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Executive Summary

Addresses items II.A;

I1.A. Defendants shall implement sufficient measures, consistent with the needs of Class
Members, to provide adequate medical and dental care to those incarcerated in the Illinois
Department of Corrections with serious medical or dental needs. Defendants shall ensure the
availability of necessary services, supports and other resources to meet those needs.

There is a wide gap between what IDOC believes it has accomplished and the findings of the
Monitor. The Monitor is concerned that this lack of acknowledgement of poor performance will
be a barrier to forward progress. IDOC asserts substantial compliance on 30 provisions of the
Consent Decree while the Monitor agrees with only three of these assertions!. This gap is very
concerning.

IDOC continues to fail to provide the evidence supporting their asserted compliance. Moreover,
IDOC asserts that substantial compliance of a single facility warrants a substantial compliance
score.? The Consent Decree is clear that substantial compliance requires systemic compliance
and non-serious violations.?

Data and Information

The Monitor did not receive data requested from IDOC to verify compliance with the Consent
Decree. The Monitor’s document request for this report was sent 1/21/2022 and included 113
items. The Monitor requested delivery by mid-March 2022. IDOC was also requested to inform
the Monitor if the information was not available. IDOC provided information responsive to only
21 of the items requested (18.5%). For example, the Monitor was provided with the list and
contact information for all of the HCUAs and if the position was vacant information on the
individual acting in the position. An updated roster of allocated and vacant positions for each
facility was also provided. There were 55 items requested for which the IDOC provided no
information. Neither did IDOC inform the Monitor that the information was not available (49%).
Examples include a copy of the handbook provided persons in custody, blank copies of forms
used in the health record, and updated Administrative Directives. There were 32 items on the
January document request for which IDOC provided some information, but it was incomplete.
For example, the credentialing information for physicians was incomplete in terms of the
documents sent and also did not include all physicians. Missing information had to be requested
over and over again. In the absence of receiving any information by March the Monitor
modified the request to narrow the scope of information requested for nine items. The majority
of this information was not received until June and even then, was in eight of nine instances,
incomplete. For example, logs of dental cleanings completed were received from only three of

'III.A.1., that the Chief of Health Services shall be board certified; III.A.8. and that IDOC shall fill two Deputy
Chiefs of Health Services positions, and III.A.5. Provision III.A.5. to conduct oversight over specialty referrals is
no longer applicable as collegial review is no longer part of the referral process.

2 Page 1 of the June, 2022 Defendants’ Reporting Requirement Pursuant to V.G. of the Lippert Consent Decree.

3 Definition of substantial compliance in the Consent Decree in 1.C.16., states, “ ‘Substantial Compliance’ occurs
when Defendants perform the Decree’s essential material components even in the absence of strict compliance with
the exact terms of the Decree. Substantial compliance shall refer to instances in which any violations are minor or
occasional and are neither systemic nor serious. Substantial Compliance can be found for obligations imposed
under this Decree either state-wide or at specific facilities”.
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six facilities requested and not until the first of June. The other three sites simply did not respond
to the request. To summarize over 80% of the information requested from IDOC by the Monitor
for preparation of the 5" report was not provided, incomplete, or non-responsive.

OHS leadership

There have been no changes, since the last report, with respect to functional lines of authority
within the IDOC medical program. The 5/30/22 Implementation Plan continues to authorize the
Wardens and facility management to appoint or hire quality improvement coordinators. There
have been no changes to the organizational structure that IDOC has made the Monitor aware of.

Staffing Analysis

IDOC has submitted their final staffing analysis without adjusting for staffing needs required in
the Implementation Plan. IDOC has added at least 290 positions which they have agreed to post,
but, they have not committed to hiring these staff as soon as possible. Failure to hire employees
has made staffing worse than in 2019 when the Consent Decree started. Despite the addition of
budgeted staff, there are actually 110 less staff working at the time of this report compared to
2019. The vacancy rate is 49%. There is no plan on how to improve hiring. IDOC has ignored
many of the Monitor’s criticisms and recommendations related to the Staffing Analysis and has
not hired many staff recommended by the Monitor.

Implementation Plan

The Implementation Plan is over two years late and as a result a Court hearing is pending. IDOC
has hired a consultant to assist in development of the Implementation Plan. The consultant is
under instructions to only include in the Implementation Plan tasks that are specifically verbatim
called out in the Consent Decree. IDOC thereby disregards programs recommended by the
Monitor, like an infection control program, that is not called out in the Consent Decree but is an
essential component of any large correctional health program. This principle of limiting its
implementation plan to IDOC’s interpretation of the Consent Decree fails to consider, for
example, all of the general requirements of the Consent Decree that IDOC provide appropriate
primary, secondary, and tertiary care and adequate facilities, monitoring, and performance
measurements. This narrow interpretation of IDOCs obligations under the Consent Decree has
resulted in a revised plan that fails to consider programmatic elements that are essential for an
adequate correctional medical program.

IDOC’s recent 5/30/22 Implementation Plan included virtually no input from the Monitor.
Multiple tasks developed over two years based on input from the Monitor have been eliminated
in its recent Implementation Plan. Few tasks in the 5/30/22 Implementation Plan can be shown
to be meaningfully consistent with input or recommendations of the Monitor. Over two years,
IDOC has demonstrated an unwillingness to accept recommendations of the Monitor that provide
a meaningful path toward compliance with the Consent Decree. Instead, IDOC has produced an
Implementation Plan that recreates their existing program.

Quality Improvement Program

For two consecutive reports, communication with Southern Illinois University and the Monitor
has been extremely limited. The Monitor has not been able to provide effective input and learns
about plans after they have been initiated. The Monitor remains uncertain about how the quality
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improvement program will be structured.* TDOC asserts substantial compliance with seven
provisions® of the Consent Decree related to quality improvement without providing any
evidence supporting compliance. IDOC makes these assertions of compliance without even
presenting a reasonable plan® to implement these provisions and without any evidence that the
tasks they are asserting compliance for have even been implemented.

IDOC has abandoned prior commitments to an independent audit function, to develop an audit
instrument with the Monitor, and to develop performance and outcome measures. IDOC has not
discussed their two implementation tasks on adverse event reporting with the Monitor and they
appear no different than the practice that currently exists. The Monitor has had one hour-long
conference call with SIU since the last report during which a mortality review template was
discussed. The Monitor gave some suggestions for improvement of the template. A final
version was sent back to the Monitor. The Monitor has concerns use of this template will fail to
identify deficiencies as required by the Consent Decree. Follow up discussion with SIU on this
work product has not occurred. The Monitor was told that the mortality review committee will
initiate its work in June of 2022. The quality improvement program is not being implemented
with assistance and input of the Monitor which is required by the Consent Decree.

Electronic Health Record

IDOC was required to have a contract with an electronic medical record (EMR) vendor on
9/6/19. IDOC signed a contract with a medical record vendor on 4/12/19 but subsequently
cancelled that contract. The latest version of the Implementation Plan lists a date of March of
2022 for release of a request for proposal (RFP) but no date has been provided for completion of
a contract. IDOC projects August of 2025 as the date for full implementation of the electronic
medical record.

IDOC has declined the recommendations of the Monitor to hire a project manager for the
electronic record and data analysts to manage data for the electronic record. IDOC will use
“canned” reports provided by the electronic medical record vendor. The Monitor remains
concerned that IDOC will not effectively implement the electronic medical record or be able to
provide data sufficient to verify compliance with the Consent Decree.

Policies

Since the last report no progress has been made with respect to development of a comprehensive
set of health care policies. A comprehensive set of policies was due to be completed by 7/1/20
but not a single policy has been completed and implemented. On 2/25/22, one of the Monitor’s
team sent IDOC an email documenting the status of the 25 pending policies but received no

4 The Monitor briefly reviewed a draft Quality Improvement Plan FY 2023 that was inserted as an appendix to the
recent May 2022 IDOC annual report but this draft plan has not been discussed with IDOC or SIU and the Monitor
has questions about how the program will operate. The Monitor learned about this plan only after receiving the
IDOC annual report.

STILL.1., 1LB.6.i., [1.LB.6.1,, IL.B.6.m., [L.B.6.n., IL.B.6.0., and I1.B.9.

® The latest two versions of the Implementation Plan (4/20/22 and 5/30/22) presented newly designed quality
improvement programs, including the audit function, that the Monitor was unaware of and were not discussed with
the Monitor. IDOC did include in its recent annual report, an appendix consisting of a draft quality improvement
plan. This also has not yet been presented to the Monitor by IDOC for discussion. This Monitor knew of this draft
plan upon receiving the IDOC annual report which was received mid-June 2022.
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reply. The Monitor has received no further information from IDOC about the status of pending
policies. IDOC has declined the recommendation of the Monitor to hire a project manager for
policy development. The latest version of the Implementation Plan lists February of 2023 as the
date when a comprehensive set of policies will be completed but the Monitor has concerns about
the capacity of IDOC to complete this task.

Physician credentialing

The Monitor utilizes the vendor’s training and credentials spread sheet and the receipt of
documents in the credentials packet to ascertain and verify the qualifications, medical school
education, years of residency training, and board certification status of newly hired physicians.
The Monitor requests credentialing information for the biannual reports which is not routinely
provided and has to be repeatedly requested by the Monitor. The materials received commonly
lack the physician’s AMA profile and have missing certificates and documents.” After repeated
requests by the Monitor, the vendor only recently began to list the expiration dates for DEA
registration. The expiration dates of State of Illinois physician licenses are not listed on the
vendor’s spread sheet and are not provided to the Monitor. The IDOC still does not send the
Monitor requested information to fully evaluate credentialing or to evaluate those physicians
who are not credentialed. IDOC does not inform the Monitor when a new physician is hired or a
physician leaves employment interfering with the Monitor’s ability to timely monitor the
qualifications of newly hired physicians and assess the adequacy of access to care in the IDOC.
The Monitor recently requested and received an updated facility provider staffing list and was
surprised to note that three physicians assigned to provide clinical services in the IDOC were not
listed on the vendor credentials spread sheet and whose credentials packets had not been
provided to the Monitor.

