generally accepted professional standards require that, at any given 

time, at least 75% of the security staff present should be current with their health-related training.  

Id.  The Facilities should maintain a certificate or other evidence of security staffôs training, and 

an outline of the course content and the length of the course for the Monitoring Teamôs review to 

assess the appropriateness of the health-related training.  Id. 

 

 While reviewing the Stateôs compliance with this provision of the MOA, the 

Monitoring Team also reviewed whether security staff members had received the training 

required by provisions 32 and 43 of the MOA. 

 

 B. Baylor 

 

 1.  Assessment 

 

 The Monitoring Team found Baylor to be in substantial compliance with this 

provision of the MOA. 

 

  2. Findings 
 

 The Monitoring Team reviewed the records of approximately 10% of the security 

staff at Baylor.  Focusing on individuals whose positions require training based on their contact 
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with inmates, the Monitoring Team found that 100% of those individuals who require training 

received it. 

 

 C. JTVCC 

 

 1.  Assessment 

 

 The Monitoring Team found JTVCC to be in substantial compliance with this 

provision of the MOA. 

 

  2. Findings 
 

 The Monitoring Team reviewed a sample of employee records of about 5% of the 

custody officers, or approximately 35 records.  Of those records, greater than 90% had received 

the required training.  Thus, the assessment of substantial compliance is sustained. 

 

 D. HRYCI  

 

 1.  Assessment 

 

 The Monitoring Team found HRYCI to be in substantial compliance with this 

provision of the MOA. 

 

 2. Findings 

 

 The Monitoring Team reviewed the records of 36 officers and again found greater 

than 90% compliance with the required training.  The Monitoring Team also reviewed the 

training logs on officers assigned to the mental health inpatient unit.  The State was able to 

document that, with the exception of two days, all shifts contained at least one officer who had 

completed the required mental health training.   However, on most days, only one officer in the 

unit had completed this training. 

 

 E. SCI 

 

1. Assessment 

 

 The Monitoring Team found SCI to be in substantial compliance with this 

provision of the MOA. 

 

 2. Findings  

 

 Of the 404 staff members at SCI, 379 of those staff members required training 

pursuant to this provision.  The Monitoring Team reviewed 45 of the 379 records, or a little more 

than 10%.  Of the records the Monitoring Team reviewed, 93% had completed the CPR and First 

Aid training and 97.8% had completed the initial suicide training and refresher training, thus the 

finding of substantial compliance. 
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 F. Recommendations 

 

 At Baylor, continue maintaining the required training for all staff.  

 

 At HRYCI, although many officers have completed the special mental health training, the 

assignment roster the Monitoring Team reviewed reflected, on most shifts, only one of 

the officers assigned to the unit had completed the training.  It would be helpful to have 

as many officers as possible who are assigned to the mental health unit complete the 

special mental health training.  
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SCREENING AND TREATMENT  

10. Medical Screening 

 

 A. Relevant MOA Provision 

  

Paragraph 10 of the MOA provides: 

 

The State shall ensure that all inmates receive an appropriate and timely medical 

screening by a medical staff member upon arrival at a facility. The State shall 

ensure that such screening enables staff to identify individuals with serious 

medical or mental health conditions, including acute medical needs, infectious 

diseases, chronic conditions, physical disabilities, mental illness, suicide risk, and 

drug and/or alcohol withdrawal. Separate mental health screening shall be 

provided as described in Paragraph 34 [of the MOA]. 

 

 According to generally accepted professional standards, timely receiving 

screening
34

 means that the screening is performed on inmates immediately upon arrival at the 

respective intake facility, and is performed by a qualified health care professional or a health-

trained person.  J-E-02; P-E-02.  The policies adopted by the State provide that such receiving 

screening will be initiated within two hours of arrival into a facility and will be the responsibility 

of the nursing healthcare staff.  See State Policy E-02.  If a receiving screening is completed 

within three to four hours of arrival to a Facility, the Monitoring Team believes that is reasonable 

and consistent with generally accepted professional standards.  Thus, the Stateôs policy of 

completing the screening within two hours exceeds generally accepted professional standards. 

 

 The MOA requires that the State ensure that the receiving screening, ñenables 

staff to identify individuals with serious medical or mental health conditions, including acute 

medical needs, infectious diseases, chronic conditions, physical disabilities, mental illness, 

suicide risk, and drug and/or alcohol withdrawal.ò  In order to comply with this requirement, the 

                                                
34

 A ñreceiving screeningò is  

[A] process of structured inquiry and observation designed to prevent newly arrived inmates 

who pose a threat to their own or othersô health or safety from being admitted to the facilityôs 

general population, and to get them rapid medical care.  It is intended to identify potential 

emergency situations among new arrivals to the facility, and also to ensure that those patients 

with known illnesses and currently on medications are identified for further assessment and 

continued treatment. 

J-E-02; P-E-02.  In sum, the purpose of a receiving screening is to (i) identify and meet any 

urgent health needs of those admitted; (ii) identify and meet any known or easily identifiable 

health needs that require medical intervention before the health assessment (see infra); and (iii) 

identify and isolate inmates who appear potentially contagious.  Id.   
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State should ensure that receiving personnel are making consistent and complete inquiries and 

observations.  Generally accepted professional standards required that reception personnel 

should use a checklist to ensure that they inquire about the following important information:  

 

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

needs);  

 

 past serious infectious disease(s);  

 

 recent communicable illness symptoms (e.g.  chronic cough, coughing up blood, lethargy, 

weakness, weight loss, loss of appetite, fever, night sweats);  

 

 past or current mental illness, including hospitalizations;  

 

 history of or current suicidal ideation;  

 

 dental problems;  

 

 allergies;  

 

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

 

 drug withdrawal symptoms;  

 

 current or recent pregnancy; and  

 

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

 

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

observations about newly arrived inmates such as:  

 

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

 

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

 

 state of consciousness (e.g., alert, responsive, lethargic);
35

  

 

                                                
35

 Persons who are unconscious, semi-conscious, bleeding, mentally unstable, or otherwise 

urgently in need of medical attention upon arriving at a Facility should be referred immediately 

for care.  J-E-02; P-E-02.  Such an immediate referral upon arrival at a Facility should be noted 

on the receiving screening form.  Id.  In addition, if the inmate is referred to a community 

hospital for care of the emergency condition and is returned to the Facility, the Facility should 

require a written medical clearance from the community hospital.  Id. 
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 ease of movement (e.g. body deformities, gait);  

 

 breathing (e.g. persistent cough, hyperventilation); and  

 

 skin (e.g. lesions, jaundice, rashes, infestations, bruises, scars, tattoos, and needle marks 

or other indications of drug abuse).   

 

Id.  The disposition of the inmate (i.e., if the inmate was immediately referred for medical care, 

or placed in general population, etc.) should be indicated on the receiving screening form.  Id.  

Once the receiving screening form has been completed, it should include the date and time of 

completion, and the signature and title of the person completing the form.  Id.  Finally, the 

receiving screening should allow for all immediate health needs to be identified and addressed, 

and potentially infectious inmates to be isolated.  Id. 

 

 As noted above, the State has created a policy stating that a receiving screening 

will be initiated within two hours of arrival to a Facility.  (See State Policy E-02).  This policy 

further provides that inmates will be screened in a manner consistent with the generally accepted 

professional standards cited above.  Id.  Also, the State will record the findings of the screenings 

in DACS, and the screenings will include a history and observations based on a health screening 

form.  Id.  The Monitoring Team previously found that the screening form supplied by the State 

was adequate, but needed some progress notes to be attached and cross-referenced in the case of 

positive answers to questions that require follow-up. 

 

 B. Baylor 

 

  1. Assessment 

 

 The Monitoring Team finds the State to be in substantial compliance with this 

provision of the MOA. 

 

 2 Findings 

 

 The Monitoring Team reviewed 10 records of individuals who had entered the 

facility between March and June 2009 for whom a chronic disease had been identified.  Thus, by 

design, the Monitoring Team selected records of individuals who were known to have health 

problems at the time of intake.   

 

Timeliness of Intake Screening 

 

 The Monitoring Team found that virtually all of the records included a medical 

screen that had been performed by an RN, and completed in less than two hours.  This is 

excellent performance, as the requirement for the screen is to be completed in less than four 

hours. 
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Adequacy of Intake Screening 

 

 The Monitoring Team found that the quality of the intake screens generally was 

good.  The Monitoring Team also identified that all of the individuals included in the sample had 

been screened for Tuberculosis (ñTBò). 

 

Mental Health Screens 

 

 With respect to mental health screens, the Monitoring Team notes that in all 

charts it reviewed as part of its audit, appropriate and timely screens were completed. 

 

 C. JTVCC 

 

 1.  Assessment 

 

 The Monitoring Team found JTVCC to be in substantial compliance with this 

provision of the MOA. 

 

 2 Findings 

 

 The Monitoring Team reviewed two samples of records with regard to intakes.    

The Monitoring Team initially reviewed a selected sample of individuals who did not have a 

screen completed within 24 hours.  All of these outliers entered the facility before mid-June 

2009.  Of the 10 outliers the Monitoring Team reviewed, eight actually had been screened at the 

time of entry, but the information was written on paper and not entered into the computer system 

until anywhere from one week to four weeks after the date of entry.   

 

 The Monitoring Team learned that the BCHS, in its own audit, had discovered 

this in mid-June 2009 and had worked with the DON to run a daily report of outlier screens.  As 

a result, for several weeks prior to the Monitoring Teamôs review, there were anywhere from 

zero to one or two outliers on a given day, and those were always immediately processed.  Thus, 

the serious problem which had existed appears to have been identified by the BCHS and a 

correction has been implemented during this monitoring period.   

 

 The Monitoring Team also selected 20 other records of individuals who entered 

the system between April and July 2009, who the Monitoring Team knew had chronic medical 

problems.   

Timeliness of Intake Screening 

 

 In the Monitoring Teamôs review of these individuals' records, the Monitoring 

Team found that the screening generally occurred less than two hours after the individuals were 

processed into the offender tracking system.   

 

 

 

 



 

 54 

Adequacy of Intake Screening 

 

 All but one of the intake screens was performed by an RN and the one performed 

by an LPN was countersigned by an RN.  The quality of these screens was quite good.  In 

addition, all individuals had a TB skin test planted and read, so that both the timeliness and 

quality of the screening is consistent with a finding of substantial compliance. 

 

Mental Health Screens 

 

 With respect to mental health screens, the Monitoring Team notes that in all 

charts it reviewed as part of its audit, appropriate and timely screens were completed. 

 

D. HRYCI  

 

  1. Assessment 

 

 The Monitoring Team found this provision of the MOA to be in partial 

compliance.   

 

 2 Findings 

 

 The Monitoring Team reviewed 20 records of individuals who entered the facility 

between January 2009 and the time of the Monitoring Teamôs site visit.  The Monitoring Team 

also reviewed six records of individuals who had transferred into HRYCI in the same time frame.  

The records of people who newly entered the system in this time frame were selected on the 

basis of having identified that these individuals had some medical problem, usually a chronic 

disease.  The five intrasystem transfer records were selected randomly.   

 

Timeliness of Intake Screening 

 

 With regard to the timeliness of intake screening, although the program was in 

compliance during the Monitoring Teamôs last visit, and the Monitoring Team is pleased to 

report that the timeliness has improved and the majority of patients who enter the facility have 

their medical screening performed in less than one hour from the time they are booked.   

 

Adequacy of Intake Screening 

 

 With regard to the appropriateness of the intake screenings, the Monitoring Team 

identified a deterioration during this monitoring cycle relating to timely RN review of LPN 

intake screenings.  RN review is evidenced by a signature, and the Monitoring Team used the 

time of the signature to determine the timeliness of the RN review.  More than 50% of the 

records reviewed had no RN signature, and, of those that did have a signature, at least three or 

four were signed two or more days after the fact.  The purpose of the RN signature is to review 

both the screen and the LPN summary note in the interdisciplinary progress notes to insure that 

all of the relevant data is summarized and an appropriate disposition is made.  When this review 

occurs well after the fact, there is a potential for serious medical issues to be overlooked.   
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 The Monitoring Team spent a significant amount of time with the HSA reflecting 

on patterns of errors that the Monitoring Team was able to identify in reviewing the LPN intake 

process.  The Monitoring Team strongly encourages that the HSA utilize this list of patterns of 

errors in order to train the RNs on what to emphasize when they are reviewing the performance 

of the LPNs for two reasons.  First, so that they can correct any errors, in terms of bringing 

patients back for appropriate services, and second, to provide feedback to the LPNs so that these 

types of errors are reduced.
36

   

 

Findings on intrasystem transfers 

 

 With regard to the six records of patients who were transferred into HRYCI, the 

Monitoring Team found that four of the records lacked the LPN summary note and one of the 

records lacked the RN signature.  The Monitoring Team also found that one of the patients who 

entered with medications did not have the medications documented as having been given to him 

until six days after his arrival. 

 

Mental Health Screens 

 

 With respect to mental health screens, the Monitoring Team notes that in all 

charts it reviewed as part of its audit, appropriate and timely screens were completed. 

 

E. SCI 

 1.  Assessment 

 

 The Monitoring Team finds the State to be in substantial compliance with this 

provision of the MOA. 

 

 2 Findings 

 

 The Monitoring Team reviewed 20 records of patients who were new to the 

system who arrived at SCI between January 2009 and mid-April 2009.  The Monitoring Team 

also reviewed five records of individuals who were transferred into SCI during the same time 

period from another facility.   

 

Timeliness of Intake Screenings 

 

 Of the records the Monitoring Team reviewed, all of the screenings were 

performed in less than four hours and the average was within less than one hour.  This is a 

                                                
36

 The patterns of errors included: lack of summary progress note written in the interdisciplinary 

progress note section, lack of appreciation of abnormal vital signs, lack of detail on specific 

abnormal findings, lack of appropriate disposition with regard to housing assignment or 

contacting the physician, as well as lack of comprehensiveness in the summary note, in that the 

note contained all of the problems which were stated by the patient. 
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dramatic improvement from when the Monitoring Team first started monitoring and the 

institution is to be commended for its accomplishment.   

 

Adequacy of Intake Screenings 

 

 In addition, the Monitoring Team reviewed the quality of the screens, including 

the elaboration of detail on positive findings and the review by an RN with countersignature 

when an LPN performed the screen.  The Monitoring Team also reviewed the nursing note 

summarizing the findings.  The performance in all areas was good.
37

    

 

Mental Health Screens 

 

 With respect to mental health screens, the Monitoring Team notes that in all 

charts it reviewed as part of its audit, appropriate and timely screens were completed. 

 

 F. Recommendations  

 

 At JTVCC, the Monitoring Team recommends that the State: 

 

 Continue to monitor this process carefully, utilizing the outlier report and insure that any 

outliers are investigated and completed. 

 

 Continue to monitor the quality of the screening process.   

 

 At HRYCI, the Monitoring Team recommends that the State train the RNs, utilizing 

some of the information the Monitoring Team discussed and insure that their review, 

intervention and signature occur timely with the departmentôs goal being within one shift of the 

timing of the intake screen.   

 

 At SCI, the Monitoring Team recommends that the State retrain the nurses so that when 

they write their interdisciplinary progress note summarizing the findings of the patientôs screen, 

they are instructed to write out the vital sign specifics, including blood pressure, pulse, 

temperature, etc. 

 

 

 

 

 

 

                                                
37

 An opportunity for improvement, however, was identified with regard to the documentation in 

the progress note.  Instead of writing the actual vital signs recorded, nurses were writing ñVSSò, 

which stands for ñvital signs stable.ò  This is inappropriate when only one set of vital signs has 

been taken; stability describes findings over time.  In addition, one can have stable vital signs 

which are nonetheless abnormal.  The important assessment issue is whether the vital signs are 

normal or not. 
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11. Privacy 
 

 A. Relevant MOA Provision
38

 

  

Paragraph 11 of the MOA provides: 

 

The State shall make reasonable efforts to ensure inmate privacy when conducting 

medical and mental health screening, assessments, and treatment. However, 

maintaining inmate privacy shall be subject to legitimate security concerns and 

emergency situations. 

 

 The MOA requires that the State make ñreasonable effortsò to ensure inmate 

privacy when conducting medical and mental health screening, assessments, and treatment, 

subject to legitimate security concerns and emergency situations.  This provision of the MOA 

differs somewhat from the NCCHC standards, which provide for clinical encounters
39

 to be 

conducted in private, without being observed or overheard by security personnel unless the 

patient poses a probable risk to the safety of the health care provider or others.  J-A-09; P-A-

09.
40

  The MOA does not require an individual correctional officer to make an independent 

assessment of the security risk of an individual inmate.  Rather, the State can set the procedures 

for correctional officers to follow to ensure that privacy is afforded in accordance with this 

provision of the MOA. 

 

 The policies adopted by the State call for healthcare to be provided with 

consideration of inmate dignity and feelings.  See State Policy A-09.  Further, healthcare 

encounters are to be carried out in a manner and location that promotes confidentiality within the 

dictates of security and safety.  Id.  The Stateôs policy calls for security staff or interpreters who 

may be present during healthcare encounters to be informed and educated regarding the need for 

confidentiality.  Id.  Finally, the Stateôs policy provides for a female escort to be provided for 

encounters with a female inmate by a male healthcare provider.  Id.   

  

                                                
38

 Additional, related observations regarding clinic space and equipment can be found in the 

discussion of provision 18 of the MOA below. 

39
 ñClinical encountersò are defined as ñinteractions between inmates and health care providers 

that involve a treatment and/or an exchange of confidential information.ò  J-A-09; P-A-09. 

40
 Further, NCCHC standards provide that, in cases in which it is necessary for security 

personnel to overhear clinical encounters, security personnel should be instructed regarding the 

maintenance of confidentiality of health information.  Id.  Such privacy is not feasible under all 

circumstances, such as instances in which health staff is dealing with an inmateôs health concern 

at the inmateôs cell, or in Facilities in which space issues do not allow for privacy as described 

above.  Under such circumstances, if safety is a concern and full visual privacy cannot be 

afforded, the NCCHC recommends that alternative strategies for partial privacy, such as a 

privacy screen, be used.  Id. 
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B. Baylor 

 

  1. Assessment 

 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

2. Findings 

 

 The Monitoring Team evaluated compliance with this provision by touring clinic 

space, interviewing staff, and observing clinical encounters.  Major physical changes have been 

made to the facility since the time of the Fourth Report, and are noted in this provision because 

they impact privacy positively, but are discussed in relation to provision 18 with regard the 

assessment of the clinic space and equipment.  The administrative functions and offices have 

been moved across the hall from the clinic space.  All the offices in the clinic space now are used 

for clinical purposes such as infection control, treatment, nurse sick call, chronic care, lab, 

infirmary, PCO, and storage.  Equipment in the exam rooms was complete and was in working 

order; the space was clean with a regular inmate worker assigned.  Medication administration has 

been moved to a larger space opposite its old location; this facilitates simultaneous medication 

lines for inside and outside inmates.  Medical records, HSA and DON offices are also opposite 

the clinic space in the new administration area.   

 

 The Monitoring Team also met with a group of four inmates.  None had 

complaints about a lack of privacy.  The Monitoring Team observed that inmates waiting for 

appointments were held in a waiting room separated from the clinic space by a door.  Inmates 

were observed behind doors for chronic disease care clinic, as well as medical emergency and 

nurse sick call.  A security officer was in the clinic area during sick call, but this is not 

problematic.  Medical records are in the offices for the providers and neither charts nor loose 

papers were observed lying around in public spaces. 

 

Privacy in the Context of Mental Health Services 

 

 The Monitoring Team notes that the State has completed extensive renovations to 

create additional clinical space for medical and psychiatric services.  This current space should 

be adequate to ensure privacy for all clinical encounters.  While adequate space to ensure privacy 

is no longer an issue, it came to the Monitoring Teamôs attention that inmates being placed in 

disciplinary segregation are not interviewed in a private setting for their initial mental health 

assessment.  When at all possible under the standard set forth under the MOA, the State needs to 

make reasonable efforts to conduct these contacts in a private setting. 

 

 C. JTVCC 

 

 1. Assessment 

 

 The Monitoring Team found that the State is in partial compliance with this 

provision of the MOA.   
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 2. Findings  

 

 The Monitoring Team evaluated compliance with this provision by touring clinic 

space, interviewing staff, and observing clinical encounters.  The Monitoring Team found that 

the State does not make reasonable attempts to provide auditory or visual privacy to patients for 

medical or mental health patients.   

 In the main unit, there were four examination rooms in the back of the clinic.  One 

examination room had a door and three rooms did not have a door.  As inmates move to and 

from examination rooms, they are able to view other inmates in various stages of being 

examined.  Although privacy curtains were available in this area, the Monitoring Team did not 

observe staff using privacy curtains at any time.  In addition, a physician who works in the 

Maximum Security Complex advised the Monitoring Team that she requested a privacy screen to 

conduct patient examinations that included rectal and/or genital examinations, but was denied the 

request.   

 It is unreasonable to expect patients to submit to rectal and genital examinations 

when inmates and non-medical staff are able to observe the encounter.  This likely leads to 

inmates refusing examinations and serious medical conditions (e.g. rectal or prostate cancer, etc.) 

and/or sexually transmitted diseases not being diagnosed and treated in a timely manner.   

Privacy in the Context of Mental Health Services 

 

 The Monitoring Team is very concerned with the lack of space that allows for 

adequate sound privacy.  The issues observed by the mental healthcare experts over privacy 

seemed to be the result of a lack of unity between mental health staff and custody staff over the 

need for sound privacy in the correctional setting.  Specifically, the lack of unity seems to relate 

to whether mental health contacts need to be held in private in a correctional setting.  The MOA 

requires the State to use reasonable efforts to ensure inmate privacy when conducting mental 

health treatment, subject to legitimate security concerns, and emergency situations. 

  

 D. HRYCI  

 

  1. Assessment 

  

 The Monitoring Team found that HRYCI is in partial compliance with this 

provision of the MOA. 

 

2. Findings 

 

 The Monitoring Team evaluated compliance with this provision by touring clinic 

space, interviewing staff and observing clinical encounters.  Observations in this section were 

also noted in relation to the Monitoring Teamôs discussion of provision 18 of the MOA.    

 

 During this site visit, the Monitoring Team noted persistent challenges to 

providing adequate patient privacy, which appear to be related primarily to the availability and 
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use of medical clinic space.   

 

 As noted during the Monitoring Teamôs last visit, in the East side medical clinic 

only has one designated examination room and both the clinician and phlebotomist share this 

room when seeing patients.  This has a negative impact on patientsô privacy.  There is a former 

medication room that could potentially be converted into space for use by the phlebotomist 

and/or for other purposes.  On a positive note, rooms in the housing units have been designated 

to be used by medical staff to conduct nursing sick call.  The use of these rooms could 

potentially be expanded for other clinical activities, thereby providing greater privacy. 

 

 In the West side clinic, there is a small room behind the officerôs desk which is 

simultaneously used by the NP to perform physical examinations and by the phlebotomist to 

draw blood.  Although there is a curtain to partition the room, because the room is so small, this 

arrangement does not permit adequate auditory and visual privacy.  The Monitoring Team 

interviewed the NP, who reported that at times she has to write down questions for the patient so 

the information is not overheard by the inmate having his blood drawn.  Thus, the arrangement 

does not provide for the free flow of information between provider and patient.  Inmates in the 

waiting room can look into the examination room and observe patient examinations. 

 

Privacy in the Context of Mental Health Services 

 

 With respect to mental health, since the time of the Monitoring Teamôs last site 

visit in the fall of 2008, the old pharmacy room has been converted to a multi-use interview 

treatment room for medical and mental health purposes. Prior to the Monitoring Teamôs most 

recent visit, most of the interviews with mentally ill inmates in the infirmary had been conducted 

at the cell-front due to custody escort allocation issues, and lack of access to the interview room 

because it was being used by medical staff.  However, at the time of the Monitoring Teamôs visit, 

approximately 60% of the interviews with mentally ill inmates in the infirmary were conducted 

in the multi-use interview room.  This is an improvement, but a correctional officer had been 

present in the room during these interviews due to a perception that it was a custody requirement.   

Upon review, the warden issued notification that correctional officers will stand back (outside 

the room) while private encounters are conducted. 

 

 Two multipurpose rooms on the East side have been renovated for use for mental 

health purposes, which should allow for adequate office space for assessing and treating inmates 

in the Key program and providing group therapy.   Additionally, the office space for the mental 

health clinicians has been improved significantly by their move to the area formerly occupied by 

correctional counselors. 

 

 The Monitoring Team believes that, with respect to mental healthcare, the 

changes described above, if sustained, will enable the State to achieve an assessment of 

substantial compliance during the next visit. 
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 E. SCI 

 

 1. Assessment 
 

 The Monitoring Team finds the State to be in partial compliance with this 

provision of the MOA. 

 

 2. Findings 

 

 The Monitoring Team evaluated compliance with this provision by touring clinic 

space, interviewing staff, and observing clinical encounters.  The Monitoring Team also 

reviewed building plans to renovate the MSB medical clinic and toured the new building which 

will house mental health and dental services.   

 

 In the pre-trial area, the Monitoring Team observed no issues with the provision 

of medical privacy.   

 

 In the MSB medical clinic, as described in previous reports, some improvements 

have been made to enhance privacy.  However, the current size and layout of the clinic does not 

permit adequate patient auditory and visual privacy.  During this visit, the Monitoring Team 

observed a physician-patient encounter where there were three other staff members in the 

examination room for various unknown reasons while the patient was being seen.  This issue 

appears to be related to lack of adequate space.   

 

 The Monitoring Team anticipates that medically-related privacy issues will be 

adequately addressed when the State implements medical clinic renovations as shown in the 

building plans that the Monitoring Team reviewed.   

 

Privacy in the Context of Mental Health Services 

 

 With respect to the provision of mental healthcare services, the Monitoring Team 

notes that adequate space for evaluating and treating inmates in the infirmary for mental health 

purposes remains problematic.  This has been somewhat improved through the use of cubicles in 

the infirmary setting.  Except for the pretrial housing units, staff reported that the office space for 

assessing and treating mental health caseload inmates was not adequate from a sound privacy 

perspective.  The office in the medium security building adjacent to the infirmary was 

significantly improved as compared to the previous site visit.  The Monitoring Team believes 

that the office space issues will be eventually remedied by the construction of the new mental 

health building and the addition to the medical infirmary.  It is the Monitoring Teamôs hope that 

once this construction is complete, the State will have little trouble reaching substantial 

compliance with respect to this provision. 
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F. Recommendations   
 

 At Baylor, the Monitoring Team recommends that the State/CMS should continue to 

ensure that clinical encounters occur in settings that provide visual and/or auditory 

privacy.    

 

 At JTVCC, the Monitoring Team recommends that the State ensure that health care 

providers conduct patient interviews and physical examinations in a manner that permits 

auditory and/or visual privacy, and that health care and security personnel should work 

together to ensure that adequate examinations are performed while maintaining a safe 

environment for staff and other inmates.  

 

 At HRYCI, the State/CMS should ensure that clinical encounters occur in settings that 

provide visual and auditory privacy.   

 

 At SCI, until the State completes construction of the new building and medical clinic 

renovations, the State/CMS should make every effort to ensure that clinical encounters 

occur in settings that provide visual and auditory privacy.    
 

 With respect to mental health, at JTVCC, the State needs to implement procedures to 

ensure adequate security staffing to escort and observe private mental health encounters 

for inmates on PCO status in the infirmary. 

12. Health Assessments 

 

 A. Relevant MOA Provision 

  

Paragraph 12 of the MOA provides: 

 

The State shall ensure that all inmates receive timely medical and mental health 

assessments. Upon intake, the State shall ensure that a medical professional 

identifies those persons who have chronic illness. Those persons with chronic 

illness shall receive a full health assessment between one (1) and seven (7) days 

of intake, depending on their physical condition. Persons without chronic illness 

should receive full health assessment within fourteen (14) days of intake. The 

State will ensure that inmates with chronic illnesses will be tracked in a 

standardized fashion. A readmitted inmate or an inmate transferred from another 

facility who has received a documented full health assessment within the previous 

twelve (12) months, and whose receiving screening shows no change in health 

status, need not receive a new full medical and mental health assessment. For 

such inmates, medical staff and mental health professionals shall review prior 

records and update tests and examinations as needed. 
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 The MOA provides for timely and adequate medical and mental health 

assessments
41

 to occur.  Generally accepted professional standards differ with respect to 

timeliness of a health assessment (compare J-E-04 and P-E-04 (stating that health assessments in 

jails take place ñ[a]s soon as possible, but no later than 14 dayséò and in prisons, ñ[a]s soon as 

possible, but no later than 7 dayséò)), but the MOA requires that the State adhere to the 

standard for jails, which is 14 days.
42

  An adequate health assessment should include at least:  

 

 A review of receiving screening results;  

 

 The collection of additional data to complete the medical, dental, and mental health 

histories;  

 

 A recording of vital signs;  

 

 A physical examination (an objective, hands-on evaluation of an individual, involving the 

inspection, palpation, auscultation, and percussion of a patientôs body to determine the 

presence or absence of physical signs of disease);  

 

 Laboratory and/or diagnostic tests for communicable diseases including sexually 

transmitted diseases;  

 

 A test for TB; and  

 

 Initiation of therapy and immunizations when appropriate.   

 

Id.  The hands-on portion of the health assessment should be performed by a physician, 

physician assistant, or NP, and the health history and vital signs should be collected by a 

qualified health care professional.
43

  Id.  When significant findings are present as the result of the 

hands-on portion of the health assessment, and it is done by a health professional other than a 

physician, the physician should document his or her review of the health professionalôs health 

assessment in the inmateôs medical record. 