Since the signing of the Consent Decree, all new physicians hired have been board certified or
completed a residency in Internal Medicine, Family Medicine, of Emergency Medicine and the
number of physicians who have not completed a residency in one of the required clinical fields
has decreased from ten in May 2020 to three. IDOC has difficulty in recruiting and retaining
physicians with the required training and qualifications. Since the 4™ Report on 9/16/21, IDOC
has lost five properly credentialled physicians and two non-credentialed physicians.

The OHS has not yet established an internal mechanism to evaluate physicians who lack required
training and credentials. To date, evaluations of medical records, primarily mortality charts, by
the Monitor has provided the clinical information used to determine if non-credentialled
physicians are practicing in a safe and clinically appropriate manner.

Physician Staffing

IDOC does not send requested information on physician hours worked. IDOC has 35.215 full
time equivalent (FTE) budgeted physician positions but states that only 26 physicians are
currently working. This is a 26% vacancy rate. Since some of the 26 physicians are part time,
and the hours these physicians work is unknown IDOC may have less that 26 FTE working
physicians and a much higher vacancy rate. The 26 physicians are the lowest number of

7 Three physician’s credentials packets and spread currently lack AMA profiles and four who are listed as board
certified have not provided their board certification certificates.
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physicians since the advent of the Consent Decree in September 2019. Seven physicians® have
left employment in IDOC within the last 7-8 months. This shortage of physicians has resulted in
five physicians serving as facility medical directors of more than one facility. Eight medical
directors of one or more facilities are also providing some level of backup clinical coverage at
one or more other facilities. One physician is assigned as the medical director at four different
facilities housing 4,711 inmates and proving backup coverage at two other centers which house
1,585 incarcerated persons. Seventeen physicians are assigned to provide backup and on-call
services. The actual time physicians spend at the various sites of assignment is not provided to
the Monitor. This shortage of physicians has created an access to care and quality of care crisis at
multiple facilities and needs to be urgently addressed. IDOC needs to more effectively recruit
and retain qualified physicians and should again consider contracting with locum tenens
physicians and temporary physician agencies. Ultimately IDOC may need to expand their
affiliations with academic medical centers to include hiring of physicians. A prior agreement
with SIU to provide physician services at four IDOC facilities has been abandoned. IDOC has
no tasks in its Implementation Plan to obtain qualified physicians.

Hepatitis C Treatment

IDOC revised its Hepatitis C Screening and Treatment Guidelines in March 2021 expanding
eligibility for treatment and facilitating referral to UIC hepatitis C telehealth specialty clinic. By
June 2021, the number of incarcerated persons with active hepatitis C receiving treatment began
to increase. In the 42 months from 2018 to May 2021, prior to the revisions of the guidelines,
two hundred eighty-eight patient-inmates received hepatitis C treatment. In the 12 months
following the implementation of the new guidelines, two hundred eighty-two individuals have
been treated for hepatitis C.° The calculated monthly hepatitis C treatment rate increased from
6.9 patients per month in treatment to 23.5 patients per month receiving the twelve week course
of curative oral medication; this is 340% increase in the monthly provision of hepatitis C
treatment in the IDOC. If this rate of hepatitis C treatment is maintained, it is feasible that IDOC
will have essentially eliminated hepatitis C in the Illinois prison system within the next three
years.!? The eradication of hepatitis C in the IDOC would be a significant accomplishment for
IDOC’s infection control program and would have a positive impact on the present and future
health of the incarcerated population, would eliminate the risk of transmission of hepatitis C with
the IDOC, and would improve the overall health of communities in the State of Illinois.

COVID-19 Pandemic

At the time of the last Court Report!! the surge of the COVID-19 infections due to the delta
variant was still spreading in IDOC facilities. The last mortality in the incarcerated population
likely due to the delta variant occurred in September, 2021. Beginning in December 2021 with
the arrival of the omicron variant there was a large spike in COVID-19 cases in persons
incarcerated in the IDOC. As with previous surges during the pandemic, the increased cases in
inmates were preceded by a rise of positive cases in facility employees who are considered to be

8 This includes five physicians who are either board certified or ones who completed a residency in a primary care
field.

® UIC Telehealth Hepatitis C treatment logs 2/16/18 to June 14, 2022

19 December 2021 CQI minutes Hepatitis C clinic rosters: IDOC currently houses approximately 800-850 individual
with untreated active Hepatitis C. It is also understood that there will be new admissions continuously entering the
IDOC with untreated hepatitis C

11 4% Court Report of the Medical Monitor, Lippert V Jeffreys, September 16, 2021
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the prime vectors bringing COVID into IDOC facilities. There were one, possibly two, inmate
mortalities in early 2022 due to the omicron variant.!? The omicron surge generated a large
volume of positive tests in the incarcerated population but resulted in few hospitalizations. The
spread of an omicron subvariant in May-June 2022 again caused increases in positive tests in the
IDOC population. However, there have been no patient-inmate hospitalizations due to COVID-
19 infection since February 2022.

IDOC wisely established a consultative relationship with the Illinois Department of Public
Health to assist with decisions to implement policies and practices and to manage the repeated
surges of COVID-19 variants. The actions taken included an ongoing systemwide vaccination
program for inmates and staff, universal masking, isolation and quarantine procedures, regular
surveillance COVID-19 testing for both incarcerated persons and employees, collaboration with
the National Guard and IEMA to augment staffing and assist with onsite vaccination, and
development of contracts with private COVID testing entities to do surveillance tests and
laboratory testing. Although the COVID vaccination rate for employees woefully lagged behind
the acceptance rates by the incarcerated population, the rates for both incarcerated men and
women and employees are now 75%. The Governor’s statewide COVID vaccination mandate for
state workers and contractors in state prisons and congregate living facilities was instrumental in
increasing the employee vaccination rate in the IDOC.!3 The IDOC imposed a vaccine for all
contractors, visitors, and volunteers in order to enter IDOC facilities in January 2022.'* Both
vaccine mandates were encouraged and supported by the Monitor and further impedes the entry
of COVID-19 into the high risk congregate housing of the IDOC. All of the above actions
initiated by IDOC and the Governor’s office have contributed to preventing hospitalizations and
deaths COVID infection in the incarcerated population and prison employees.

IDOC has been awarded a significant grant to enhance pandemic staffing, plan for future
pandemics, and strength IDOC’s infection control efforts.!> This grant will enable IDOC to be
better prepared to manage current and future expected and unexpected pandemics and outbreaks
that would put the IDOC population at risk. The Office of Health Services’ Chief of Health
Services has been appointed to a CDC advisory group to identify best practices in the
management of the COVID-19 and future pandemics in correctional settings. The participation
of OHS leadership in this advisory group will benefit IDOC’s efforts to improve infection
control and other public health issues in the IDOC.

Specialty Consultation and Specialty Referral Process

IDOC no longer asserts compliance for provisions III.E.4., or III.H.3-4., but continues to assert
compliance with III.LH.1-2. No evidence is provided for this compliance except a tracking log
which is not standardized, contains no dates for the review of a consultation report by a medical
provider. The tracking logs do not appear to be accurate based on record reviews. Medical
records also fail to document that providers actually review reports that are documented as
reviewed on the tracking log. This can be seen in mortality reviews in Appendix B. Mortality

12 OHS-Monitor conference call 3/17/22

13:8/2/21 Governor issues vaccine mandate for state workers and contractors in state prisons and other congregate
living facilities

14 OHS-Monitor Conference Call, 2/24/22

15 Department of Justice/CDC grant
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reviews continue to show untimely referrals; disorganized follow up of consultations; and lack of
integration of consultation recommendations into the patient’s therapeutic plan.

Record reviews show no improvement in clinical care with respect to specialty care. IDOC has
provided no data or information to demonstrate any improvement.

Adult Immunizations, Cancer Screening, and Routine Health Maintenance

The Monitor has requested data on persons who have been offered, refused, or accepted
immunization but has received no data. The only mechanism for the Monitor to judge
immunization rates is to review shipments of vaccine to IDOC facilities and to perform chart
reviews neither of which give an accurate representation of actual immunization rates on a
statewide basis. Over two years ago the OHS expanded the availability of vaccine supplies in
the IDOC of all adult immunizations recommended by the CDC for all adults in the United
States. IDOC developed a draft Immunization, Cancer/Preventive Screening Recommendations
administrative directive in January 2021 that was in alignment with the national
recommendations of the CDC and the United States Preventive Services Taskforce (USPSTF).!6
It was reported that there is an updated immunization policy that has not yet been shared with
the Monitor.

IDOC does not maintain any systemwide, facility by facility data on the number and percentage
of eligible patients offered, accepted or refused for each vaccine that is indicated. No facility
reports adult immunization data in their CQI committee minutes.!” Review of the immunization
orders filled by the IDOC pharmacy'® provides some inferential data that some medical
providers at some facilities are beginning to order some nationally recommended adult
immunizations. However, data on ordering does not mean that the vaccines were actually
administered. The two female facilities have established HPV vaccine programs to vaccinate all
women 26 years old younger and upon request of the Monitor have provided data on the
administration of this cancer preventing vaccine.!” The current immunization practices at IDOC
facilities vary considerably and nationally recommended immunizations are not consistently
provided to eligible patients.?® This is consistent with failure to implement a standardized
vaccination procedure. Based on the volume of adult immunizations that have been ordered and
the results of chart reviews by the Monitor, the IDOC population is still under-vaccinated for
many CDC recommended adult immunizations. IDOC must accelerate the pace of vaccine

16 CDC Recommended Adult Immunization Schedule 2021 and USPSTF A and B Recommendations 2022

17 During 2021 flu season a handful of facilities reported on the provision of influenza vaccines

18 Boswell Pharmacy vaccine orders 11/1/19 — 2/1/22 revealed 28 of the 30 sites ordered pneumococcal-23 vaccines,
27 of 30 ordered RZV, 23 of 30 ordered peumoccocal-13 vaccines but in extremely small quantities that could not
meet the needs of the IDOC, 9 of 30, 8 of 30 ordered meningococcal ACYW vaccines but all sites have HIV patients
for whom this vaccine is indicated, 4 0f 30 sites ordered hepatitis B in very limited quantities, 2 of 30 sites ordered
hepatitis A vaccines for only 2pts, and only 1 of 27 male facilities ordered HPV vaccine for males under 26y of age.
1% The reporting and tracking of number of females receiving Human Papilloma Virus (HPV) vaccination is a solid
first step in monitoring the provision of this infection and cancer preventing vaccine in eligible women at Decatur
CC and Logan CC. These two sites now need to report on the percentage of eligible females who start and complete
the 3 shot series.

20 Chart reviews from East Moline CC, Jacksonville CC, Pinckneyville CC, Robinson CC, Shawnee CC, and
Vandalia CC revealed inconsistent offering of RZV and pneumococcal-13 at all sites and there was no evidence that
pneumococcal-13 vaccine was offered to high-risk patients at any site.
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administration to provide adequate protection for the incarcerated population and track and
report the percentage of eligible individuals who are fully immunized for each nationally
recommended vaccine. The development of a vaccination program directed by nursing staff
utilizing approved treatment guidelines has the best potential to effectively coordinate the catch-
up and ongoing vaccination of incarcerated persons in the IDOC. Without systemwide accurate
data IDOC will not be able to verify compliance with the administration of nationally
recommended adult immunizations to eligible incarcerated men and women.

The draft Immunization and Cancer/Preventive Screening Programs administrative directive
appropriately provided guidance on screening for breast, cervical, colon, lung and prostate
cancers that was in alignment with the recommendations of the United States Preventive
Services Task Force. But this draft administrative directive appears to have not been fully
implemented. Record reviews from the women’s facilities at Logan CC and Decatur CC?! and
data on the numbers of mammograms and PAP smears performed over a nine month period??
indicate that many incarcerated females are offered PAP smears and mammograms. IDOC only
provided the gross numbers of PAP smears and mammograms that have been performed but has
not provided data about the percentage of eligible women who are offered these screening tests
and the percentage who receive these tests at nationally recommended intervals.

For the first time the Monitor identified data on the provision of colon cancer screening in the
CQI committee minutes of one of IDOC’s 30 facilities.?® In addition, medical records of
individuals eligible for colorectal cancer screening from seven facilities documented that only
22% had been offered a nationally recommended screening test for colon cancer. Five of the
seven facilities audited did not offer colorectal screening or offered an ineffective outdated test.
Twenty-seven were offered a digital rectal exam with a single stool guaiac test as a combined
screening for colorectal cancer and prostate cancer; this modality of screening for prostate cancer
and colon cancer was discontinued 15-20 years ago.

Current recommendations are that persons 50-80 years old with a history of 20 pack years of
smoking are candidates for annual low dose CT screening for lung cancer and individuals with
advanced liver fibrosis or cirrhosis should be screened every six months for hepatic cell
carcinoma (HCC). No data was provided on the provision of lung and liver cancer screening in
the IDOC.

Lung, colorectal, and liver cancers are the three leadings causes of cancer mortality in the IDOC
For the first time there is limited data from three?* of IDOC’s 30 sites that colorectal cancer

screening using a nationally recommended testing method is being performed in some sites

There is no data that lung and liver screenings are being done. Although the data can be

21 10 records from Decatur CC and 8 records from Logan CC revealed that 17/18 (94%) women had received a
mammogram in the last two years and 15 (84%) of 18 women were offered PAP screening, one refused, 3(17%) had
no documentation in the documents provided that PAP tests had been offered in the previous 3 years.

22 IDOC communication on number of mammograms and PAP tests done from October 2020 to June 2021

23 Logan CC October, November, and December 2021 CQI minutes listed the number of monthly colon-rectal
screenings offered, completed, and refused. The notes failed to identify the type of Test utilized and whether the 4
abnormal tests resulted in a referral for additional diagnostic testing.

24 Decatur CC, Logan CC, and East Moline CC
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improved, breast and cervical cancer screening is being regularly offered and done at both
female facilities.

Access to Nurse Sick Call

IDOC asserts compliance with III.F.2 of the Consent Decree which requires that there be no
limitation on the number of complaints addressed in a single sick call encounter. The basis for
this conclusion is that the Agency Medical Director has said it is s0.2° IDOC provides no proof of
practice that the directive has been implemented. There is no policy and procedure and no
monitoring to ensure the verbal direction of the Medical Director has been followed. The
Monitor does not doubt that the verbal direction was given but that is not sufficient to establish
compliance.

No progress has been made improving access to primary care via sick call. Numerous reports
that were reviewed for this report document delays in timely access to primary care via nurse
sick call. Primary reasons for these delays are vacancies and restricted movement to prevent
transmission of COVID.

There is no plan to achieve compliance with III.A.10. of the Consent Decree which requires
registered nurses to conduct sick call. Forty-nine percent of budgeted registered nurse positions
are vacant. This is up from 29% vacant in 2021.2° The IDOC implementation plan only calls for
regular meetings to review progress hiring, a practice that has been in place for more than a year
now.?’

The Monitor has grave concerns with the treatment protocols used by nurses to address patient
medical complaints that are well documented in the last three reports. There is no indication,
based upon charts reviewed for this report, that any steps have been taken by IDOC to protect
patients from harm resulting from misuse of the treatment protocols.

The data and methods used by IDOC to monitor sick call as well as the data provided to the
Monitor relative to sick call is fragmented, incomplete and not reliable. The IDOC still has not
inventoried the space and equipment needed to provide privacy and confidentiality during sick
call encounters?® and record review for this report indicates that some of these encounters take
place cell side.

Medication Administration

IDOC states that it is compliant with I1.B.6.c of the Consent Decree that it changed medication
administration records both for directly administered medications and KOP. They report that
SIU has assembled a team that has observed medication administration at two facilities and
distributed a survey. However, these activities have not resulted in any findings, changes, or

25 Lippert v Jeffreys, 10-cv-4603: IDOC’s Response to the Monitor’s Initial Report, December 24, 2019, page 3.
26 Health Care Monitor 4th Report, Lippert v. Jeffreys, September 16, 2021, page 60.

27 IDOC draft implementation plan dated 5/30/2022 tasks 68 and 69. Health Care Monitor 4th Report, Lippert v.
Jeffreys, September 16, 2021, page 61.

28 Defendants’ draft implementation plan dated June 2020.
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improvements to date. Further the project taken on by SIU is not reflected in IDOCs most
recent implementation plan.?

A pharmacist has been hired by SIU, which the Monitor is hopeful will bring necessary expertise
to the table in solving the significant problems there are with the system for medication
administration and prescribing practices. We continue to suggest expanding the model used by
the HIV clinic to increase the participation of clinical pharmacists in patient care.

Meanwhile practices of pre-pour®® and non-contemporaneous documentation continue as
pervasive risks to patient safety. Neither have any steps been taken to improve notification of
providers when patients refuse medication and the expectations of providers to address the issue
with the patient.?! The failure to address poor practices in medication management contributed to
under-treatment and mistreatment of patients with significant disease whose charts were
reviewed this reporting period.

Aging IDOC Population and Infirmary Care

In the most recent versions of the Defendant’s draft implementation plan the Department has
reneged on previous commitments that would have addressed problems previously identified in
the Monitor’s reports with infirmary care and the needs of the elderly, disabled or infirm for safe
and appropriate housing, programming and care.

Record reviews show patient care that appeared consistent with neglect and abuse. Infirmary beds
are used inappropriately for security purposes. Infirmaries are not staffed or equipped to care for
patients who have needs for skilled care. We also reviewed care of patients who should have been
hospitalized but were instead kept on the infirmary. The Department has not defined the scope of
infirmary services available, and patients have been harmed by lack of these written directives.
Notably of 25 records reviewed for this report, five patients with dementia had 15 falls and eight
medical patients had 13 falls. Injuries sustained during falls included a hip fracture, a femur
fracture, and an ankle fracture. Numerous minor injuries were sustained. These falls were out of
beds, in showers, while toileting and during transfers. > The plan of care sometimes included “fall
precautions” but what these were was never stated.

Problems with services for the aged population, specifically those with cognitive disabilities,
identified by the Monitor’s record review in addition to the problems with infirmary care
generally include:

1. Custody placement of persons with cognitive disorders in the infirmary results in

29 An earlier version of the implementation plan (12/30/2021) specifically called out a process improvement project
for medication administration which has been deleted from subsequent drafts of the implementation plan.

30 Pre-pouring medication means that nurses prepare medications in advance of administration by taking them from
an authorized pharmacy container and placing them in an unauthorized container until administration to the patient.
Pre-pouring is not an accepted practice and is recognized as unsafe. By transferring medication from a pharmacy
approved package into alternate packaging without appropriate labeling, the potential for error is increased.