 

 With respect to mental health, this provision requires the State to conduct mental 

health assessments for newly admitted inmates.  With respect to readmitted inmates, this 

provision only requires the State to review the health records of that individual instead of 

                                                
41

 A ñhealth assessmentò is defined as ñthe process whereby the health status of an individual is 

evaluated, including questioning the patient regarding symptoms.ò  J-E-04; P-E-04.   

42
 The Stateôs policy adopts the 7-day standard applicable to prisons for timeliness of health 

assessments.  See State Policy E-04. 

43
 The hands-on portion of the health assessment may be performed by an RN when (i) the nurse 

completes appropriate training, approved or provided by the responsible physician; and (ii) the 

responsible physician documents his or her review of all health assessments.  J-E-04; P-E-04.   
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conducting a full assessment.  The State has chosen to conduct assessments on all admitted 

inmates, regardless of whether they have been previously incarcerated or not.  As such, the 

Parties have agreed that as long as the State continues to conduct full assessments, review of 

health records of readmitted individuals is not necessary because the State is exceeding this 

standard by conducting full assessments on all inmates. 

 

 B. Baylor 

 

  1. Assessment 

 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

2. Findings 

 

 Again, the Monitoring Team reviewed 10 records of individuals who entered 

Baylor between March and June 2009 and whose records were selected because the Monitoring 

Team knew they had been identified as having a chronic disease.  In nine out of ten records, the 

health assessment was performed within one week of entry.  The exception was an individual 

who had recently been discharged, approximately a month and a half prior to this new intake and 

this individual did not require a complete assessment.  However, according to policy, this person 

should have had a targeted mini-assessment utilizing the prior data and obtaining an interval 

history and update on the current problems.  However, no mini-assessment, or any assessment, 

was performed for this individual.  In addition, the Monitoring Team found one patient for whom 

it was identified that she had a serious disease, but no follow up visit was scheduled.  Finally, 

there was one individual who was identified as having two chronic diseases but one disease was 

not addressed during the health assessment.    

 

 With respect to mental health, the Monitoring Team refers to its findings in 

paragraphs 29 and 34. 

 

 C. JTVCC 

 

 1.  Assessment 

 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

2. Findings 

 

 Although the timeliness of the health assessments has improved, three out of 15 

patientsô records reflected a late health assessment.  More importantly, there were quality 

problems with at least five of the 15 records reviewed.  The quality problems consisted of 

problems with the initial chronic disease visit, which is done in lieu of the general health 

assessment. The problems included not obtaining an adequate history, not obtaining an 

appropriate assessment, or not obtaining an appropriate plan.  
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 An additional four of the records that the Monitoring Team reviewed were records 

of individuals transferred into the facility.  The major problem with the transfer process was that 

the nurses were not documenting in the record whether patients on medications were arriving 

with the medications that are currently prescribed for them.  The nurses should be cataloging in 

the medical record the current medications that should be received and documenting whether all 

of those medications are received.  When they are not received, the nurse must take appropriate 

action to insure that there is no medication discontinuity. 

 

 With respect to mental health, the Monitoring Team refers to its findings in 

paragraphs 29 and 34. 

 

 D. HRYCI  

 

  1. Assessment 

 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

2. Findings 

 

 The Monitoring Team reviewed 20 of patients who entered the system between 

January 1, 2009 and mid-April 2009.  Of the 20 records the Monitoring Team reviewed, five 

records reflected that the patients had neither a health assessment nor an initial chronic disease 

visit, four reflected that the patient had had one or the other type of assessment (in the case of an 

inmate with a chronic illness, an initial chronic disease visit within the required timeframe in lieu 

of a health assessment is acceptable), but the assessments occurred between three and twenty 

days after the inmates had been in the facility for a week.   

 

 In addition to problems with timeliness of the assessments, the Monitoring Team 

also found quality issues in that items identified during the intake screen were not mentioned 

during the health assessment, including some chronic diseases.  There also continues to be a 

problem with the advanced-level providers seeing new intakes with chronic diseases using a 

follow up clinic form.  This does not allow them to take an adequate disease-specific history, and 

therefore, prevents a complete understanding of the nature of the patientôs problems.  This has 

been discussed with staff during at least the last three cycles of visits, and yet the Monitoring 

Team did not see substantial improvement.   

 

 With respect to mental health, the Monitoring Team refers to its findings in 

paragraphs 29 and 34. 
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 E. SCI 

 

 1.  Assessment 

 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

2. Findings 

 

 The Monitoring Team reviewed the records of 20 new intakes.  All of the records 

contained a health assessment or an initial chronic disease assessment,  performed within the 

required one week timeframe.  Thus, with regard to timeliness, the Monitoring Teamôs finding is 

substantial compliance.   

 

 Eleven out of 20 records had quality deficiencies with regard to the health 

assessment.  There were two common patterns of deficiencies.  One type of problem consisted of 

the initial chronic care visit not being conducted in a manner consistent with DOCôs clinical 

guidelines.  The departures from the policies and procedures include not ordering appropriate 

tests, or not assessing the patientôs disease control correctly.  A second pattern included not 

elaborating on positive findings found in the intake screening history.  In addition, there was one 

record in which the health assessment form was filled out but in the physical exam space there 

was a reference to the initial chronic care visit form.  The corresponding initial chronic care visit 

form referenced the physical exam being documented on the health assessment form.  Thus, 

though both forms were utilized, this patient did not have a documented physical exam.   

 

 With respect to mental health, the Monitoring Team refers to its findings in 

paragraphs 29 and 34. 

 

 F. Recommendations 

 

 At Baylor, the Monitoring Team recommends that the State: 

 

 Continue to perform the health assessments timely, but insure that people who have had a 

recent health assessment and are returning receive a mini health assessment as required 

by policy. 

 As a component of your quality assurance program, review the quality of the health 

assessments on an ongoing basis and provide feedback to those individuals performing 

health assessments, so that their performance will improve.   

 

At JTVCC, the Monitoring Team recommends that the State: 

 

 Continue to monitor the provision of health assessments/initial chronic disease visits, to 

insure that they occur within the required timeframes.  Although the Monitoring Team 

monitors against a 14-day timeframe, the internal policy is to complete these visits within 

seven days of entry. 
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 Monitor the performance of the clinicians performing these health assessments/chronic 

care visits, insuring that they are elaborating on positive responses in the history and 

assessing disease control in a manner consistent with the departmentôs clinical guidelines. 

 Monitor that an appropriate plan is ordered and implemented with regard to both 

diagnostic and therapeutic intervention. 

 Train the nursing staff with regard to the transfer process and their need to document 

medications which should be received and whether or not those medications are received.   

 

At HRYCI, the Monitoring Team recommends that the State insure that: 

 

 Staff performing the intake/initial chronic disease visit understand DOC policy as well as 

relevant clinical guidelines and insure that after they have reviewed the intake screen 

their performance complies with those elements.   

 

At SCI, the Monitoring Team recommends that the State: 

 

 Implement a program of ongoing review and feedback by the site medical director of the 

work of the individuals performing the health assessments so that over time the 

performance improves.  Although at the outset a significant proportion of records should 

be reviewed for appropriate feedback, as performance improves the quantity and 

frequency of the reviews can be diminished.   

 

13. Referrals for Specialty Care 

 

 A. Relevant MOA Provision 

  

Paragraph 13 of the MOA provides: 

 

The State shall ensure that: a) inmates whose serious medical or mental health 

needs exceed the services available at their facility shall be referred in a timely 

manner to appropriate medical or mental health care professionals; b) the findings 

and recommendations of such professionals are tracked and documented in 

inmatesô medical files; and c) treatment recommendations are followed as 

clinically indicated. 

 

 The MOA requires that the State ensure that inmates whose medical or mental 

health needs exceed the services available at the Facility shall be referred in a timely manner to 

appropriate medical and mental health care professionals.  For routine referrals, generally 

accepted professional standards would permit a timely referral to be defined as being seen by a 

specialist within 40 days, unless that inmate is seen by the primary care physician at the Facility 

every 30 days until the specialist appointment occurs.  In any event, the appointment with the 

specialist should not occur more than 100 days after the initial request.  For urgent consultations, 

the process should occur within 14 days.  In addition, the MOA requires that once an inmate has 

seen the appropriate medical or mental health professional, the findings and recommendations 
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are tracked and documented in inmatesô files, and the patients are seen in follow-up by their 

primary care physician at the Facility. 

 

B. Baylor 

 

  1. Assessment 

 

 The Monitoring Team found the State to be in substantial compliance with this 

provision of the MOA.   

 

2. Findings 

 

 The Monitoring Team reviewed eight records of patients who had been referred 

for specialty services between March and June 2009.  In these records, the Monitoring Team 

attempted to identify an order and request for these services, along with a progress note 

indicating the reason for the service.  In addition, the Monitoring Team looked for the report 

from the offsite service provider, as well as a follow up visit with the clinician in which the 

findings and plan were discussed.  In all eight records, the Monitoring Team found the required 

documentation, thus the finding of substantial compliance. 

 

 With respect to mental health referrals, the Monitoring Team is unable to assess 

this provision, as no inmates on the mental health caseload have been referred by mental health 

staff to specialty clinics. 

 

 C. JTVCC 

 

 1.  Assessment 
 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

2. Findings 

 

 The Monitoring Team reviewed eight records of patients sent offsite for specialty 

care or offsite procedures, such as scans or diagnostic scoping procedures.  Four out of the eight 

records contained problems.  The types of problems the Monitoring Team identified included 

lack of results from procedures performed, lack of a follow-up visit by the primary care clinician, 

lack of a ñReturn From Offsite Nurse Encounter Formò, and lack of follow up of specific 

recommendations from the consultant. 

 

 With respect to mental health referrals, the Monitoring Team is unable to assess 

this provision, as no inmates on the mental health caseload have been referred by mental health 

staff to specialty clinics. 
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 D. HRYCI  

 

  1. Assessment 

 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

2. Findings 

 

 The Monitoring Team reviewed the consultation process, looking at the time 

frame between initial request and date of appointment.  In general, most appointments occurred 

within four to six weeks of the initial request.  The Monitoring Team also looked at the 

justification for the appointments (as evidenced in the documentation in the medical records), as 

well as the follow-up care.  The Monitoring Team reviewed seven records of patients whose 

outside appointments were requested during the first quarter of 2009.  In most of the records, 

there was a documented note indicating the reason for the request and an order for the request.  

In addition, most of the records reflected that upon the patientôs return to the facility, there was a 

note by the nurse indicating the patientôs return.  However, in four out of seven charts, there was 

no follow-up visit by the primary care clinician in which there was a documentation of a 

discussion with the patient regarding findings and future plans.  The review of this aspect needs 

to be part of the HRYCI quality improvement program.  There was also one record in which the 

report of the services provided offsite was not available in the record when the Monitoring Team 

reviewed it.   

 

 With respect to mental health referrals, the Monitoring Team is unable to assess 

this provision as no inmates on the mental health caseload have been referred by mental health 

staff to specialty clinics. 

 

 E. SCI 

 

 1.  Assessment 

 

 The Monitoring Team found the State to be in substantial compliance with this 

provision of the MOA.     

 

2. Findings 

 

 The Monitoring Team reviewed seven records of patients sent offsite for consults 

or other tests, such as ultrasound.  In each of the records there was an initial progress note 

explaining the reason for the referral.  There was also an order and a consult request form.  All of 

the visits were obtained in a timely manner.  When the patient returned, there was appropriate 

follow up, both initially by nursing staff and subsequently by the primary care clinician.  On the 

basis of the appropriateness of the referrals, the timeliness of the services and the appropriateness 

of the follow up, this area is in substantial compliance. 
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 With respect to mental health referrals, the Monitoring Team is unable to assess 

this provision as no inmates on the mental health caseload have been referred by mental health 

staff to specialty clinics. 

 

 F. Recommendations 
 

 At JTVCC, the Monitoring Team recommends that the State: 

 

 Monitor this process with regard to the presence of documents required for follow up. 

 Monitor this process for the presence of nurse encounter forms at the time of patient 

return from the offsite service. 

 Monitor the quality of professional performance with regard to both nursing and primary 

care clinician performance with regard to insuring continuity.   

 

At HRYCI, the Monitoring Team recommends that the State: 

 

 Utilize the nursing visit on return to the facility to insure that documents are available and 

that the follow up visit with the primary care clinician is scheduled. 

 Monitor this program as part of your quality improvement monitoring activities.   

14. Treatment or Accommodation Plans 

 

 A. Relevant MOA Provision 

  

Paragraph 14 of the MOA provides: 

 

Inmates with special needs shall have special needs plans. For inmates with 

special needs who have been at the facility for thirty (30) days, this shall include 

appropriate discharge planning. The DOJ acknowledges that for sentenced 

inmates with special needs, such discharge planning shall be developed in relation 

to the anticipated date of release.
44

 

 

 Generally accepted professional standards require a treatment plan for a special 

needs inmate to include, at a minimum:  

 

 The frequency of follow-up for medical evaluation and adjustment of the treatment 

modality;  

 

 The type and frequency of diagnostic testing and therapeutic regimens; and  

                                                
44

 According to Section II.F. of the MOA, ñinmates with special needsò are,  

[I]nmates who are identified as suicidal, mentally ill, developmentally disabled, seriously 

or chronically ill, who are physically disabled, who have trouble performing activities of 

daily living, or who are a danger to themselves. 
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 When appropriate, instructions about diet, exercise, adaptation to the correctional 

environment, and medication.   

 

J-G-01; P-G-01.  Further, each Facility should maintain a list of special needs inmates for 

tracking purposes.  Id.  With respect to discharge planning, in cases of a planned discharge, (i) 

the health staff of a Facility should arrange for a sufficient supply of current medications to last 

until the inmate can be seen by a community health care provider; and (ii) for inmates with 

critical medical or mental health needs, arrangements or referrals should be made for follow-up 

services with community providers.  J-E-13; P-E-13. 

 

 The list of special needs inmates should include individuals with both serious 

medical problems, and, in many instances, behavioral problems.  The Facilities should forward 

the list to the BCHS on a monthly basis.  For any patient on the list, the patientôs health record 

should reflect that a multidisciplinary treatment team meeting has taken place, and there should 

be documentation containing a summary of the meeting, and all plans in place for the patient.  In 

order to ensure improved outcomes for the patients, the plans should indicate when follow-up 

multidisciplinary meetings should occur.  