3! The Defendant’s draft implementation plan dated 5/30/2022 merely commits to the task of writing policies on
documentation in the medication administration record and the documentation of refusals. There are no tasks that
represent any intent to significantly reduce risk of patient harm.

32 Mortality review patients 2, 3, 4, 5, 6, 10, 13, 15, 19, 20, 22, 23, 24.
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isolation and confinement that may contribute to decline in mental and physical health.?

2. Patients with cognitive deficiencies and apparent dementia never had a cognitive
evaluation to guide subsequent care and went without periodic monitoring.>*

3. Patients with dementia signed documents for “do not resuscitate status” or living wills
when they clearly were not of sound mind and could not willfully and voluntarily do so.%

4. Patients with dementia were subject to custody punishment for behavior inherent to their
dementia.>®

5. Patients with dementia were not well treated and, in several cases, appeared mistreated,
neglected, or abused. This included not being given sufficient fluid for hydration, not
helping with eating, not monitoring the patient’s nutrition, and providing insufficient
supervision for the patients in order to prevent harm to the patient.?’

Long-term housing of elderly patients with dementia, severe disability, or end-stage chronic
illness continues to occur without a statewide plan for management of this population.
Infirmary capacity is reduced when it is used to provide long term housing for frail or elderly
persons resulting in patients needing infirmary care who are inappropriately housed in general
population. House Bill 3665, the Joe Coleman Medical Release Act, allows discretionary early
release of prisoners who are terminally ill OR medically incapacitated to a Medicaid-eligible
long term care facility.’® The Department has provided no information in response to the
Monitor’s requests for a progress report on releases according to this bill.

Physical therapy positions have been added by IDOC since the last report, however actual
manpower has only increased by six hours a week at the time of this report. There are still 13,000
individuals in IDOC custody at facilities with infirmaries with no access to physical therapy. Lack
of physical therapy was identified as problematic in the care of five of the 25 death records
reviewed. Lack of physician availability is apparent in reported CQI studies and in several charts
reviewed.*

Information on the status of the new Joliet, Illinois facility is limited. The scope of services has
not been defined and planning for it is not included in the Implementation Plan or Staffing
Analysis.** No information has been provided by IDOC to support its claim of compliance with
II1.1.4 of the Consent Decree regarding the availability of security staff in the infirmary or IIL.1.5
for sufficient and properly sanitized bedding and linens.

Health Care Space, Physical Plant, and Equipment
In the June 2020 Implementation Plan, IDOC committed to perform a systemwide audit of the
clinical and health care spaces to ensure there is adequate space with privacy and confidentiality

33 Mortality review patients 3, 10, 21.

34 Mortality review patients 2, 3, 19, 21, 23, 24.

35 Mortality review patients 2, 4.

36 Mortality review patient 2.

37 Mortality review patients 2, 3, 4, 21, 23, 24.

38 Joe Coleman Medical Release Act Illinois House Bill 3665 August 20, 2021
39 Mortality review patients 3, 14, 15.

40 OHS-Monitor Monthly Conference Call, 4/28/22
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for the delivery of health care services to the incarcerated population #' This survey of all
facilities is needed but has not yet been done.

IDOC has not yet standardized or monitored equipment in IDOC though it has tasks in the
Implementation Plan to do so. Over a year ago, IDOC sent the Monitor a proposed draft
Monthly Health Care Inspection and Equipment Survey*? that was intended to facilitate the
evaluation of sanitation, condition of physical structures, selected furnishings, equipment, and
practices in the HCUs and other medical areas. This instrument was never completed and
surveys of monthly inspections of equipment have not been initiated. The most recent
Implementation Plan does include tasks to standardize equipment in the facilities.

There has been no change to monthly Safety and Sanitation reports which continue to vary in
format and content from facility to facility. The Implementation Plan of December 2021
committed to a tool to inspect health care units and equipment and to test this tool with the
Monitor but that task has been eliminated.

Since the last report there has been no verifiable changes with respect to clinical space, supplies
or equipment.

Clinical Care
Clinical care was reviewed through mortality record reviews. No significant improvement in
clinical care has occurred; quality of care remains poor.

IDOC provided 60 comments on the mortality reviews in Appendix B. None of the comments
resulted in changes of the assessment or recommendations of the Monitor. Three factual errors
identified in those comments were corrected in this document. The Monitor did not agree with
the remaining 57 comments. Some comments were factually incorrect. Most comments
attempted to justify the performance of staff and did not appear intended to identify opportunities
for improvement which is the purpose of these reviews.

41 IDOC Lippert Implementation Plan 6/12/20 in Structural Components section.
42 This was sent 10/21/20
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Statewide Issues: Leadership and Organization

Leadership Staffing

Addresses item I1.B.2; 11.B.3; I11.A.1; I11.A.8; I111.A.9

I1.B.2. IDOC shall require, inter alia, adequate qualified staff, adequate facilities, and the
monitoring of health care by collecting and analyzing data to determine how well the system is
providing care. This monitoring must include meaningful performance measurement, action
plans, effective peer review, and as to any vendor, effective contractual oversight and
contractual structures that incentivize providing adequate medical and dental care.

I1.B.3. IDOC must also provide enough trained clinical staff, adequate facilities, and oversight
by qualified professionals, as well as sufficient administrative staff-

IIL.A.1 The Chief of Health Services shall hereafter be board certified in one of the specialties
described in paragraph 111.A.2, below. The Deputy Chiefs of Health Services shall either be
board certified or currently board-eligible in one of the specialties described in paragraph
1I1.A.2, below.

III.A.8. Within eighteen (18) months of the Effective Date Defendants shall create and fill two
state-employed Deputy Chiefs of Health Services positions reporting to the Chief of Health
Services to provide additional monitoring and clinical oversight for IDOC health care.

III.A.9. Within nine (9) months of the Effective Date every facility shall have its own Health
Care Unit Administrator ("HCUA"), who is a state employee. If a HCUA position is filled and
subsequently becomes vacant Defendants shall not be found non-compliant because of this
vacancy for nine (9) months thereafter.

OVERALL COMPLIANCE: Partial Compliance
FINDINGS:

The Monitor requested the following data and information to verify compliance with these
provisions.

e Request 4.b. Response to Monitor’s letter in response to IDOC Staffing Analysis.
This was not provided

e Request 5.b. Any documents regarding a SIU or other academic center proposal
with respect to quality improvement or other services including staffing. This was
not provided.

e Request 5.c.ix. Any data or information to update work on the quality improvement
program including vendor monitoring. This was not provided.

e Request 13. Table of organization of OHS in relation to all parts of the organization
responsible for health care services including all vendors with incumbent names.
Monitor has the May 2021 table of organization of OHS but this does not show the
relationship to the entire organization.

e Request 14. Table of organization of vendor and contracted health care services
with incumbent names to evaluate vacancies. IDOC provided the vendor statewide
leadership table of organization.

e Request 15. Table of organization of each facility including both state and vendor
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employees. Only the vendor tables of organization for each facility were provided and
incumbent name was not included so vacancies could not be determined. The table of
organization for state employees at the facilities was not provided.

e Request 16. Updated position descriptions for statewide infection control and
statewide quality improvement coordinators. These were not provided.

e Request 17. Position descriptions of regional coordinators. These were not provided.

e Request 21. List of HCUAs with contact information.
This was provided.

e Request 26. Vendor monitoring reports statewide and for each facility. None were
provided.

The 4/20/22 Implementation Plan includes tasks 54, 55, 64, 67, 68, 69, and 92 which are related
to this section.
e Task 54 is a statement that the Chief of Health Services shall be board certified in a
specialty named in the decree.
e Task 55 is to hire executive leadership staff to oversee the quality team for SIU.
e Task 56 is a statement to fill two Deputy Chiefs of Health Services.
e Task 57 is to hire a coordinator to oversee the Infection Control Program.
e Task 64 is to hire a consultant to support the implementation plan.
e Task 67 is to develop partnerships with universities to augment staff outlined in the
staffing analysis.
e Task 68 is to create a draft IDOC/OHS organizational chart to clarify reporting and
supervisory relationship between OHS leadership to facility HCUA.
e Task 69 is to create an OHS to vendor organizational chart. This will illustrate the
relationship between OHS and vendor staff.
e Task 92 is a goal to ensure that any vendor contract requires vendors to comply with all
court orders, policies, and procedures.

Tasks 54, 56, 57, and 92 are restatements of the Consent Decree without associated plans. A
board-certified Chief OHS has been hired over a year ago fulfilling provision III.A.1. Two
Deputy Chiefs OHS have already been hired fulfilling III.A.8. There is no purpose to include
these tasks in the Implementation Plan. Tasks 57 is to hire a system-wide infection control
coordinator but the person hired is unqualified for the position. Task 92 is a restatement of the
Consent Decree without any associated tasks to indicate how it will be implemented.

With respect to task 64, IDOC needs a project manager not a consultant who has already been
hired. The task does not define what this person will do. Moreover, the process for
accomplishing the task states that the person is hired to support the implementation of the
electronic record and goes on to say that additional staff “needed for operationalizing the
implementation plan have been hired in Quality and a dietician has been hired”. These later
elements, while possibly useful, are irrelevant to the task.

Task 67 is a goal that is not actionable. IDOC should describe what positions they will hire and
what the position will be responsible for.

The table of organization described in tasks 68 already exists. It does not ensure that a clear line
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of supervision exists. Both task 68 and 69 need to show that there is a medical authority with
clear lines of authority throughout the organization.

The tables of organization that were provided still demonstrate a hybrid medical program
without clear lines of clinical or administrative authority. Approximately one third of facility
employees are state staff. Fourteen facilities have a significant number of state staff. None of
the tables of organization show lines of authority integrating state and vendor staff. All
physicians are hired by the vendor. But the vendor table of organization does not show a clear
line of supervision for physicians. The vendor table of organization shows that the three vendor
regional Medical Directors report to the Vice President of Operations. Facility physicians appear
to be supervised by the vendor Regional Managers. There is no clinical line of supervision to
vendor physicians. At Dixon, vendor licensed practical nurses and certified nurse assistants
report to a vendor supervisory nurse but the state registered nurses report to a state supervisory
nurse. This hybrid system is dysfunctional as there is not a unified clinical structure with clear
clinical lines of authority. In the previous report, the Monitor has explained the problems with
supervision of the HCUAs by Wardens extensively. Nothing has changed.

Twenty-four (80%) of 30 HCUASs positions are filled. A 20% vacancy rate of these key
positions is unacceptably high.

IDOC has offered no evidence of effective monitoring of the vendor. Occasionally, quality
improvement minutes mention vendor staffing issues but there is no evidence that this results in
any corrective action. IDOC provided no data and information to verify that IDOC is providing
oversight over clinical care or contract oversight. Apparently, there is no monitoring of the
vendor. IDOC provided no evidence of supervision or oversight over physicians. Record
reviews support ongoing physician clinical inadequacies.

The Monitor has recommended that IDOC needs to augment OHS staff. The IDOC has provided
no information related to augmenting the OHS staff. Leadership staff continue to manage the
COVID pandemic issues and still do not have time to engage in the implementation of the
Consent Decree which has been considerably delayed.

Position descriptions for OHS staff are still incomplete. Formal job descriptions are still lacking
for the Regional Coordinators, Health Information Officer, Electronic Health Record
Administrator, Health Information Analyst, and Quality Improvement Coordinator.** The actual
responsibilities within the health program of the Environmental Services Coordinator and the
Environmental Services Program Director are not clear. The job descriptions do not clarify the
confusion.

RECOMMENDATIONS:
1. The OHS DON needs to report to the Chief of Health Services. Responsibilities of the
DON should include primary responsibility for development of statewide policy and
procedure for those subjects that are nursing-driven (medication admission, intake

43 The Staffing Analysis of 7/7/21 does contain a narrative description for the duties of the Health Information
Coordinator, Electronic Health Record Administrator, and the Health Information Analyst. These narratives do not
constitute full job descriptions
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screening, nurse sick call, infirmary care etc.), setting performance expectations for
registered nurses, licensed practical nurses and nursing assistants, establishing staffing
standards, peer review of professional nursing, competency review of nursing support
personnel, participates in critical incident and mortality review, establishes nursing
quality indicators and monitors nursing quality.

2. Identify a Director of Nursing Services at each facility who is accountable to the
Statewide DON for clinical practice and quality. Line authority would remain with the
HCUA for daily operations.

3. IDOC is requested to provide quarterly up-to-date vacancy reports that include OHS and
HCUA positions.

4. IDOC should formally document that the Chief OHS is responsible for managing the
health program of the IDOC as evidenced by a communication by the Executive Director
to the Wardens communicating this new relationship. This responsibility needs to
include authority to hire, fire, and appoint replacements for all medical personnel within
the health program. With the exception of the Chief OHS, who reports to a deputy
director, all medical staff report to medical supervision and not through custody, (e.g., the
Warden). A table of organization should reflect these changes.

5. Physicians and other providers need to report through physician leadership ultimately
reporting to the clinical direction of the Chief OHS.

6. Nursing staff need to report through a facility Director of Nursing at each facility who,
for clinical issues, reports to the statewide OHS Director of Nursing.

7. HCUAs need to report for all matters (clinical and operational) to OHS administrative
leadership (Regional Coordinators) who report to the senior OHS administrator (Medical
Coordinator)

8. The OHS DON, OHS Medical Coordinator, Deputy Chiefs, and OHS Dental Director
should report to the Chief OHS.

9. OHS needs to further augment its leadership and support staff to address the provisions of
the Consent Decree and to adequately fulfil its responsibilities as IDOC’s health
authority.

Staffing Analysis and Implementation Plan

Addresses items IV.A.1-2; 1V.B;

IV.A; IV.A.1; and IV.A.2. The Defendants, with assistance of the Monitor, shall conduct a
staffing analysis and create and implement an Implementation Plan to accomplish the
obligations and objectives in this Decree. The Implementation Plan must, at a minimum: (1)
Establish, with the assistance of the Monitor, specific tasks, timetables, goals, programs, plans,
projects, strategies, and protocols to ensure that Defendants fulfill the requirements of this
Decree; and (2) Describe the implementation and timing of the hiring, training and supervision
of the personnel necessary to implement the Decree.

IV.B. Within 120 days [July 1, 2019] from the date the Monitor has been selected, the
Defendants shall provide the Monitor with the results of their staffing analysis. Within sixty
(60) days after submission of the staffing analysis, Defendants shall draft an Implementation
Plan. In the event the Monitor disagrees with any provision of the Defendants’ proposed
Implementation Plan, the matter shall be submitted to the Court for prompt resolution.
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OVERALL COMPLIANCE: Partial compliance

FINDINGS:

Staffing Analysis

The Staffing Analysis was initially due 8/17/19. The IDOC submitted to the Court a final
Staffing Analysis on 7/7/21. Subsequent to that submission, the Monitor submitted written
disagreements with the IDOC Staffing Analysis to Parties on 7/16/21**. The Monitor requested a
response*® to the Monitor’s disagreements with the Staffing Analysis but IDOC was
nonresponsive to that request and it is unclear the extent to which IDOC has modified staffing
based on those recommendations.

Though the Staffing Analysis is meant to be associated with the Implementation Plan, IDOC has
not derived their Staffing Analysis based on the Implementation Plan. No evidence was
provided that implementation plans for certain areas include staffing to support the task. The
IDOC has also not utilized a meaningful methodology to determine staffing.

For the first time, IDOC has allocated and budgeted all recommended positions in the staffing
analysis but has not committed to hire all staff as soon as possible. Since 2019, IDOC has lost
110 staff despite increasing positions in the staffing analysis. As shown in the table below, there
is a net 11% decrease in working staff since 2019. IDOC is unable to hire and retain staff. The
IDOC has a 46% vacancy rate, which is astronomical. This reflects IDOC now budgeting for all
positions in their staffing analysis. The IDOC staffing analysis since 2019 included
approximately the same number of positions. The Monitor has recommended over multiple
reports that IDOC develop a recruitment task force with IDOC, CMS, and the vendor. This has
not been done and IDOC has been unable to hire staff.

Staffing Allocated / Vacant Vacancy Working Percent Recommended |Total Positions
Analysis Budgeted Positions rate Staff ** Increase of [Positions in
Version Positions* Working Staffing
Staff from |Analysis***
2019
Nov-19 1210 236 20% 974 373 1583
Jun-20 1209 275 23% 934 357 1566
May-21 1277 282 22% 995 2% 308 1584
Jul-21 1277 282 22% 995 2% 308 1584
Mar-22 1591 727 46% 864 -11% 0 1591

*These are positions that are able to be hired
**Working staff = total staff - (vacant +recommended). This is 1 off due to rounding
***These are the positions recommended in the Staffing Analysis. As allocated positions increase, the number of
recommended should correspondingly decrease unless the number of positions was changed in the Staffing

In summary, the Staffing Analysis has been delayed for over two years. Six Staffing Analyses

44 The document was sent 7/16/21 to IDOC and it counsel and listed 19 disagreements. The IDOC did not respond
to the disagreements.

4 Document request 4.b. of data and information request of the Monitor to IDOC.
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have been provided with a net change of 8 additional positions with multiple changes that
increased low skilled staff at the expense of high skilled staff. A workload analysis has not been
used to develop staffing needs. No formal explanation has been provided to address the
Monitor’s concerns or to explain the rationale for changes that IDOC has made. IDOC has not
responded to the Monitor’s concerns about key position deficiencies*.

It is not clear how the submitted Staffing Analysis permits IDOC to adequately execute its
Implementation Plan. While a Staffing Analysis has been provided, there are sufficient
deficiencies to warrant only a partial compliance rating. The Monitor agrees with the IDOC that
the Staffing Analysis will need revision over time, especially as programs of the Implementation
Plan are put into place and especially after IDOC acquires the capacity to adequately assess
workload. As this document is submitted to the Court, the Monitor would advise that IDOC be
required to complete a workload analysis within a year to address staffing deficiencies and
account for any changes implicit in the Implementation Plan that will eventually be submitted. It
should also be required to hire the staff recommended by the Monitor or show how it will fulfill
those functions otherwise. For all of these reasons, the Staffing Analysis remains partially
compliant.

Implementation Plan

The Implementation Plan was initially due 9/24/19 but was not proposed to the Court until
12/30/21. The Monitor’s disagreements with the Implementation Plan, as required by the
Consent Decree, were submitted to the Court in January, 2022.

The Consent Decree requires that
The Implementation Plan must, at a minimum:

1. Establish, with the assistance of the Monitor, specific tasks, timetables, goals,
programs, plans, projects, strategies and protocols to ensure that Defendants fulfill
the requirements of this Decree; and

2. Describe the implementation and timing of the hiring, training and supervision of
the personnel necessary to implement the Decree

The IDOC Implementation Plan has not completed these requirements of the Consent Decree
and the plan was submitted over two years late.