 

 During the Monitoring Teamôs review of Baylor, JTVCC, and SCI, the 

Monitoring Team noted a problem in how discharge medications are dispensed.  Planned and 

unplanned releases are done without a psychiatrist reviewing the discharge medications an 

inmate receives.  When an inmate is set to be released, rather than the psychiatrist issuing a 

discharge order, nursing staff orders medication from the pharmacy, as long as the current 

physicianôs order has not expired.  The inmate is then given this full prescription.  The reason 

that this practice causes a concern is that, typically, with respect to psychotropic medications, 

inmates are not allowed to keep these on their person while incarcerated.  Obviously, when they 

are released, they will be in possession of these medications.  A doctor might choose to give a 

lesser supply of medication or a different medication if the doctor believes that the patient cannot 

manage his or her medications or may be self-injurious.   

 

B. Baylor 

 

  1. Assessment 

 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

2. Findings 

 

 As this is a small facility, there were only three patients on the special 

accommodation list.  For each of these patients, there had been a multi-disciplinary meeting in 

which the particular problems which complicated the programôs ability to meet the patientôs 

needs were discussed.  In addition, strategies for improving outcomes were also identified.  

Where possible, there was a discussion of response to the recent interventions.   
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 With respect to mental health, a rating of partial compliance is given as opposed 

to substantial compliance due to the Monitoring Teamôs concerns over the current process of 

dispensing discharge psychotropic medications.  The State needs to demonstrate there is 

psychiatrist oversight in generating discharge prescriptions. 

 

 Women on the special needs unit reported they received 30-day supplies of 

medication upon release and outpatient referrals and housing assistance.  A recently initiated 

discharge planning log was reviewed and it lists inmates who have left since 5/17/09 and their 

referral information. 

 

 C. JTVCC 

 

 1.  Assessment 
 

 The Monitoring Team found JTVCC to be in partial compliance with this 

provision of the MOA. 

 

 2. Findings 

 

 JTVCC is a facility that collects complicated patients from around the rest of the 

system.  Thus, it has far and away the largest number of complex patients to monitor and 

manage.  Many of them have medical, behavioral and mental health problems.  The BCHS 

Medical Director has taken over the responsibility of chairing the committee responsible for 

treatment or accommodation plans.  He clearly understands which types of patients are 

appropriate for this program and has begun selecting the appropriate patients from the current list 

to remain in the program.  In addition, he understands that the current deficiency with the special 

accommodation program is that, although staff is using the special accommodation form in their 

discussions about patients, they are not identifying specific improvements to be achieved, 

quantifying goals, and then measuring the success of their implementation strategies against 

these goals.  Thus, although the program has begun to develop some momentum, it clearly needs 

some maturation in order to improve its effectiveness.   

 

 The Monitoring Team reviewed five records of patients on the list.  Each of them 

had been seen and had been discussed, as documented on the forms, but none of the records 

contained clearly defined goals and metrics used to determine whether or not those goals would 

be achieved.   

 

 The Monitoring Team met with the pharmacy technician on July 29, 2009.  He is 

receiving referrals from mental health on inmates scheduled for release.  Either he or the nursing 

staff will pull the inmateôs medical record for review and check the current MAR for current 

prescriptions and place an order with the pharmacy.  When the medication arrives, it is placed in 

a plastic bag with the referral order and placed in a bin.  When receiving notifies the pharmacy 

that someone is being processed to leave, medical staff is supposed to bring the discharge 

medications to that area where they are dispensed to the inmate.  There are no tracking forms and 

the inmate does not sign to indicate receipt of the medication.  The technician stated that only a 

ñlow numberò of inmates actually get their medication based on his observation that most 
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medications in the bin are returned to the pharmacy because they are not given to the inmates.  

The State is aware that they did not have a method to track this process and no means of assuring 

that the medications that do make it to receiving are actually given to the inmate. 

 

 No out of stock problems were reported and refills usually arrive within 1-2 days 

of request.  Most psychiatry medications are formulary and the technician reported no problems 

in obtaining non-formulary medications in a timely fashion. 

 

 D. HRYCI  

 

  1. Assessment 

 

 The Monitoring Team found HRYCI to be in partial compliance with this 

provision of the MOA. 

 

2. Findings
45

 

 

 The Monitoring Team reviewed the records of four patients who are part of the 

treatment or accommodation plan special needs program.  The Monitoring Team learned that 

medical staff has been having meetings to discuss these cases and during those meetings, they 

use a special form to document the patientôs problems, the special need to be addressed, and any 

goals and plans.  Apparently, there is a later discussion at an operations meeting with custody.  

However, there is no documentation in the medical record indicating the impact of those later 

discussions on the plans to manage these patients.  It was also clear from the Monitoring Teamôs 

review that some patients were considered to be part of this program when they really did not 

have any clear cut special needs, and in other instances, patients were in the program but should 

have been discharged from it after significant progress had been made.  The new DOC Medical 

Director participated in this entire review and indicated that he would be providing leadership to 

this program at each of the sites so that appropriate patients were in the program and monitored 

on a regular basis for an appropriate period of time.   

 

 With respect to mental health, the Monitoring Team notes at the time of its April 

2009 visit that the State had not recently conducted any QI studies with respect to discharge 

medications.  The Monitoring Team reviewed the parole medications log which demonstrated 

poor compliance with this provision.  For instance, over a three month period, only four of 22 

inmates signed for medications when released. 

 

 

 

 

                                                
45

 The absence of any discussion regarding a lack of psychiatrist review before discharge 

medications are dispensed at HRYCI should not be interpreted as this problem not existing as 

well at HRYCI.  This problem, which exists at the other three facilities, was not discovered until 

after the Monitoring Teamôs April 2009 visit to HRYCI.  The Monitoring Team will investigate 

this during its September 2009 visit to HRYCI.  
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 E. SCI 

 

 1.  Assessment 

 

 The Monitoring Team finds the State to be in partial compliance with this 

provision of the MOA. 

 

 2. Findings 

 

 The Monitoring Team reviewed a list of approximately 20 names of patients who 

were listed as being part of this program.  The Monitoring Team pulled a sample of five records 

which the Monitoring Team reviewed and discussed both with the HSA and with the State DOC 

medical director.  It appears that there were people placed on the list inappropriately.  A major 

criteria utilized at the facility was if a patient had written to the governorôs office or the 

commissionerôs office about issues they were added to the list for participation in this program, 

even if the resolution of their problem was fairly straightforward.  In the Monitoring Teamôs 

discussion, the Monitoring Team encouraged the state medical director or the BCHS director to 

participate in these meetings to provide guidance with regard to not only who should be included 

in the program but also how these patientsô unique issues are to be addressed.     

   

 With respect to mental health, the Monitoring Team was informed by staff that 

the facility employed an active discharge planning process for sentenced inmates that includes a 

two-week supply of discharge medications, linkage with community mental health providers, 

assistance with housing and entitlements.  The Monitoring Team reviewed logs for discharge 

medications and community mental health linkages, and was concerned that the two logs 

generally did not list the same inmates.  As most mental health inmates are receiving some sort 

of medications, it is troubling that inmatesô names do not appear on both lists. 

 

 Pre-trial inmates reported very little discharge planning, except for medications, 

which was consistent with the information obtained from the staff. 

 

F. Recommendations 

 

 At Baylor, the Monitoring Team recommends that the State continue with its efforts to 

identify problematic patients and to hold multi-disciplinary meetings to insure that there 

is a consistent approach to these difficult patients.   

 

 At JTVCC, the Monitoring Team recommends that the State continue having the DOC 

Medical Director chair the committee and train staff how to implement the special 

accommodation form and program.   

 

 At HRYCI, given the Monitoring Teamôs discussions with the DOC Medical Director, 
the Monitoring Team would recommend that he provide leadership to this program and 

insure that when the group meets to discuss these complex patients, the discussion 

includes a multi-disciplinary team, including both custody and mental health, as well as 

any other disciplines that may be relevant.  These discussions can then be summarized 
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according to the format of the currently used form.  The Monitoring Team would 

recommend that these topics not be added to an already overloaded agenda for the 

operations meetings, but handled at a separate meeting.   

 

At SCI, the Monitoring Team recommends that the State: 

 

 Be clear as to the specific reasons why a given patient is included in the special needs 

program. 

 Specify what outcomes are to be achieved with regard to those specific problems. 

 Detail the specific strategies that are to be utilized. 

 Hold follow up meetings to assess the effectiveness in achieving the outcomes.   

15. Drug and Alcohol Withdrawal  

 

 A. Relevant MOA Provision 

  

Paragraph 15 of the MOA provides: 

 

The State shall develop and implement appropriate written policies, protocols, and 

practices, consistent with standards of appropriate medical care, to identify, 

monitor, and treat inmates at risk for, or who are experiencing, drug or alcohol 

withdrawal.  The State shall implement appropriate withdrawal and detoxification 

programs. Methadone maintenance programs shall be offered for pregnant 

inmates who were addicted to opiates and/or participating in a legitimate 

methadone maintenance program when they entered the Facilities. 

 

  This provision of the MOA requires that the State develop and implement 

appropriate written policies, protocols, and practices, consistent with standards of appropriate 

medical care, to identify, monitor, and treat inmates at risk for, or who are experiencing, drug 

and alcohol withdrawal.  The State has developed a policy with respect to drug and alcohol 

withdrawal that conforms to generally accepted professional standards.  See State Policy G-06. 

 

 Further, established protocols regarding the treatment and observation of 

individuals manifesting symptoms of intoxication or withdrawal should be followed in order to 

complete successful implementation of the policies.  J-G-06; P-G-06.  According to generally 

accepted professional standards, inmates experiencing severe, life-threatening intoxication 

(overdose) or withdrawal should be transferred immediately to a licensed acute care facility.  Id.  

Individuals at risk for progression to more severe levels of intoxication withdrawal should be 

kept under constant observation by qualified health care professionals or health-trained 

correctional staff, and whenever severe withdrawal symptoms are observed, a physician should 

be consulted promptly.  Id.  If a pregnant inmate is admitted with a history of opiate use, a 

physician should be contacted so that the opiate dependence can be assessed and treated 

appropriately.  Id.  The facility should have a policy that addresses the management of inmates, 

including pregnant inmates, on methadone or other similar substances.  Pregnant inmates 

entering the facility who were addicted to opiates and/or participating in a legitimate methadone 

maintenance program should be offered methadone maintenance programs.                
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 B. Baylor 

 

 1. Assessment 

 

 The Monitoring Team found Baylor to be in partial compliance with this 

provision of the MOA. 

 

 2. Findings 
 

 The Monitoring Team reviewed five records of patients who had been assessed as 

potentially going into withdrawal from either alcohol or drugs.  In each record, staff had 

identified the need to implement the withdrawal protocol.  The withdrawal protocol requires that 

nurses perform an assessment on each shift for the number of days that the protocol is ordered 

and this is usually four or five days.  In the Monitoring Teamôs review, none of the five records 

had documented nursing assessments for each shift during the timeframe that they were to be 

monitored according to the protocol.  It is possible that this problem exists in part because 

patients in withdrawal are housed in general population, not in the infirmary, which lacks the bed 

space for the housing of these patients.  The end result is that nurses are not performing required 

withdrawal assessments.   

 

 C. JTVCC 

 

 1. Assessment 

 

 The Monitoring Team found JTVCC to be in substantial compliance with this 

provision of the MOA. 

 

 2. Findings 
 

 The Monitoring Team reviewed five records of patients who were identified on 

entry to the facility as being in alcohol or substance withdrawal.  In each instance, the patients 

were admitted to the infirmary in a timely manner.  While in the infirmary they generally 

received nursing assessments utilizing the CIWA scale
46

 three shifts per day over a four or five 

day period.  There were occasional instances in which nurses failed to document an assessment 

but these were exceptions rather than the rule.  In instances where the severity of the findings on 

the assessment warranted contacting the physician, physician contact was documented. 

 

 

 

 

 

 

                                                
46

 The CIWA scale is the Clinical Institute Withdrawal Assessment of Alcohol scale, and is a 

tool that is used to rate different withdrawal symptoms an inmate might exhibit. 
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 D. HRYCI  

 

 1. Assessment 

 

 The Monitoring Team found HRYCI to be in partial compliance with this 

provision of the MOA. 

 

 2. Findings 

 

 The Monitoring Team reviewed four records of patients who entered the system 

and were monitored for their drug and alcohol withdrawal.  The Monitoring Team saw a 

significant improvement in the use of the withdrawal protocol, including use of the CIWA forms.  

The main problem that remains is that the nurses, according to the protocol, are required to 

contact the physician when the monitoring indicates this is warranted.  There is no 

documentation in a few of these records that such contact occurred, nor is there any indication of 

what the doctors recommended.  In addition, when the doctors have written notes, their notes do 

not refer to their having reviewed the nurse monitoring and the subsequent CIWA score 

obtained.  Thus, to obtain substantial compliance the implementation needs to include good 

communication in both directions between nurse and advanced level provider and vice versa.   

 

 E. SCI 

 

 1.  Assessment 

 

 The Monitoring Team found SCI to be in partial compliance with this provision 

of the MOA. 

 

 2. Findings 

 

 The Monitoring Team reviewed six records of patients for whom the drug and 

alcohol withdrawal protocol was used.  In general, there was improvement from the Monitoring 

Teamôs prior review.  In the first four records, the nursing performance was appropriate, with the 

exception of one day in which the protocol form was not utilized.  In those first four records, in 

general, the patients were in good control.  There was only one instance in which the protocol 

required physician notification, and that did take place.   

 

 In the last two records, however, there were instances in which the physician 

should have been notified, but this did not happen.  The critical aspect of these protocols is not 

just standardization of the assessment of people in withdrawal, but also the requirement to notify 

the clinician when the severity of the withdrawal symptoms exceeds a given level.  In two of the 

three records where the symptoms exceeded the level the physician was not notified.     

 

 F. Recommendations  
 

 At Baylor, the Monitoring Team recommends that the State develop a strategy to insure 

that nurses coming on to a shift are always aware of which individuals in population are 
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under the alcohol and drug withdrawal protocol and therefore require an assessment on 

each shift.  

 

 At JTVCC, the Monitoring Team recommends that the State continue monitoring this 

process on some intermittent basis.   

 

At HRYCI, the Monitoring Team recommends that: 

 

 The nurses must document their discussions with the advanced level provider whenever 

such discussions occur and the documentation should include any instructions from the 

advanced level provider. 

 

 The physicians, when they write their notes, should document that they have reviewed 

the nurse monitoring and should use that data in their approach to the patient.     

 

At SCI, the Monitoring Team recommends that the State reinforce with the nursing staff 

the need to contact a clinician and document that contact n the record whenever the severity 

score exceeds the designated level. 

 

16. Pregnant Inmates
47

 

 

 A. Relevant MOA Provision 

  

Paragraph 16 of the MOA provides:  

 

[t]he State shall develop and implement appropriate written policies and 

protocols for the treatment of pregnant inmates, including appropriate 

screening, treatment, and management of high risk pregnancies.ò   

According to NCCHC standards, pregnant inmates shall receive timely and 

appropriate prenatal care, specialized obstetrical services when indicated, and postpartum care.  

J-G-07.  Appropriate prenatal care should include medical examinations, laboratory and 

diagnostic tests (including offering HIV testing and prophylaxis when indicated), and advice on 

appropriate levels of activity, safety precautions, and nutritional guidance and counseling.  Id. 

 B. Assessment 

 

 The Monitoring Team found Baylor to be in substantial compliance with this 

provision of the MOA. 

 

 

 

                                                
47

 As Baylor is the only one of the Facilities which houses female inmates, it is the only one to 

which this provision applies. 
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 C. Findings 
 

 The Monitoring Team reviewed seven records of patients who were pregnant in 

the period between March and June 2009.  In each record, the Monitoring Team found 

documentation that the patients were followed consistently by the obstetric program and received 

not only the appropriate tests, but also multi-vitamins, minerals and, where indicated, 

immunizations.  Thus, the program was in substantial compliance.  There was only one 

deficiency and that was in one record of a patient who had delivered.  The patient returned to the 

facility and the nurse, upon return, did not document in the offsite encounter report the fact that 

the patient was post-partum. 

 

17. Communicable and Infectious Disease Management 

 

 A. Relevant MOA Provision 

 

  Paragraph 17 of the MOA provides: 

 

The State shall adequately maintain statistical information regarding 

contagious disease screening programs and other relevant statistical data 

necessary to adequately identify, treat, and control infectious diseases. 

The NCCHC recommends that facilities with populations over 500 inmates 

should have a committee to oversee infection control practices.  P-B-01.  The infection control 

committee should consist of representation from the facilityôs administration, the responsible 

physician or designee, nursing and dental services, and other appropriate professional personnel 

involved in sanitation or disease control.  Id.  Further, facilities should follow a TB control plan 

that is consistent with current published guidelines from the Centers for Disease Control. 

 B. Baylor 

 

 1. Assessment  
 

 The Monitoring Team found that Baylor is in partial compliance with this 

provision of the MOA.   

 

 2. Findings 

 

 The Monitoring Team evaluated this provision by reviewing policies and 

procedures, and practices related to infection control and communicable disease screening 

programs.   

 

 An RN has been appointed as ICN and has been in this position for several 

months.  She has received some training from the ICN from another facility that has an effective 

ICN program in place.   
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 There are computerized logs to track PPD testing for staff and inmates, hepatitis B 

and C status and treatment for inmates, hepatitis B vaccination status for staff and 

reportable/reported diseases.  The new ICN has done an admirable job in implementing the this 

program at Baylor.  Clinical aspects of the program are in place and running well.  As examples: 

PPD tests were done and read on 10 of 11 applicable inmate health records (91%) reviewed for 

nurse sick call.  One test was never planted and this was referred to the Delaware DON for 

follow up; eight of eight employee health records (100%), had documentation of current PPD 

testing or symptom review (for those previously testing positive); eight of eight (100%) 

employee health records had documentation of hepatitis B vaccine status (either consents with 

record of shots or refusals).  There was documentation that the negative pressure isolation room 

is functioning appropriately and testing is occurring as required by OSHA (monthly when room 

is not occupied).  A cleaning schedule for the clinic area is posted and implemented.  The area 

appeared clean and orderly. 

 

 There was no documentation of who is on the IC Committee or minutes of 

meetings for a facility committee.  There were minutes from a statewide IC meeting and MAC 

meetings at which some IC issues were discussed. 

 

 C. JTVCC 

 

 1. Assessment  
 

 The Monitoring Team found that JTVCC is in partial compliance with this 

provision of the MOA. 

 2. Findings 

 

 The Monitoring Team assessed compliance with this provision by reviewing 

policies and procedures, and actual practices related to infection control and reportable diseases.  

This includes determining whether there is an effective surveillance program to detect inmates 

with communicable diseases (e.g., HIV, Chlamydia and gonorrhea, syphilis, MRSA [defined 

herein], and TB infection) and whether the facility uses this information to identify, treat, and 

control communicable diseases.  The facility has a new ICN who has been in place since March 

2009.  She has received training for the position.   

 

 The ICN has instituted paper and computerized tracking logs for several 

communicable disease tracking functions, including inmate tuberculin skin testing, 

communicable disease reporting, discharge planning for patients with communicable diseases, 

and training.  There are systems in place now that were not present at the previous visit.  

According to the ICN, testing for STDs and other infectious diseases are done on inmate request, 

or when an inmate presents with signs or symptoms.   

 There is not yet a facility Infection Control Committee and or formal meetings.  

Presently, the ICN attends regional infection control meetings, the Medical Audit Committee 

(MAC) meetings, and staff meetings at which some infection control issues are discussed. 
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 Review of 22 records for inmate PPD status revealed that 17 (77%) of the 22 were 

current in testing, which confirms the ICN assertion that the facility was 60-75% complete on 

updating inmates PPD testing. 

 Review of 10 clinical staff files revealed that nine of 10 (90%) were current in 

PPD testing and all had documentation of Hepatitis B vaccination status.  Review of a tracking 

file for staff also revealed that clinical staff had N-95 fit testing done or were in process. 

 D. HRYCI  

 

 1. Assessment   
 

 The Monitoring Team found that HRYCI is in substantial compliance with this 

provision of the MOA. 

 

 2. Findings 

 

 The Monitoring Team evaluated this provision by reviewing policies and 

procedures related to infection control and communicable disease screening programs.  The 

Monitoring Team reviewed 16 inmate records to determine compliance with annual TB skin 

testing.  The Monitoring Team reviewed 10 employee records to assess compliance with TB skin 

testing and Hepatitis B immunization.  The team also reviewed compliance with infection control 

practices in the facility to ensure that a safe environment is provided for inmates and staff.   

 

 Review of documents showed that the State had drafted and implemented policies 

and procedures, local operating procedures, and has an infection control manual in place that is 

reviewed annually.  The contents of the infection control manual were consistent with current 

CDC guidelines and OSHA requirements.  The Monitoring Team also found that all aspects of 

an infection control program are in place: TB prevention, reporting of infectious or 

communicable diseases, tracking systems, infection control committee, written policies and 

procedures, and training programs. 

 

 The facility has conducted infection control meetings with minutes reflecting 

OSHA and facility requirements.  The facility Infection Control Committee (ICC) has had one 

quarterly meeting since the last monitoring visit, reported at the monthly CQI and MAC 

meetings, and reported at the bimonthly Operations meetings. 

 

 Of the 16 inmate records reviewed for compliance with TB testing, all revealed 

that the inmate had an annual TST performed; however, in two cases, the results had not yet been 

recorded in the health record, but were recorded in DACS.  In another case, the inmate was lost 

to follow up testing because of the way the previous test had been documented in DACS, 

according to the IC Nurse.   

 

 The Monitoring Team also reviewed ten employee records.  All were compliant 

for TB skin testing, Hepatitis B vaccination data, annual OSHA training and annual fit testing for 

the N-95 respirator masks. 
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 E. SCI 

 

 1. Assessment 
 

 The Monitoring Team found that SCI is in partial compliance with this provision 

of the MOA. 

 

 2. Findings 

 

 The Monitoring Team evaluated this provision by reviewing policies and 

procedures, and practices related to infection control and communicable disease screening 

programs.   

 

 On the last two site visits, the Monitoring Team found that the communicable and 

infectious disease control program was weak; there has been no significant improvement.  This 

appears to be largely due to personnel and supervision issues. 

 

 CMS has extensive infection control policies and procedures; however, they have 

not been fully implemented.  There have been no infection control meetings since February 

2009.  These meetings are key to monitoring infectious/communicable disease trends related to 

tuberculosis skin testing, Methicillin-Resistant Staphylococcus Aureus (ñMRSAò), or sexually 

transmitted disease trends, as well as environmental sanitation and infection control issues. 

 

 In the Monitoring Teamôs discussion with the ICN, it was apparent that she did 

not fully understand communicable diseases and reporting requirements.  For example, she 

reported a patient to the health department who tested positive for hepatitis B surface antibodies; 

however, this laboratory result signifies that the patient has immunity to hepatitis B, which is the 

result of previous infection or vaccination, and not acute or chronic infection.   

 

 Review of environmental inspections that this nurse participated in showed 

significant problems in the housing units such as a leaking urinal with subsequent positive 

environmental cultures (e.g., E. coli), yet documentation in these reports does not reflect 

corrective actions regarding this and other environmental problems.   

 

 Discussion with health care leadership revealed that they have been aware of the 

personnel issues since the Monitoring Teamôs last visit, yet no meaningful supervisory corrective 

action has taken place. 

 

F. Recommendations 
 

 At Baylor, the Monitoring Team recommends that the State: 

 

 Form an IC Committee and hold meetings per policy, to monitor the program, including 

sanitation reports, communicable and infectious disease trends, prevention and other 

OSHA issues. 
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 The IC Nurse should fit test all health service staff for the N 95 respirator, at a minimum, 

and security staff as necessary. 

 Label refrigerators and ensure contents are appropriate based on the labels, i.e.  

specimens in one with a biohazard label; medications in one with a ómedications onlyô 

label; food in one labeled ófood only.ô 

 Assemble personal protective equipment (barrier gowns, masks, gloves, eye shields, caps, 

booties) in an immediately accessible area that is clearly labeled and ensure staff is 

educated on its location and proper usage. 

 Train inmate workers on the use of spill kits (which the facility has) and the proper way 

to clean blood and body fluid spills; document this training.   

 

At JTVCC, the Monitoring Team recommends that the State: 

 

 Health care leadership should establish an Infection Control Committee and hold 

meetings quarterly, at a minimum, with minutes that reflect content of the meetings. 

 Continue to reduce the inmate tuberculin skin testing backlog until all inmates are 

current. 

 Assign responsibility for sanitation tasks in the clinic, infirmary, and pharmacy.   

 

 At HRYCI, the Monitoring Team recommends that the facility continue to maintain the 

Infection Control Program and all compliance requirements.   

 At SCI, the Monitoring Team recommends that the State/CMS leadership take necessary 

actions to establish an adequate infection/communicable disease control program that 

includes ongoing supervision to ensure that the program is functioning well.   

18. Clinic Space and Equipment 

 

 A. Relevant MOA Provision 

  

Paragraph 18 of the MOA provides: 

 

The State shall ensure that all face-to-face nursing and physician examinations 

occur in settings that provide appropriate privacy and permit a proper clinical 

evaluation including an adequately-sized examination room that contains an 

examination table, an operable sink for hand-washing, adequate lighting, and 

adequate equipment, including an adequate microscope for diagnostic evaluations. 

The State shall submit a comprehensive action plan as described in Paragraph 65 

of [the MOA] identifying the specific measures the State intends to take in order 

to bring the Facilities into compliance with this paragraph. 

 

 An adequately-sized examination room is one that is large enough to 

accommodate the necessary equipment, supplies, and fixtures, and to permit privacy during 

clinical encounters.  J-D-03; P-D-03.  According generally accepted professional standards, 

Facilities should have, at a minimum, the following equipment, supplies, and materials for the 

examination and treatment of patients:  
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 hand-washing facilities or appropriate alternate means of hand sanitization;  

 

 examination tables;  

 

 a light capable of providing direct illumination;  

 

 scales;  

 

 thermometers;  

 

 blood pressure monitoring equipment;  

 

 stethoscope;  

 

 ophthalmoscope;  

 

 otoscope;  

 

 transportation equipment (e.g. wheelchair, stretcher);  

 

 trash containers for biohazardous materials and sharps; and  

 

 equipment and supplies for pelvic examinations if female inmates are housed in the 

facility.   

Id.  

 

 B. Baylor 

 

 1. Assessment 

 

 The Monitoring Team found that Baylor is in substantial compliance with this 

provision of the MOA. 

 

 2. Findings  
 

 To assess clinic space and equipment, the Monitoring Team toured the clinic, 

medication and administrative space, interviewed staff and inmates and observed clinical 

encounters.  The Monitoring Team reviewed each area with respect to sanitation, organization, 

medical equipment and supplies, lighting, access to hand-washing, and the provision of privacy.   

 

 The medical clinic area has been expanded; the administrative offices have been 

moved across the hall; the medication room has also been moved across the hall to a larger 

space. 
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 Sanitation and organization in the medical clinic, administration area and 

medication room have improved.  There is a posted cleaning schedule and the charge nurse signs 

off on it daily.  Clutter has been reduced.  Space in the medication room is still tight but the room 

itself is larger and medications are well organized.  The health record room is well organized and 

neat.  Health records are kept on shelves in a locked room; out cards are used for accountability.  

Food and vaccines were found in refrigerators labeled with a biohazard label.     

 

 Exam rooms are uniformly equipped with the equipment being in working 

condition; the only room without a sink is the room used for nursing sick call (exam room I).  

There was a bottle of hand sanitizer available in the room.  All rooms have doors that can and are 

closed for privacy when in use.   

 

 At the time of the Monitoring Teamôs visit, the infirmary and PCO rooms were 

not occupied.  There is a functioning camera for visual observation of the two infirmary rooms 

and PCO room and the camera is located in exam room I and monitored by the sick call nurse 

when the rooms are occupied.  During the initial tour, no officer was noted to be stationed in the 

clinic area. 

 

 C. JTVCC 

 

 1. Assessment 

 

 The Monitoring Team found that JTVCC is in partial compliance with this 

provision of the MOA. 

  

 2. Findings  

 

 To assess clinic space and equipment, the Monitoring Team toured the medical 

clinics in the main unit and Maximum Security Complex.  The Monitoring Team reviewed each 

area with respect to sanitation, medical equipment and supplies, lighting and access to hand-

washing.  This area was close to substantial compliance, lacking only in consistent sanitation and 

disinfection in medical areas, and ensuring that all medical equipment was working properly. 

 With respect to sanitation, there were posted schedules of sanitation and 

disinfection activities in selected medical clinics (the infirmary and pharmacy/medication room), 

but staff has not been assigned to perform these duties and they are not being carried out.  There 

were no posted sanitation and disinfection activities noted in the satellite clinics in the Maximum 

Security Complex or Pre-Trial clinic.   

 

 In the main medical clinic, hallway floors were generally clean but the 

pharmacy/medication room floor was not clean.  There were two bathrooms in the administrative 

area, one that, according to staff, had been thoroughly cleaned the week prior to the Monitoring 

Teamôs visit; but the other in the staff break room that was not clean.   
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 There was a hallway that contained a room where biomedical waste was stored 

that also was not clean.  The Monitoring Team spoke with an officer about this, who informed us 

that inmates were generally not allowed in the hallway where the biohazardous room was 

located.  Thus, because the State cannot use inmate labor to clean this area due to security 

concerns, the State should arrange for staff members to perform cleaning tasks.
48

    

 In the Maximum Housing Complex, satellite clinics were well organized and 

generally clean, although again, floor sanitation could be improved.  Staff reported that the floors 

were cleaned on a weekly basis. 

 With respect to medical equipment and supplies in the main clinic, examination 

rooms were well-equipped and supplied, with access to hand-washing.  The exception was the 

Medical Directorôs examination room, where otoscope/ophthalmoscope equipment had not yet 

been installed in the room.   