Due to the delay in development of an Implementation Plan, the Court held a hearing on 3/16/22.
The Court gave directions for IDOC to submit a revised Implementation Plan on 4/20/22 to
Plaintiffs’ counsel and the Monitor, for the Monitor to respond to Defendants with any

46 The Monitor recommended to hire sufficient physical therapists, optometrists, and dental hygienists; project
managers for essential projects which OHS was incapable of managing (policies, implementation plan, electronic
medical record, aged and infirm evaluation, and workload analysis); hiring a dietician(s); and assigning specific staff
for quality improvement and infection control coordinators at the facility level. SIU has posted a dietician position
and notified the Monitor that a pharmacist has accepted a position of clinical pharmacist. The Monitor has not been
advised of hiring for other positions. IDOC did state that a consultant was hired who would be the project manager
for the electronic record and implementation plan but that consultant confirmed that she is not hired to be project
manager for the implementation plan or electronic medical record.
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disagreements to that plan by 5/10/22 and then for IDOC to submit a revised plan to the Court by
5/31/22. A June hearing was scheduled to resolve the matter.

The Monitor and IDOC have had discussions about the Implementation Plan since 2019. Based
on discussion with the Monitor, IDOC made substantial commitments on ways to implement the
Consent Decree. IDOC introduced a consultant at the December Court hearing and indicated
that she was tasked to revise the Implementation Plan consistent with the Court’s direction. The
new versions of the Implementation Plan submitted on 4/20/22 and on 5/30/22 include no input
from the Monitor and significantly regressed by eliminating 57 of the tasks or goals agreed to
by IDOC and the Monitor as evidenced in the 12/30/21 Implementation Plan?’. Other tasks
have been significantly modified and tasks the Monitor has insisted are essential components
of a correctional medical program have been ignored. The Monitor views the current version
of the Implementation Plan as a regression and a loss of several years of collaboration between
the Monitor and OHS.

After reviewing the submission of the 4/20/22 Implementation Plan, the Monitor had an hour and
a half conference call with IDOC and their consultant to clarify their plan. The consultant told
the Monitor that she had been given directions to re-write an Implementation Plan that consisted
only of tasks that are specifically called out in the Consent Decree. IDOC views the
Implementation Plan as requiring creation of a task only if a verbatim statement is present in the
Consent Decree. This interpretation obviously ignores the general requirements provisions, as
for example, requirements that IDOC provide appropriate primary, secondary, and tertiary care
and adequate facilities, monitoring, and performance measurements. This narrow interpretation
of IDOC:s obligations under the Consent Decree has resulted in a revised plan that fails to
consider programmatic elements that are essential for an adequate medical program.

Input from the Monitor was not evident in the plan provided in April 2022. When the IDOC
consultant was asked, on the conference call, what input the consultant had received from the
Monitor when writing the new Implementation Plan, she replied that she read the Consent
Decree and part of the Monitor’s last report. Counsel for IDOC interrupted the consultant and
added that “IDOC” had provided the Monitor’s opinions and input to the consultant. It is
inappropriate for IDOC to speak on behalf of the Monitor but that is what has happened.

In the May 2022 version of the Implementation Plan, in addition to eliminating multiple tasks,
IDOC also modified multiple tasks so that they are no longer consistent with the Monitor’s prior
input. Two examples are given.

1. The audit function has been significantly modified. The newest version is not an
independent process because it includes auditing by the IDOC Compliance Unit which
performs the existing auditing process and has not been shown to be effective in either
identifying or changing defective practices. Also, the clinical audit function is based on
apparent narrow disease management criteria which do not address the entire scope of
clinical care. IDOC previously committed to developing the audit instrument with the
Monitor but has now eliminated that task. Instead, SIU will develop clinical audit
indicators which change annually and have never been discussed with the Monitor. For
clinical care, the SIU audit team will only temporarily conduct these audits until IDOC
staff are trained to conduct them. The audit function, therefore, incompletely audits

47 These 57 eliminated items are found in Appendix A
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against Consent Decree requirements, is no longer independent, and does not utilize the
Monitor’s input.

2. The evaluation of the aged and infirm with subsequent development of plans for
appropriate programming, medical care, and housing has been significantly modified.
IDOC will no longer obtain a gerontologist consultant to survey the elderly population to
identify their medical and housing needs. Instead, existing staff will be surveyed for their
opinions on the needs of the elderly and existing problem lists will be used to identify
cognitive or functional impairments. Current staff have not identified needs of the
elderly in the past, and it is unlikely they will do so in the future. An external consultant
needs to be engaged to design and carry out this evaluation. IDOC’s plan eliminates a
report of survey findings that describes the population in terms of numbers and
impairments, existing housing and classification issues, medical needs, medical process
issues identified from record reviews, and recommendations to correct these deficiencies.
The current plan eliminated keys areas of input by the Monitor over a period of several
years that had been accepted by IDOC previously.

In addition to eliminating and modifying prior agreed to goals or tasks, IDOC continues to fail to
include some necessary tasks in a typical correctional medical program. One example of this is
establishment of an infection control program. IDOC does not believe that an infection control
program is necessary to be compliant with the Consent Decree, because the Consent Decree does
not state verbatim that IDOC must establish an infection control program*® even though an
infection control program is an essential element of any correctional medical program®.

Finally, the implementation plan fails to include specific tasks, timetables, goals, programs,
plans, projects, strategies and protocols to ensure that Defendants fulfill the requirements of this
Decree. There were 105 tasks in the 4/20/22 Implementation Plan. Fifty-seven (54%) were
restatements of the Consent Decree without direction on how the Consent Decree restatement
would be implemented. Forty-seven of 105 (45%) tasks consist of writing policies which
substitutes the promise of writing a policy for previous commitment for a task on a particular
improvement project. Most of the policy tasks were mere restatements of parts of the Consent
Decree, many of which would not typically be subject of a separate policy statement. In none of
these policies is there any commitment to defining procedures to accomplish the policy
statement. In many cases, the existing procedures are inadequate, but IDOC does not address
how existing practices will be modified to conform to requirements of the Consent Decree. For
these reasons, tasks to write 47 policies does not describe what IDOC will change to create
compliance with the Consent Decree.

The latest version of the Implementation Plan is not much different from existing practices which
have been demonstrated to be ineffective in establishing an adequate medical program. Many
tasks or goals previously agreed to by IDOC based on Monitor input have been eliminated.
Several tasks have been significantly modified so that they are no longer consistent with the
Monitor’s input. IDOC refuses to insert some tasks that are necessary for an adequate medical

“8 The IDOC consultant specifically stated this in the conference call on 5/4/22.

49 The National Commission on Correctional Health Care standards from 2018 state as an essential standard, “There
is a comprehensive institutional program that includes surveillance, prevention and control of communicable
disease”.
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program. Because of these findings, the latest version of the Implementation Plan’s contribution
to the staffing and implementation plan is noncompliant.

Vendor Relationships

The Implementation Plan has a task to secure a healthcare vendor. IDOC has not provided
information of what details the RFP will contain with respect to securing physician services,
oversight, monitoring, or even whether the RFP will include a requirement to adhere to
requirements of the Consent Decree.

The IDOC has an Implementation Plan task to monitor the contracts for medical vendors and to
take appropriate corrective actions. Aside from stating that goal, IDOC provided no plans for
that goal. Existing monitoring of the medical vendor is virtually non-existent and IDOC has
provided no data to demonstrate effective oversight. This includes business and clinical
oversight. There are currently nine facilities without medical directors and at least one facility
Medical Director is performing very poorly creating unsafe conditions for patients. The vendor
provides no internal monitoring of its own staff, and IDOC provides no oversight over the
vendor, leaving facilities apparently alone to monitor themselves. IDOC has not indicated how
future monitoring will be different from past ineffective monitoring.

The prior plans to have SIU provide physician services at four IDOC facilities are no longer
active. Neither the staffing analysis nor the Implementation Plan provide information with
respect to obtaining improved physician services. The current vendor is unable to supply
sufficient physicians but IDOC has no plan to obtain appropriate physicians except to continue
current plans.

RECOMMENDATIONS:

1. The Executive Director with the Chief OHS need to agree on a strategic plan for the
design of the IDOC health services. They may need to discuss this with the Governor’s
office. Our recommendation would be to implement a university-based program.

2. After a strategic plan is developed and agreed to, IDOC can flesh out details in their
Implementation Plan.

3. Additional nurse manager positions proposed in the staffing analysis should be
established because closer supervision will be necessary to make the changes in practice
required by the Consent Decree.

4. Add a relief factor for all staff.

5. Continue to refine the Staffing Analysis to consider recommendations from the Monitor
to include dedicated positions for infection control, quality improvement, a relief factor,
use of the state nursing home standards for infirmary, ADA and other specialized
housing of frail and or elderly inmates, and development of workload standards.

6. Continue to refine the Staffing Analysis to ensure that health care needs of the IDOC
incarcerated population are adequately provided including nurse and provider sick call,
chronic care, urgent care, specialty consultation, dental care and cleaning, optometry
care, and physical therapy.

7. Given the significant delay in completing the Implementation Plan, the Monitor
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>

10.

11

12.

13.

14.

15.

16.

17.

18.

19.

20.

recommends that the Monitor’s participation in providing assistance and input be based
on the Monitor’s agenda for that assistance and not on the IDOC counsel’s agenda. The
Monitor recommends a working group comprised of OHS, SIU, and the Monitor to work
intensively on this plan.

IDOC needs to hire positions in their staffing analysis as soon as possible.

Vendor contracts should conform and require adherence to requirements of the Consent
Decree.