 The Maximum Security Complex satellite clinics were medically equipped and 

supplied; however, in two clinic rooms (Building 22 and 23) the blood pressure cuff was either 

nonfunctional or absent.  In the building 23 clinic room, an oxygen tank was missing the 

regulator to control oxygen flow and was therefore not functional.   

 The pre-trial clinic room was clean, well-equipped and supplied, but the sink was 

leaking and cloth towels were placed around the edges of the sink to soak up the water.  At the 

time, the Monitoring Team toured the clinic, the towels were saturated and had also saturated 

nearby paper towels.   

 There was documentation that the unoccupied respiratory isolation rooms were 

tested monthly for the negative pressure requirement.   

 

 D. HRYCI  

 

 1. Assessment 

 

 The Monitoring Team found that HRYCI is in partial compliance with this 

provision of the MOA. 

  

 2. Findings  
 

 To assess clinic space and equipment, the Monitoring Team toured the medical 

clinic areas in both West and East buildings and the clinic in the booking area.   The Monitoring 

Team reviewed each area with respect to sanitation, medical equipment and supplies, lighting, 

                                                
48

 There were housekeeping sanitation schedules posted in the infirmary and pharmacy areas.  

The Monitoring Team discussed revisions and additions that should be added with the ICN.  

Although sanitation schedules have been posted, health care leadership has not assigned staff 

these duties.  These duties are not being performed, which is not surprising given that no staff is 

assigned or held accountable for completion of these duties. 
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access to hand-washing, and the provision of privacy.   

 

 Since the Monitoring Teamôs last visit, improvements in sanitation were observed 

in all areas, although the medication room floor was not clean. 

 

 The most significant obstacle to substantial compliance is insufficient clinical 

space on the East and West sides to permit clinical encounters to consistently be performed with 

adequate visual and auditory privacy (see discussion of provision 11 of the MOA).   On a 

positive note, rooms have been designated in the East side housing units to conduct nursing sick 

call.  These rooms have an examination table and sinks for access to hand-washing and their use 

could potentially be expanded.  The rooms also have cabinets but they cannot be locked and are 

therefore not used to store medical supplies.  Instead, nurses transport medical equipment and 

supplies on a cart.   The Monitoring Team inspected the equipment and supplies and found that 

the otoscope was not functional and staff did not have reliable equipment to measure 

temperature
i
.   

 

 In the booking area, nurses conduct medical screening in an adequately-sized 

room that has an adjacent room to store medical records.  This area was relatively clean and 

better organized since the Monitoring Teamôs last visit.  However, the Monitoring Team did not 

observe a sanitation schedule posted for this area.    

 

 The Monitoring Team did not observe unlocked controlled substance or stock 

medications as occurred at the Monitoring Teamôs last visit.   There were however, controlled 

substances for disposal stored in a locked box that were not being counted each shift.   

 

 A continuing concern is that for the medical screening process
49

, the inmate is still 

required to stand outside the room at a half door while the nurse sits at a desk inside the room 

completing a seven page medical and mental health questionnaire.  Many newly arriving 

detainees are under the influence of drugs and may have experienced trauma, or have acute or 

poorly controlled chronic diseases.  This arrangement is not conducive to obtaining a thorough 

medical/mental health history because if an inmate believes that important but sensitive personal 

medical information will be overheard by others, he will be less likely to divulge such 

information.    

 

 E. SCI 

 

 1. Assessment 
 

 The Monitoring Team found that SCI is in partial compliance with this provision 

of the MOA. 

 

 2. Findings 

                                                
49

 The medical screening process is a process of structured inquiry and observation designed to 

prevent newly arrived inmates who pose a threat to their own or othersô health or safety from 

being admitted to the facilityôs general population. 
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 To assess clinic space and equipment, the Monitoring Team toured the medical 

clinics in the MSB, and pre-trial.   The Monitoring Team reviewed each area with respect to 

sanitation, medical equipment and supplies, lighting, access to hand-washing, and the provision 

of privacy.  As noted in the privacy section, the Monitoring Team also reviewed plans to 

renovate the MSB medical clinic and toured the new building which will house mental health 

and dental services.  

 

 The MSB medical clinic was better organized and cleaner than the Monitoring 

Team found at the Monitoring Teamôs last site visit.  However, due to limited office and clinical 

examination space, maintaining cleanliness and disinfection is challenging.  There were no 

schedules of sanitation and disinfection posted in the clinic. 

 

 The clinical examination room used by the clinician was adequately equipped and 

supplied, but the small booths used by nurses to conduct sick call were not.  The Director of 

Nurses office was somewhat cluttered and the Monitoring Team found a puncture resistant 

container full of discarded medications under her desk.  Health records were stored in unlocked 

cabinets in the main hallway.  The Monitoring Team anticipate that many of these findings will 

be resolved with the renovation of the medical clinic area. 

 

 In the pre-trial area, there were two rooms that are used to clinically evaluate 

patients.  The room used by clinicians was fully equipped and supplied.  It had adequate lighting 

and a sink for hand-washing.  The second room was a multi-purpose room used by nurses to 

conduct sick call and other activities.  It was a somewhat cramped room with a wall-mounted 

oto/ophthalmoscope but no examination table.  There were small medication, laboratory, and 

health records rooms, which were well organized. 

 

 With respect to sanitation, there was no posted schedule of sanitation and 

disinfection activities in any of the clinics.  Staff reported that inmate cleaning activities included 

emptying trash, and sweeping and mopping floors.  The clinic floors were not as clean as the 

hallway floors.    

 

F. Recommendations 

 

 At Baylor, the State/CMS should continue to monitor the clinic space and equipment to 

ensure equipment remains functional, the spaces remain clean and organized and staff 

maintains inmate privacy for clinical encounters.   

 

 At JTVCC, the Monitoring Team recommends that: 

 

 The State/CMS should ensure that medical equipment and supplies are standardized and 

checked daily to ensure that they are functional.   

 The sink in the pre-trial clinic should be repaired. 

 Facility health care and custody leadership should ensure that sanitation/disinfection 

schedules in all clinical areas are posted and routinely take place.   
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 At HRYCI, the Monitoring Team recommends that: 

 

 The State/CMS should continue to explore ways to expand the use of existing space to 

provide adequate clinical examination space that affords adequate privacy.   

 The State/CMS should ensure that medical equipment and supplies are standardized and 

checked daily to ensure that it is functional. 

 Facility health care and custody leadership should ensure that sanitation schedules in all 

clinical areas (including the medication and booking room) are posted and routinely 

followed.    

 

 At SCI, the Monitoring Team recommends that: 

 

 The State/CMS should continue to explore ways to expand the use of existing space to 

provide adequate clinical examination space that affords adequate privacy.   

 The State/CMS should ensure that medical equipment and supplies are standardized and 

checked daily to ensure that they are functional. 

 Facility health care and custody leadership should ensure that sanitation/disinfection 

schedules are posted in all clinical areas and that this sanitation and disinfection routinely 

takes place.  
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ACCESS TO CARE 

19. Access to Medical and Mental Health Services 

 

 A. Relevant MOA Provision 

  

Paragraph 19 of the MOA provides: 

  

The State shall ensure that all inmates have adequate opportunity to request and 

receive medical and mental health care. Appropriate medical staff shall screen all 

written requests for medical and/or mental health care within twenty-four (24) 

hours of submission, and see patients within the next 72 hours, or sooner if 

medically appropriate. The State shall maintain sufficient security staff to ensure 

that inmates requiring treatment are escorted in a timely manner to treatment 

areas. The State shall develop and implement a sick call policy and procedure 

which includes an explanation of the order in which to schedule patients, a 

procedure for scheduling patients, where patients should be treated, the 

requirements for clinical evaluations, and the maintenance of a sick call log. 

Treatment of inmates in response to a sick call slip should occur in a clinical 

setting. 

 

 Generally accepted professional standards require that inmates have access to care 

to meet their serious medical, dental, and mental health needs, and that unreasonable barriers to 

inmatesô access to health services are to be avoided.
50

  J-E-01; P-E-01.  The MOA provides the 

requirements for the Facilitiesô sick call process, which is a large part of affording inmates access 

to care.  The MOA requires that appropriate medical staff screen
51

 all written requests for 

medical and/or mental health care within 24 hours of submission, and see patients within the next 

72 hours, or sooner if medically appropriate.  Further, the MOA sets forth the required elements 

of the Stateôs policies and procedures relating to the sick call process.  Those elements are  (i) an 

explanation of the order in which to schedule patients; (ii) a procedure for scheduling patients; 

(iii) where patients should be treated; (iv) the requirements for clinical evaluations; and (v) the 

                                                
50

 ñAccess to careò means that in a timely manner, a patient can be seen by a clinician, be given a 

professional clinical judgment, and receive care that is ordered.  J-E-01; P-E-01.  The NCCHC 

provides the following examples of unreasonable barriers to inmate health care regarding (i) 

punishing inmates for seeking care for their serious health needs; (ii) assessing excessive co-

pays; and (iii) deterring inmates from seeking care for their serious health needs, such as by 

holding sick call at 2:00 a.m., when the practice is not reasonably related to the needs of the 

institution.  Id. 

51
 The process of screening the written requests for medical or mental health care is referred to as 

ñtriage.ò  The NCCHC defines ñtriageò as ñthe sorting and classifying of inmatesô health 

requests to determine priority of need and the proper place for health care to be rendered.ò  J-E-

07; P-E-07.   
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maintenance of a sick call log.  With respect to patient scheduling, not every sick call slip 

requires an appointment; however, when a sick call slip describes a clinical symptom, a face-to-

face encounter between the inmate and a health professional is required.  J-E-07; P-E-07.  The 

sick call encounters should take place in a clinical setting (i.e., an examination or treatment room 

appropriately supplied and equipped to address the patientôs health care needs).  Id.  

 

 B. Baylor 

 

  1. Assessment 

 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

2. Findings 

 

 To review inmate access to care, the Monitoring Team reviewed the sick call logs 

for the 90 days prior to the Monitoring Teamôs visit, and then reviewed the records of patients 

who were scheduled for nursing sick call services during the period of March 2009 to May 2009.  

The Monitoring Team randomly selected 12 records of inmatesô sick call requests and the 

resulting scheduled encounter.  In addition, the Monitoring Team reviewed the health records for 

the appropriateness of the nursing evaluation and timeliness of physician referral, if any.  Staff 

training records were reviewed and revealed that the two RNs who were performing sick call had 

been trained on the Nursing Protocols as part of Orientation and/or ongoing training. 

 

 The Monitoring Team found that in 12 of 12 records (100%), the initial screening 

of sick call requests was occurring on a timely basis.  In nine of nine applicable records (100%), 

patients were seen by a nurse or clinician within 72 hours as required by the MOA.  In nine of 

nine applicable records (100%), the patient was assessed by a RN. 

 

 However, some areas remain problematic.  In four of eight records (50%), the 

nursing diagnosis was not specific based on the clinical findings.  In one of eight records 

(12.5%), a referral should have been made and was not.  In three of seven records (43%), the 

referral visit was not timely.  One visit took place six days after referral; in two records there was 

no documentation of a referral visit, however, there were medication orders written the same day 

as the sick call visit.  In nine of nine applicable records (100%), sick call requests describing 

clinical symptoms, resulted in an encounter with a nurse or ALP.   

 

 During a group meeting with four inmates, all said they are usually seen the next 

day after putting in a sick call request.  One inmate complained that Unit 5 was out of sick call 

request forms (sometimes referred to in this report as ñHealth Service Requestò or ñHSRò forms) 

and that nurses collecting the forms were not accepting requests written on other paper.   One 

inmate complained that she had to wait about six months for a dental appointment.  This 

information was passed on to the DON for follow up. 

 

 Record review also revealed that the RNs conducting sick call were rarely using 

the protocol forms that would ensure complete assessments, more specific nursing diagnoses and 
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proper referrals. 

 

Access to Mental Health Care 

 

 With respect to access to mental health care, the Monitoring Team found that the 

State was in compliance with the requirements of this paragraph that requests for mental health 

care be screened within twenty-four hours of submission, and also that patients are seen within 

the next 72 hours of that screening. 

 

 C. JTVCC 

 

 1. Assessment 

 

 The Monitoring Team found that JTVCC is in partial compliance with this 

provision of the MOA. 

 

 2. Findings   
 

 To review inmate access to care, the Monitoring Team selected 37 records of 

inmates who were scheduled in DACS for nurse sick call from April to June 2009.  The 

Monitoring Team selected appointment entries from DACS that were listed as óattended,ô 

órescheduled,ô and óopenô to assess the outcome for each patient.  The Monitoring Team 

reviewed a total of 43 encounters in the 37 records.  The sample of records included inmates 

housed in the main complex, pre-trial, and the Maximum Security Complex (SHU and MHU).   

 

 The Monitoring Team reviewed each record to determine the timeliness of care by 

a nurse or health care provider once the sick call request was received.  To assess the accuracy of 

information reported in DACS, the Monitoring Team also compared the date the patient was 

scheduled to be seen with the actual date the patient was seen as shown in the health record.   

 

 As compared to the Monitoring Teamôs last site visit, the Monitoring Team found 

modest improvements in access to care; however, there are still systemic deficiencies throughout 

the process, including consistent and timely collection of sick call forms, nursing triage, 

timeliness, and adequacy of nursing evaluations and completed referrals to a clinician.  On a 

positive note, registered nurses are now conducting sick call. 

 

 With respect to record review, the Monitoring Teamôs review showed that in eight 

(19%) of 43 encounters, the Monitoring Team was unable to find a patient-generated sick call 

request, progress note, or nursing protocol to correspond with the DACS appointment.  

Assuming that all inmates complete a sick call request, in order to generate a sick call 

appointment, it suggests that some sick call requests are lost or misfiled with the patient 

consequently not being seen.   

 

 In 27 (77%) of 35 applicable sick call requests, staff documented the date of 

receipt on the sick call request.  Thirteen (37%) of 35 sick call requests were triaged within 24 

hours of receipt.  In the 35 encounters reviewed, 17 (49%) were seen in a timely manner, seven 
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(20%) were not seen in a timely manner, and 11 (31%) were not seen at all.  Thus, 51% of 

patients were either not seen by any provider in a timely manner, or at all.  Of 10 nurse-generated 

referrals to a provider, 1 (10%) was seen in a timely manner, two (20%) were not seen in a 

timely manner, and seven (70%) were not seen at all.  Therefore, there continue to be serious 

issues with access to a clinician. 

 

 The Monitoring Team review included records of seven inmates from MHU.  In 

four of seven records, the Monitoring Team found no sick call requests or progress notes 

showing the patient was seen by any provider.  Of the remaining patients, only two of the three 

were seen for their complaint in a timely manner. 

 

 The Monitoring Team reviewed 10 encounters of patients in the SHU.  Seven of 

10 were seen by a nurse in a timely manner; however, in several cases, the nurse did not conduct 

an assessment, but instead documented that the patient had been previously seen and the issue 

resolved.  However, the Monitoring Teamôs review did not corroborate the nurseôs 

determination, as in some cases the patient was previously seen, but for a different complaint.   

 

 In the SHU, in addition to health record review, the Monitoring Team reviewed 

clinician encounter data for the period of mid-June to the last week of July 2009.  The 

Monitoring Teamôs review showed a pattern of frequent rescheduling of patients in the SHU 

with lack of timely rescheduling.  During the period of June 12-30, only 61 (73%) of 82 clinician 

appointments were seen on the day the patient was scheduled.  The remaining 21 (27%) 

appointments were rescheduled and a clinician saw these patients an average of 5.3 days after the 

initial appointment (range 1-11 days).  Staff reported that during the month of June, the SHU had 

a clinician assigned three days per week and security staff did not consistently escort patients.   

 

 For the period of July 1-30, of 132 scheduled appointments, 83 (63%) were seen 

as scheduled, 37 (28%) rescheduled and 12 appointments (9%) were refused.  Of those that were 

rescheduled, the average length of time that the patient was rescheduled was 2.6 days (range 1-6 

days).  Again, staff reported that security staff does not consistently escort patients to 

appointments, and the week prior to the Monitoring Teamôs visit, it took all day for a clinician to 

see three patients due to escort issues. 

 

 From the Monitoring Teamôs review and discussions with staff, the Monitoring 

Team is also concerned about access to care in the pre-trial area.  For example, in one case, a 

patientôs symptomsðwhich could have indicated a deadly diseaseðwere present for at least four 

months and still the patient had not been seen by a provider who could definitively diagnose and 

treat his condition. 

 

 In addition, staff reported that frequently, security staff does not escort pre-trial 

patients to either the pre-trial or main medical clinics.  For example, during the Monitoring 

Teamôs site visit, three patients from pre-trial were not escorted to the clinic for their intake 

physical examinations.   

 

 With respect to security practices that also affect access to care, the Monitoring 

Team found that clinicians and nurses are sometimes unable to perform adequate examinations 
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because security staff is resistant to uncuffing the inmate.  In one example, the Monitoring Team 

found a note in a record in which the clinician documented being unable to examine the patientôs 

shoulder due to shackling of the affected limb.  Clinicians reported that when inmates are 

shackled behind their back it is not possible to lay the inmate flat and perform an adequate 

abdominal examination.  Health care staff reported that their requests to briefly uncuff the 

patient, or cuff them in an alternate manner, is met with resistance, at times requiring staff to 

communicate up the security chain of command to receive approval for what should be a routine 

component of health care delivery.  Lack of professional autonomy to conduct an appropriate 

history and physical examination poses a risk of delayed diagnosis and treatment of serious 

medical conditions. 

 

 Finally, during the Monitoring Teamôs review of access to care, the Monitoring 

Team incidentally noted cases in which patients with serious medical problems were completely 

lost to follow-up.  The specifics of those cases have been shared with the State to demonstrate 

the seriousness of this issue.  In summary, there continues to be serious problems with access to 

care at JTVCC.  

Access to Mental Health Care 

 

 With respect to mental health care, the Monitoring Team was told by mental 

health staff that there are delays in receiving inmateôs requests for mental health care in a timely 

manner.  This is due to delays by nursing staff in picking up these referrals.  However, once 

mental health receives the referral, the inmate is generally seen by a mental health clinical within 

72 hours.   

 

 D. HRYCI  

 

1. Assessment 

 

 The Monitoring Team found that HRYCI is in partial compliance with this 

provision of the MOA. 

 

2. Findings 

 

 To review inmate access to care, the Monitoring Team reviewed lists of patients 

who were scheduled for health care services on three separate days in April to determine what 

percentage of patients were seen as scheduled.   The monitoring team also reviewed more than 

30 health records selected from a DACS printout of nursing sick call visits that were scheduled 

in the 120 day period prior to the Monitoring Teamôs audit.   The sample included 10 records of 

patients in segregation.   

 

 The Monitoring Teamôs overall finding was that there are still significant 

problems with timely access to care.  It appears that multiple factors contribute to access 

problems including limited clinic space to conduct clinical activities; patient movement issues 

due to counts, insufficient escort staff and institutional emergencies (i.e. ñmustersò); lack of RNs 

to conduct sick call; inability to locate the patient record, and DACS scheduling problems.   
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 Although there has been success in increasing the absolute number of clinical 

appointments taking place, it is not keeping up with the demand for health care services.  For 

example, the Monitoring Team reviewed the number of completed health care appointments (e.g. 

lab, chronic care, nurse sick call) on the West side clinic for the period of April 13-15, 2009.   

The Monitoring Team found that for each of these days, 64%, 55% and 69%, of scheduled 

appointments were completed, respectively.   Staff believed that some of these patients may have 

been seen prior to their scheduled appointments, so the Monitoring Team reviewed an additional 

23 records of patients who were noted as not being seen.  Of this number, the Monitoring Team 

found that four (17%) were seen the day following their scheduled appointment, nine (39%) 

were seen within three days and 10 (43%) were never seen.  None of the patients in this sample 

was seen prior to their scheduled appointment.    

 

 Of particular concern is access to care for patients in segregation.  The Monitoring 

Team noted that in the sample described above that seven of the 10 patients not seen were 

housed in segregation.  In several records, the patient had submitted multiple sick call requests 

(e.g., five and six requests) and was still not seen.   

 

 In addition, from the records selected from DACS, the Monitoring Team also 

found persistent problems with access to care.  Of 33 patient encounters reviewed, nine (27%) 

patients were seen in a timely manner by a nurse or clinician; 17 (52%) were not seen in a timely 

manner (range= 5-12 days) and seven (21%) were not seen at all.  Thus, 72% of all patients were 

either not seen in a timely manner or at all.   The Monitoring Team found that the information in 

DACS with respect to patient status is not consistently accurate.    

 

 The Monitoring Team also assessed the time frame between nurse referral and a 

clinician visit.  In six of nine records in which a nurse referred the patient to a clinician, there 

was no documentation that a clinician saw the patient.   The Monitoring Team also noted that in 

two of the six records in which no clinical evaluation took place, the nurse obtained a verbal 

order for medication.    

 

 With respect to collection of health service requests and initial nursing triage 

decision, the Monitoring Teamôs review showed that the majority of forms were date-stamped 

and signed by staff as to when they were received; but on none of the forms did a nurse 

document a triage decision (i.e. routine or urgent).   This is an important component of 

determining access to care.  For example, a patient reported a symptom that should have 

prompted a quick turnaround to be seen by a clinician, and, although a nurse triaged the form the 

day after he submitted his sick call request, the nurse did not document a disposition, and the 

patient was not seen until a couple of weeks later.   

 

 The Monitoring Team also noted that nurses are not seeing patients with dental 

pain but triaging them directly to dental services which may not occur in a timely manner.        

 

 The Monitoring Team was advised that RNs now conduct sick call.  However, 

this practice was only recently implemented and the Monitoring Teamôs review showed that the 

majority of patients were seen by LPNs.  Moreover, during the Monitoring Teamôs audit, the RN 
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designated to conduct sick call was ill, and sick call on the East side was cancelled.  Health care 

systems cannot be reliant upon a single individual and this suggests there is insufficient RN 

staffing (see discussion of discussion of provision 6 of the MOA). 

 

 With respect to security practices that affect access to care, at the last visit the 

Monitoring Team noted that two reliable correctional officers had been assigned to the medical 

unit and that these officers did an excellent job of managing patient flow.  However, it is the 

Monitoring Teamôs understanding that factors remain that affect patient flow and prevent timely 

access to care.    

 

 For example, patients from the same housing units are escorted as a group to the 

clinic for medical appointments (e.g., labs, doctor appointments, etc).  A new group of patients is 

not brought to the clinic until all patients in the previous group has been seen and escorted back 

to their housing unit.  Thus, if the lab technician completes her lab draws before the doctor 

completes his appointments, she must wait to receive a new batch of patients.  This practice may 

be related to insufficient numbers of correctional officers available to escort patients when 

services have been completed. 

 

 The Monitoring Team also understands that during inmate counts, clinic staff is 

not permitted to have access to patients via óout countsô.  Finally, the Monitoring Team was 

advised that frequent code reds or ómustersô (i.e.  disturbances requiring officer response) shut 

down all movement, including medical staff in transit for activities such as medication 

administration.  All these factors contribute to limited access to patients that contribute to not 

meeting the demand for services. 

 

Access to Mental Health Care 

 

 With respect to mental healthcare, the Monitoring Team reviewed the referral log 

book, used by the State to track compliance with this provision and to record responses to sick 

call requests.  When entries were completely documented, compliance with this provision was 

evident as the log showed timely responses to mental health referrals.  However, this log did not 

document response times by the psychiatrists and in many cases log entries were incomplete and 

there was no way to verify the timeliness of the responses with respect to these.   

     

 E. SCI 

 

 1.  Assessment 
 

 The Monitoring Team found that SCI is in partial compliance with this provision 

of the MOA. 

 

 2.  Findings  

 

 To review inmate access to care, the Monitoring Team reviewed health records of 

patients who were scheduled for nursing sick call services during the period of February to April 

2009.  The Monitoring Team randomly selected 20 records of inmates who were housed in pre-
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trial, and MSB.   

 

 The Monitoring Team found that access to care has improved since the 

Monitoring Teamôs last visit.  Positive changes include: nurses are collecting and triaging sick 

call request forms in a timely manner; improved use of the DACS scheduling system; registered 

nurses conducting sick call; and increased use of nursing protocols.   

 

 However, some areas remain problematic.  Although nurses collect and triage 

patient requests in a timely manner, nurses are not consistently seeing patients within 48-72 

hours.  In only 10 of 16 (63%) applicable records was the patient seen in a timely manner by any 

health care professional.  However, in four of five cases where the nurse directly referred the 

patient to another health care provider, the visit did not take place in a timely manner.  For 

example, in one case, a nurse did not see a patient and referred him directly to an advanced-level 

provider.  Although the nurseôs referral was appropriate, the appointment with an advanced-level 

provider did not take place for three weeks, at which time the patient had to have a minor 

procedure that might have been avoidable.  In another case, a patient submitted two sick call 

requests, the nurse did not see the patient but appropriately referred him to an advanced-level 

provider, who did not see the patient until 10 weeks later.  Although the timeframe in which this 

patient was seen may not have altered the course for him, in other cases, timeliness may be 

critical to a positive clinical outcome.  Therefore, it is important for nurses to see all patients 

presenting with symptoms in order to evaluate the urgency of care. 

  

 The Monitoring Team also assessed the timeframe between nurse referral and a 

clinician visit.  The Monitoring Teamôs review showed that only four (50%) of eight referred 

patients were seen in a timely manner, if at all.   

  

 The Monitoring Teamôs review also showed that, although RNs are conducting 

sick call more frequently, LPNs continue to perform an independent nursing assessment that is 

not consistent with the scope of their licensure.   

 

 With respect to security practices that affect access to care, the Monitoring Team 

noted that the frequency of inmate counts during the day shift limits staff access to patients.  For 

example, there are four inmate counts from 8 a.m. to 4 p.m., each one taking approximately 45 

minutes.  This is approximately three hours of down time during an eight hour period.  During 

this time, inmates are not routinely placed upon out-count status
52

 to be seen in the clinic.  

Although some down time in the clinic is useful to review laboratories and perform nonclinical 

activities, this amounts to almost 40% of the time when clinicians are available to see patients, 

and may contribute to the Monitoring Teamôs findings of delayed or unsuccessful clinician 

referrals.   

 

 In addition, the Monitoring Team was advised that, for security reasons, only five 

patients are allowed in the MSB clinic at any one time.  Thus, if there are two patients with 

                                                
52

 Normally, all inmates go back to their housing units for count.  An outcount is when inmates 

are permitted to remain where they are, and housing unit officers account for them using this 

term. 
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dental staff and two patients with a clinician, nurses can only see one patient in the clinic.  

Although this policy may be appropriate given the size of the clinic, it contributes to 

inefficiencies in seeing patients.  Hopefully, medical clinic renovations with an adequate waiting 

room will permit more patients to be in the clinic at one time. 

 

Access to Mental Health Care 

 

 With respect to mental healthcare, the Monitoring Team observed that while 

mental health staff was able to see inmates who had made requests very quickly, there were 

significant delays in getting inmates into doctorôs clinics when that was needed.   

 

F. Recommendations   

 

 At Baylor, the Monitoring Team recommends that: 

 

 The State/CMS should ensure that nurse referrals to a primary care provider take place in 

a timely manner and that advanced level providers document a visit note for referrals 

from sick call at the time the visit occurs. 

 The State/CMS should conduct quality improvement studies with respect to the quality of 

assessments and timeliness of referrals.   

 CMS should encourage the use of the nursing protocol forms.   

 

At JTVCC, the State/CMS should put systems in place to ensure that: 

 Staff reliably collect, date stamp and triage Health Service Requests in a timely manner. 

 Staff schedule and see patients for nursing sick call in accordance with their clinical 

condition. 

 Sick call is conducted with auditory and visual privacy and honors requests to uncuff 

inmates as necessary to perform adequate examinations. 

 Clinician referrals take place as scheduled in a timely manner. 

 The State/CMS should conduct CQI studies related to the identified problems, 

implements corrective strategies, and monitors results.  

 

 At HRYCI, the Monitoring Team recommends that: 

 

 The facility Warden and health care leadership, in collaboration with central office health 

care leadership, explore practices to expand access to patients while maintaining a safe 

and secure environment.  This would include an assessment of correctional officer 

staffing available for patient escort. 

 The State/CMS should subsequently conduct quality improvement studies with respect to 

access to care.    

 The State/CMS should assess and if necessary supplement registered nurse staffing 

patterns to provide the resources necessary to ensure timely access to an appropriately 

qualified health care professional.   

 The State/CMS should ensure that registered nurses document the triage decision on the 
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HSR and ensure that patients receive an appropriate evaluation within 72 hours, and 

sooner if clinically indicated. 

 The State/CMS should ensure the integrity of the information entered into DACS with 

respect to patient status.   

 With respect to mental health, the State should conduct monitoring of the referral log 

book to ensure that entries are completely recorded. 

 

 At SCI, the Monitoring Team recommends that: 

 

 The State/CMS should ensure that registered nurses document the triage decision on the 

HSR and ensure that patients receive an appropriate evaluation within 72 hours or sooner 

if clinically indicated.   

 The State/CMS should conduct a staffing assessment to ensure a sufficient number of 

RNs are available to conduct sick call.   

 The State/CMS health care leadership should collaborate with the Warden to explore 

practices to expand health care access to patients while maintaining a safe and secure 

environment.   

 The State/CMS should conduct quality improvement studies with respect to the 

timeliness of initial access to care, quality of assessments, and timeliness of referrals.   