A recruitment task force needs to be established to reduce the vacancy rate to less than
12 percent.

. A standardized methodology for analyzing workload should be developed to determine

and standardize position needs for every position. This includes staffing infirmaries
based on skilled nursing and nursing home experience; optometry services; physical
therapy services; dental hygienists; and physicians all of which appear understaffed. The
Monitor has had significant concerns about insufficient numbers of physicians, nurse
practitioners, physician assistants, dental hygienists, optometrists, and physical
therapists. A workload analysis needs to inform the hiring of dieticians sufficient to
address needs in IDOC and clinical pharmacists to provide support for safe and effective
medication therapy.

Hire additional information technology and data team consulting staff consistent with
recommendations in the Monitor’s 2" Report.

Key consulting positions (in the quality program and data team) were not included in the
Staffing Analysis and this should be done. The IDOC staffing plan and the OHS table of
organization should be revised to include data, medical record support, and quality
consultant teams.

Facility positions should be officially titled by responsibility (quality improvement
coordinator, infection control nurse, etc.) and label nursing positions by assignment so
that workload can be properly assigned.

The Staffing Analysis needs to be augmented to include expected workload at the
proposed Joliet Treatment Center.

All state, vendor and contract position descriptions for OHS and facility positions need
to be provided

The OHS Director of Nursing should be on the same level as the Deputy Chiefs and
Medical Coordinator reporting to the Chief of Health Services not to the Medical
Coordinator.

IDOC should respond to the Monitor’s recommendations on staffing.

IDOC needs to consider all of the Monitor’s recommendations for the Implementation
Plan and respond why they do not believe they are necessary.

IDOC needs to permit the Monitor to provide input as required by the Consent Decree.

Statewide Internal Monitoring and Quality Improvement

Addresses item 11.B.2; I1.B.6.1; I11.B.6.0; I11.L.1;

I1.B.2.

IDOC shall require, inter alia, adequate qualified staff, adequate facilities, and the

monitoring of health care by collecting and analyzing data to determine how well the system is
providing care. This monitoring must include meaningful performance measurement, action
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plans, effective peer review, and as to any vendor, effective contractual oversight and
contractual structures that incentivize providing adequate medical and dental care.
I1.B.6.1. IDOC agrees to implement changes in the following areas: Effective quality assurance

review;

I1.B.6.0. IDOC agrees to implement changes in the following areas: Training on patient safety;,
II.L.1. Pursuant to the existing contract between IDOC and the University of Illinois

Chicago (UIC) College of Nursing, within fifteen (15) months of the Preliminary Approval
Date [April 2020], UIC will advise IDOC on implementation of a comprehensive medical and
dental Quality Improvement Program for all IDOC facilities, which program shall be

implem

ented with input from the Monitor.

OVERALL COMPLIANCE RATING: Partial Compliance

FINDINGS:

The Monitor had asked for the following data and information for these provisions.

L.

Request 5a: Any documents representing new arrangements with SIU or other academic
centers. The Monitor received an email 1/5/22 stating that SIU school of engineering would be
performing a survey of all facilities on medication administration and would visit selected sites to
make an initial assessment,

Request 5.b. Any documents regarding SIU or other academic center proposal with respect to
quality improvement or other services. Received a survey questionnaire of medication
administration (1/5/22), mortality review and dental performance review templates (2/22/22), a
mortality review process map (5/4/22), a peer review flow sheet (5/4/22), and a revised mortality
review template on 5/19/22.

Request 5.c. Any update on the quality improvement program including statewide quality,
facility quality, audit function, performance and outcome measures, adverse event reporting,
patient safety, and process improvement, mortality review, vendor monitoring, data
management. The Monitor received no information. The Monitor does receive and review the
minutes of CQI meetings in the quarterly submission. However, these are not representative of
updated quality improvement practice.

Request 5.e. Update on filled staff by SIU. The Monitor received CVs of a clinical pharmacist
(5/19/22), the Director of Quality Improvement for SIU (2/22/22), and a nurse hired as a quality
specialist (12/17/21).

Request 5.f. Any new plans by SIU to hire process engineers, quality improvement staff,
clinical pharmacist, project managers, other non-support staff. The Monitor received job
descriptions for a clinical pharmacist, physician auditor, administrative assistant audit team, nurse
quality specialists, organizational quality coordinator, quality RN trainer, and two clinical practice
data analysts. The Monitor has been informed that a Director of Quality Improvement for SIU, a
pharmacist and a nurse quality specialist have been hired.

A policy on quality improvement has not yet been finalized. The draft policy sent to the Monitor
was returned to IDOC with comments on 2/25/22. A final policy is not yet completed and there

has not

been a discussion about the policy with IDOC or SIU. As stated in the prior report, this

draft policy fails to describe how the quality program will include required elements of the Consent
Decree.
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SIU has hired two individuals for the quality program: a director of quality improvement who has
a Masters in Environmental Health and Safety and a graduate certificate in psychiatric
epidemiology and a quality specialist who recently worked as a quality technician in private
industry. The Monitor has yet to meet either individual.

The IDOC has still not hired a replacement for the IDOC statewide quality improvement
coordinator nor has IDOC revised the job description for this position. Tasks to do this have been
eliminated from the Implementation Plan.

The Monitor is uninformed about progress in quality improvement. Information about quality
projects is not provided until after initiatives are started. All communication on quality
improvement is channeled through IDOC counsel. This attorney-managed, after-the-fact
communication prevents input from the Monitor until after the initiative is started and is not in
compliance with III. L. 1. of the Consent Decree. The Monitor has not met with any of the key
hires in SIU’s program or had the opportunity since the last report to discuss the progress on
implementation of the CQI program with SIU.

The Monitor was informed by email from IDOC counsel in January of a plan to evaluate the
medication process at several facilities. The Monitor was told that several meetings between IDOC
and SIU and between SIU and the Shawnee facility had been conducted and a survey was designed
to develop understanding of the medication administration process within IDOC. As part of this
process SIU planned to visit several facilities to examine the medication administration process.
IDOC counsel sent the survey to the Monitor on 1/5/22 and the Monitor gave four pages of
comments. The Monitor was not shown the final medication administration survey or any further
work product on this project. While the Monitor believes this process is a good idea, participation
and input from the Monitor would assist SIU in being more effective. The Monitor has not met
with the group visiting the facility(s) and has received no further information. This project was
not included in the latest versions of the Implementation Plan and its status is uncertain.

There has been a single meeting with SIU since the last report. This hour-long meeting was to
discuss a mortality review template. The Monitor gave preliminary comments on the document
which had just been received two days earlier. IDOC sent the Monitor a revised document a few
months later, but there has been no further discussion on the topic.

The 4/20/22 Implementation Plan eliminated tasks to develop a job description for an IDOC
Quality Improvement Coordinator and to hire someone for this position. Also eliminated was a
task for the Agency Medical Director to appoint facility quality improvement coordinators. The
5/31/22 Implementation Plan directs that the Warden and the management team of each facility
would “appoint or hire” the facility CQI coordinator. This is not different from current
arrangements and continues the practice of Warden involvement in health care operations. The
4/20/22 and 5/31/22 Implementation Plans also eliminate four process improvement projects
including performing analyses of medication administration, sick call, access to specialty care, and
chronic care delivery. SIU has already started the medication administration analysis, and why it
is not included in the 5/30/22 Implementation Plan is uncertain. These changes are a regression
and show less commitment of IDOC to attain compliance with the Consent Decree.
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The 5/30/22 Implementation Plan includes 17 tasks involving quality improvement but many are
new and were developed without any discussion or input from the Monitor. One task (53) to
establish a procedure for vaccination was irrelevant to quality improvement. Another task (64)
was a rephrasing of the Consent Decree requirement on physician credentials and also was
irrelevant to quality inprovement. Six tasks>® involved the audit function which will be discussed
in the next section of the report. The Monitor disagrees with these tasks, has had no meaningful
input or discussion with IDOC or SIU about these tasks, and believes these tasks will not result in
a meaningful and independent audit process which will measure compliance against the
requirements of the Consent Decree. Three tasks’'appear to be no different that existing practices
and the Monitor remains unclear about what changes will occur in these tasks that will bring IDOC
into compliance with the Consent Decree. Six remaining tasks>? are all reasonable goals, but the
tasks are not all clearly described or understood and therefore, the Monitor cannot agree with the
tasks as stated and will need to discuss further with SIU. Nine of the tasks®> were new tasks. The
Monitor has not had prior meaningful discussions on these topics nor had prior input been
provided. These were key tasks of the Implementation Plan, particularly establishing the audit
function that was significantly modified from prior commitments.

These 17 implementation plan tasks for quality improvement have not been meaningully discussed
with the Monitor and did not all have input from the Monitor. Because most of these tasks are
poorly understood, the Monitor will need to meet with SIU to discuss these tasks.

Based on abandonment of a prior agreement on an audit process, the elimination of development
of performance and outcome measures, lack of a clear task for adverse event reporting and patient
safety, and lack of understanding of the mortality review program, IDOC’s quality program has
regressed. The Monitor will meet with SIU to discuss their plan. This item remains in partial
compliance.

RECOMMENDATIONS:

5049, 50, 51, 52, 57, and 58

5! Task #55 is to create a process to report med errors and medical incidents. This process already exists and the
task does not indicate how it will be different from the existing task. This task also will be a paper task which will
be ineffective. Task #56 is a task to have monthly facility quality improvement meetings. The task is unclear
regarding how this is different than existing quality improvement meetings. Task #59 describes that facility
physicians will produce a mortality summary for all deaths. This is a current practice which is ineffective. The task
does not describe how this task will change the current practice to more effectively bring IDOC into compliance
with the Consent Decree.