20. Isolation Rounds 

 

 A. Relevant MOA Provision 

  

Paragraph 20 of the MOA provides: 

 

The State shall ensure that medical staff
53

 make daily sick call rounds in the 

isolation areas, and that nursing staff
54

 make rounds at least three times a week, to 

give inmates in isolation
55

 adequate opportunities to contact and discuss health 

                                                
53

 According to the MOA, the term ñmedical staffò includes ñmedical professionals, nursing 

staff, and certified medical assistants.ò  See MOA II.I.  The term ñmedical professionalsò 

includes ña licensed physician, licensed physicianôs assistant, or a licensed nurse practitioner 

provision services at a facility and currently licensed to the extent required by the State of 

Delaware to deliver those health services he or she has undertaken to provideò  See MOA II.J.   

54
 According to the MOA, ñNursing Staffò means ñregistered nurses, licensed practical nurses, 

and licensed vocational nurses providing services at a facility and currently licensed to the extent 

required by the State of Delaware to deliver those health services he or she has undertaken to 

provide.ò  See MOA II.M.  

55
 According to the MOA, ñisolationò means ñthe placement of an individual alone in a locked 

room or cell, except that it does not refer to adults single celled in general population.ò  See 

MOA  II.G. 
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and mental health concerns with medical staff and mental health professionals
56

 in 

a setting that affords as much privacy as security will allow. 

 

 The purpose of this MOA provision is to ensure that inmates placed in isolation 

maintain their medical and mental health while physically and socially isolated from the rest of 

the inmate population.
57

  J-E-09; P-E-09.  Generally accepted professional standards require that, 

upon notification that an inmate is placed in segregation,
58

 a qualified health care professional 

review the inmateôs health record to determine whether existing medical, dental, or mental health 

needs contraindicate the placement or require accommodation, and that such an evaluation 

should be placed in the inmateôs medical record.  Id.   

 

 The Second Report identified some confusion over the proper interpretation of 

this provision of the MOA.  The NCCHC standard that appears to be applicable to this provision 

of the MOA also appears to apply in a limited sense to provision 39 of the MOA.  According to 

the NCCHC, monitoring of inmates in segregation should be dictated by the inmateôs degree of 

isolation.  Id.  Inmates under extreme isolation
59

 with little or no contact with other individuals 

should be monitored daily by medical staff and at least once a week by mental health staff.  Id.  

Inmates who are segregated and have limited contact with staff or other inmates are monitored 

three days a week by medical or mental health staff.  Id.  Inmates who are allowed periods of 

recreation or other routine social contact among themselves while being segregated from the 

general population should be checked weekly by medical or mental health staff.  Id. 

 

 In response to this confusion, the parties agreed that this provision of the MOA 

imposes requirements relating only to monitoring of inmates in isolation (as defined by the 

MOA; see above) by medical staff for medical and mental health issues, and provision 39 

imposes requirements relating to monitoring of inmates in isolation by mental health staff.
60
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 ñMental Health Professionalsò means ñan individual with a minimum of a masterôs-level 

education and training in psychiatry, psychology, counseling, psychiatric social work, activity 

therapy, recreational therapy or psychiatric nursing, currently licensed to the extent required by 

the State of Delaware to deliver those mental health services he or she has undertaken to 

provide.ò  See MOA II.K. 

57
 As this NCCHC standard applies to the MOA, it is more pertinent to MOA provision 39.  

Provision 20 of the MOA, is directed more towards ensuring that inmates in isolation have 

adequate access to care in general. 

58
 A ñsegregatedò inmate is one who is isolated from the general population and who receives 

services and activities apart from other inmates.  J-E-09; P-E-09.  Such segregation could include 

administrative segregation, protective custody, disciplinary segregation, or a SHU tier.  Id.   

59
 ñExtreme isolationò means ñsituations in which inmates are seen by staff or other inmates 

fewer than three times a day.ò  J-E-09; P-E-09. 

60
 The State subsequently revised its policy regarding isolation rounds in order to cure any 

potential confusion, and provided the revised policy to the Monitoring Team. 
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Ultimately, in spite of all of the confusion, this MOA provision requires that medical staff make 

daily sick call rounds, and nursing staff make sick call rounds three times per week.  

 

 The sick call rounds performed pursuant to this provision of the MOA should 

ensure that each isolated inmate has the opportunity to request care for medical or mental health 

problems and allow staff to ascertain the inmateôs general medical and mental health status.  Id.  

Generally accepted professional standards require that documentation of isolation rounds be 

made on individual logs or cell cards,
61

 or in an inmateôs health record and include:  (1) the date 

and time of the contact; and (2) the signature or initials of the health staff member making the 

rounds.  Id.  Finally, any significant health findings should be documented in the inmateôs health 

record.  Id. 

 

 B. Baylor 

 

 1. Assessment  
 

 The Monitoring Team found that the State is in partial compliance with this 

provision of the MOA. 

 

 2. Findings 

 

 As discussed in the Fourth Report, the policy at Baylor is to not use isolation or 

disciplinary segregation for extended periods of time.  Instead, placement in these settings is kept 

to a brief time frame of a few days.  Then there is accommodation, such as a change in housing 

or a return to the inmateôs previous setting with a loss of some privilege for a while.  Because of 

this approach, an inmateôs stay in isolation is generally less than three days rendering this 

provision largely inapplicable at Baylor. 

 

 The Monitoring Team reviewed eight health records and segregation rounds 

forms; not all inmates with rounds forms were found listed in the log book, which did indicate 

the date of admission and release from segregation.  In seven of eight rounds forms reviewed 

(88%), the date notified and other information was documented in the top section of the form, 

including whether the inmate was receiving medications, had any medical or mental health 

conditions that precluded placement and that mental health staff was notified of the inmateôs 

placement in segregation.  The release date was not documented anywhere on the form.  Since 

the rounds form covers a calendar year period and can be used to document more than one 

placement in segregation during a year, determining when an inmate was placed in and released 

from segregation is difficult, unless staff document on the back of the form. 

 

 In summary, although the logs show rounds are being made in eight of eight 

forms reviewed (100%), it is not possible to know that the provisions of the MOA are met 

without documentation of the dates of placement and release from segregation on the form.   

                                                
61

 The applicable NCCHC standard also states that when the cards or logs are filled, they are 

filed in the inmatesô heath record. 
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 With respect to mental healthcare, the Monitoring Team notes that the use of 

disciplinary segregation remains limited and short lived at Baylor.  Inmates placed in disciplinary 

segregation are generally not placed on that status for longer than one day.  At the time of the 

Monitoring Teamôs visit in June 2009, no inmates on the mental health caseload were housed in 

segregation.
62

   

  

C. JTVCC 

 

 1. Assessment  

 

 The Monitoring Team found that the State is in partial compliance with this 

provision of the MOA.   

 

 2. Findings  
 

 The Monitoring Team reviewed several months of nursing rounds documentation 

in the SHU and found that rounds were consistently made daily by medical staff for this 

population.  The medical staff now documents rounds on the MARs for the month and days 

listed on a particular MAR.  Instead of a medication, the term ñSeg Roundsò is placed on the 

MAR and the rounds documented by nurse initials in the date squares, as they do for a 

medication.  For inmates not receiving medications, there was a MAR for ñSeg Rounds.ò 

Missing from the MAR documentation were the start and stop dates for inmate placement in and 

discharge from segregation.   

 

 Mental health staff makes rounds on alternate days and documents their rounds in 

DACS.  With respect to mental healthcare, the Monitoring Team observed mental health rounds 

for inmates in isolation and found these rounds to be adequate.  The Monitoring Team observed 

that the isolation unit in Unit C that the Monitoring Team expressed concern about, continues to 

be used for mental health caseload inmates.  In the Fourth Report, the Monitoring Team 

expressed concern about this roomôs use because its proximity to steam pipes caused the room to 

be extremely hot.  This is concerning, especially for mental health inmates who might be taking 

medications that make them especially sensitive to heat.  Additionally, the Monitoring Team 

discovered that custody staff in this housing unit did not have access to keys to open cell doors.  

This is problematic for obvious reasons, including the inability to address medical emergencies if 

they are unable to access the inmate. 
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 Despite the infrequent use of segregation status, the State still must comply with privacy 

requirements.  Initial evaluations for inmates placed on disciplinary segregation must be 

conducted in a private and confidential setting.  The Monitoring Team informed staff at Baylor 

of this requirement during its previous visit in the Fall of 2008, but these interviews continue to 

be conducted cell-side.  (See discussion of provision 11 of the MOA.) 
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 D. HRYCI  

 

  1. Assessment 

 

 The Monitoring Team found the State to be in partial compliance with this 

provision of the MOA.   

 

2. Findings 

 

 The Monitoring Team reviewed a logbook containing segregation round forms for 

inmates placed in segregation.  These forms permit documentation of rounds for a 12-month 

period and may contain multiple placements in segregation.   Therefore, documenting when the 

inmate was placed in and released from segregation is key to evaluating whether rounds were 

made in compliance with MOA requirements. 

 

 The Monitoring Team reviewed at least 10 records of segregation rounds 

contained in the log book.  In most cases, the staff member completing the form filled out the top 

of the form indicating when the inmate was placed in segregation.  However, staff did not 

document when the patient was released from segregation.  Therefore, it was not possible to 

know whether rounds were made in compliance with requirements of the MOA.  Based on the 

documentation provided to the Monitoring Team, it was not clear that rounds were consistently 

performed three days a week by nursing staff as required by the MOA.   

 

 The Monitoring Team incidentally noted that the DON reported that their policy 

is that rounds now must be done seven days a week by nursing staff; however, according to 

forms the Monitoring Team reviewed, nursing rounds were not being performed on weekends.   

 

 With respect to mental healthcare, the Monitoring Team observed that an 

experienced mental health clinician has been assigned to perform mental health rounds in the 

segregation units.  Additionally, the Monitoring Team notes that the segregation rounds form has 

been revised, as was recommended in the Fourth Report, so that there are now spaces to list 

when the inmate was both placed in and released from segregation.  Finally, the Monitoring 

Team observed mental health rounds and observed they were completed in a competent manner. 

 

 E. SCI 

 

 1. Assessment 
 

 The Monitoring Team found that SCI is in substantial compliance with this 

provision of the MOA. 

 

 2. Findings 

 

 The Monitoring Team reviewed a logbook containing segregation round forms for 

inmates placed in segregation.  These forms permit documentation of rounds for a 12-month 

period and may contain multiple placements in segregation.  Therefore, documenting when the 
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inmate was placed in and released from segregation is key to evaluating whether rounds were 

made in compliance with MOA requirements. 

 

 The Monitoring Team reviewed at least 10 records of segregation rounds 

contained in the log book.  The forms were completely filled out and demonstrated that nursing 

staff made daily rounds and that mental health staff were making rounds every other day, 

accompanied by appropriate notes. 

 

 With respect to mental healthcare, the Monitoring Team observed that mental 

health rounds were being performed three times per week, as required by this provision.  This 

was confirmed by discussions with inmates and a review of appropriate logbooks.  

 

F. Recommendations 

 

 At Baylor, the health care staff should document the date(s) the inmate was placed in and 

released from segregation on the rounds form.  

 

 At JTVCC, health care leadership should continue to ensure that rounds take place in 

accordance with the requirements of the MOA.  

 

 At HRYCI, the Monitoring Team recommends that: 

 

 CMS should amend the isolation/segregation rounds form to provide for dates of 

admission and release from segregation for multiple entries. 

 Health care leadership should ensure that rounds take place in accordance with the 

requirements of the MOA and/or local policy requirement. 

 With respect to mental health, the Monitoring Team repeats its recommendation from the 

Fourth Report that the isolation unit in Unit-C not be used for inmates on the mental 

health caseload due to heat risk related issues. 

 

21. Grievances 

 

 A. Relevant MOA Provision 

  

Paragraph 21 of the MOA provides: 

 

The State shall develop and implement a system to ensure that medical grievances 

are processed and addressed in a timely manner. The State shall ensure that 

medical grievances and written responses thereto are included in inmatesô files, 

and that grievances and their outcomes are logged, reviewed, and analyzed on a 

regular basis to identify systemic issues in need of redress. The State shall 

develop and implement a procedure for discovering and addressing all systemic 

problems raised through the grievance system. 
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 This MOA provision requires the State to develop and implement a system to 

ensure that medical grievances are processed and addressed in a timely manner.  This 

requirement is similar to the NCCHC standards, which recommend that there be a grievance 

mechanism to address inmatesô complaints about health services.  See J-A-11; P-A-11.  The State 

has developed a grievance policy.  See State Policy A-11.  The Monitoring Team finds that this 

policy is adequate and consistent with generally accepted professional standards.  Appropriate 

timeliness of processing and addressing grievances is not defined by the NCCHC standards or 

the Stateôs policy. 

 

 The NCCHC also recommends that in addition to the formal grievance 

mechanism, institutions attempt to informally resolve inmatesô complaints about health services.  

J-A-11; P-A-11.  The informal dispute resolution can consist of a face-to-face interview by a 

HSA, responsible physician, or nursing supervisor, and is often an effective way to resolve 

problems and demonstrate health staffôs concern.  Id.   

 

 This provision of the MOA also requires that the State shall ensure that medical 

grievances and written responses thereto are included in inmatesô files.  For this requirement of 

the MOA, the requirements of provision 3 of the MOA also will apply with respect to timeliness 

and appropriateness of filing grievance information in inmatesô medical records. 

 

 Finally, this provision of the MOA also requires that the State ensure that 

grievances and their outcomes are logged, reviewed, and analyzed on a regular basis to identify 

systemic issues in need of redress, and to develop and implement a procedure for discovering 

and addressing all systemic problems raised through the grievance system.  This requirement is 

most appropriately addressed in relation to provisions 54 and 55 of the MOA, which relate to the 

Stateôs CQI efforts.  See J-A-06; P-A-06 (NCCHC standards for CQI programs). 

 

 The grievance process implemented by the State is essentially the same at each of 

the Facilities.   The grievance process consists of three parts.  At Level 1, an RN (or other 

medical staff member) interviews the patient, reviews the health record, develops a plan for 

resolution, and discusses this plan with the patient.  Level 1 review of a grievance is to take place 

within seven days of receipt of the grievance and entry into DACS.   

 

 If the grievance is not resolved at Level 1, then it becomes Level 2.  At Level 2, 

there is a committee that meets twice monthly, which consists of an RN, and two other medical 

staff members.
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  The Level 2 grievance process is to take place within 30 days of the date that 

the Level 1 grievance investigation is completed.   

 

 Finally, if the grievance is not resolved at Level 2, then it becomes Level 3.  At 

Level 3, the grievance is addressed by the BCHS.  The Level 3 grievance process is permitted to 

take up to six months from the filing of the grievance.  
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 A security officer is also present, but only for security purposes and to enter information into 

DACS. 