52 Task #48 describes development of a quality improvement plan which appears reasonable. There has been no
prior discussion with IDOC or SIU about this goal and no opportunity to have input or to discuss what was being
planned. Task #54 is to develop a systems leadership council which is also something that the Monitor has
recommended. Unfortunately, the Monitor was not made aware of the details of this plan. Task # 60 is a task to
develop a mortality review committee but the details of how this will work are unclear. SIU should have had a
discussion with the Monitor on how they intend to make this committee function. Task #61 is to develop a peer
review process. Again, the details of this are unclear and should have been discussed in advance. Task #62 is to
develop “formal process revision” but details of how SIU will conduct these has not been discussed. SIU should
meet with the Monitor to describe the proposed process. Task #63 is to develop training in “quality, audit
techniques, data quality, and analysis, and process-revision”. The Monitor has concerns about facility staff
performing audits with respect to the auditing process and is unaware of SIU’s plans for the training and will need to
meet with SIU on their plans.

5348, 49, 50, 51, 52, 54, 58, 59, and 60
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(98]

IDOC needs to permit the Monitor to determine the manner of how assistance and
input is provided to IDOC including the agenda, the schedule, and attendees. IDOC
counsel should not be responsible for controlling the schedule, manner of meeting, or
attendees of meetings the Monitor needs in order to provide input or assistance on the
quality improvement program or Implementation Plan. The Monitor has
recommended and continues to recommend a working group for this purpose.
The quality program implementation plan needs to include assistance and input from the
Monitor to include:
a. Structure of the statewide and facility level quality programs including quality
committees at both the State and facility level.
Development of an audit instrument;
Hiring of audit teams and development of the audit instrument;
Implementation of the audit function;
Implementation of integrating audit findings into the quality program;
Determining the need and hire personnel for a data team to extract data from the
electronic medical record and other sources for purposes of validating
performance. Staffing recommendations are found in the Monitor’s 2" Report in
the Medical Records section.
g. Include expert system engineering consultation in augmenting quality
improvement efforts;
h. Develop and maintain through its data team a performance and outcome
dashboard;
i. Develop and implement a standardized adverse event system statewide; and
J. Implement consultation and training expertise to facilities on how to perform
quality improvement.
Revise the position description of the statewide Quality Improvement Coordinator.
Revise the Implementation Plan and Staffing Plan to address the requirements of the
Consent Decree with respect to quality improvement taking into consideration the need
for statewide efforts.
The current statewide Quality Improvement Coordinator and facility quality
improvement coordinators should undergo Institute for Healthcare Improvement Open
School training on quality improvement capability and patient safety and undergo six
sigma green belt training sufficient for a senior level quality leader.
Incorporate data team, quality improvement consultants, and process improvement staff
into the Staffing Analysis and the OHS table of organization.
Utilize concepts of the UIC draft quality program in new quality proposals including:
a. An OHS statewide quality committee to oversee quality statewide.
b. Audit teams to audit facilities once a year and identify opportunities for
improvement that form the corrective action items for facility quality teams.
c. Mortality review teams embedded in audit teams.
d. Data and information technology teams that work centrally and support the
electronic record and obtain data for statewide quality efforts.
e. Inclusion of process improvement staff (system engineers) who work statewide
to solve systemic issues, improve quality, improve processes, and reduce cost.

mo a0 o

29



Case: 1:10-cv-04603 Document #: 1579 Filed: 08/09/22 Page 30 of 292 PagelD #:23505

f.  Quality improvement consultants who train facility staff and mentor them in their
quality projects.
8. Dental Director to work with QI to determine adverse reporting, audit instrument,
process improvement, outcome and performance measures, and quality improvement
reporting requirements for the dental program.

Audits

Addresses item 11.B.9

I1.B.9. The implementation of this Agreement shall also include the design, with the assistance
of the Monitor, of an audit function for IDOC'’s quality assurance program which provides for
independent review of all facilities” quality assurance programs, either by the Office of Health
Services or by another disinterested auditor.

OVERALL COMPLIANCE RATING: Noncompliance

FINDINGS:

The Monitor asked for the following information with respect to this report.

1. Request 5.c.iii. Any data or information to update work on the quality improvement
program including the audit function. Nothing was provided.

2. Request 5.f. iv. Any new plans for SIU or other academic center to hire quality
improvement staff. A link was sent to postings for audit team members without any explanation
of how these individuals fit into the audit process.

3. Request 23. Any audits related to the Consent Decree item I1.B.9. No information was
provided. To the best information the Monitor has, no audits have yet been performed so there
would be no available information.

IDOC previously sent the Monitor a draft of a quality improvement policy which did not include
any reference to the audit program which is integrally related to the quality improvement program.
The policy was returned to IDOC with comments in February, 2022 but the Monitor has not had
any further response from IDOC with respect to changes to the policy or its implementation.

The Monitor learned about a significant change in the plan for quality improvement from the
4/20/22 IDOC Implementation Plan. That plan restructured the audit program with implications
for the quality improvement program. The Monitor had no input into the change as required by
the Consent Decree and only learned about it after reading the revised Implementation Plan.

Since at least June of 2020°* IDOC has committed to an audit process with a team of independent
auditors responsible for auditing facilities annually. This early commitment was reaffirmed in the

54 In the 6/12/20 Implementation Plan (page 4), IDOC stated, “IDOC is prepared to hire staff to manage the audit
process. A team of auditors will be established, ideally consisting of a physician, a mid-level provider, and 1-2
nurses. The team will be responsible for auditing each facility on a biennial basis producing a report of their
findings. OHS will collaborate with the Monitors and the audit team to develop an audit instrument. The
audit team will also be responsible for performing mortality review and preventable adverse event
evaluations. Deficiencies and opportunities for improvement, identified by the audits, will be referred to the
respective facility’s quality improvement program for corrective action. Deficiencies identified in audits,
performance and outcome measures, and incident reports will form the initial basis for quality improvement
efforts”.
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May 2021 bi-annual report®>. This was to include independent auditors from SIU auditing
facilities, producing reports and identifying corrective actions for facility CQI programs to
undertake. The Monitor was to collaborate on development of an audit instrument. This agreed-
to process was dramatically changed with the submission of the 4/20/22 IDOC Implementation
Plan. The entire process as described in the 4/20/22 plan was not well understood by the Monitor
or his consultants. The Court had directed IDOC to make the IDOC’s consultant available to the
Monitor and on 5/4/22 an hour-and-a-half call took place with most of the time dedicated to
IDOC’s explaining their changes to the Implemantion Plan including for the audit process. There
was no time during this call for the Monitor to give input. SIU was not invited to participate on
the call. The day prior to the meeting, IDOC sent the Monitor a newly designed process map
overview of the quality program which gave little time for review of the document.

The 4/20/22 Implementation Plan states that a SIU clinical quality group will design and oversee
quality audits which are performed by “facility champions”. Details of who performs the audits
were not defined in the 4/20/22 Implementation Plan or in the process-map of the quality
improvement program sent on 5/3/22. The process map defined that the SIU clinical quality group
would “oversee” the audit. The clinical quality group would evaluate and validate findings and
determine if corrective action is necessary. If a corrective action was needed it would be assigned
to the facility by the clinical quality group. This was a dramatic change as SIU would no longer
perform the audits and development of an audit instrument was eliminated. Instead of an audit
instrument developed with the Monitor, IDOC substituted “clinical quality indicators” chosen by
SIU as a methodology for performing audits. These will not address the entire scope of clinical
care and are unacceptable as an audit instrument. In the final 5/30/22 Implementation Plan, IDOC
modified the process and stated that the SIU audit team will conduct these audits until IDOC staff
are trained to conduct them.

The 4/20/22 and 5/30/22 versions of the Implementation Plan describe a second auditor, the IDOC
healthcare compliance unit.>® According to the quality improvement process flow map provided
on 5/3/22, the healthcare compliance unit will design a compliance audit, create benchmarks for
compliance, oversee the audit, and assign corrective action plans to facilities who don’t meet
compliance with policies. They will also monitor corrective action plans they assign and monitor
grievances. The methodology for these audits has not yet been shared with the Monitor. The
healthcare compliance unit is part of the existing IDOC compliance unit that already performs
external reviews of facilities. Previously, a Regional IDOC nurses or someone similar would
perform the medical parts of these audits for the compliance unit. The compliance unit has hired
a nurse as their medical compliance administrator. Her curriculum vitae gives her responsibilities

55 In the May 2021 semi-annual report IDOC stated that it was imminently compliant with an independent audit
function. On page eight of that report, IDOC stated that audits would be performed by two audit teams which were
“perfectly aligned with the Monitor’s recommendations in his second report”. In that 2"¢ report, the Monitor
recommended that the audit teams audit facilities once a year based on an audit instrument developed in
conjunction with the Monitor. Each of two audit teams would consist of a physician, mid-level provider, and
1-2 nurses and a part time dentist. Each audit would result in a report that would include mortality reviews
relevant to each facility for that period. These reports would form OHS regarding opportunities for
improvement that would be funneled to the facility CQI committee who would follow up on corrective
actions.

56 This is the existing external auditing team that has been conducting performance-based audits on all IDOC
facilities including their health programs for years. This unit is controlled by custody.
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in her current position as “developing and implementing policy affecting standards of care, ethics,
and licensing requirements for health and mental health services statewide”. She will conduct
audits of administrative directives and will direct development and implementation of systemic
monitoring and assessment of processes related to standards of care. Her prior responsibilities
included being an assistant warden at Elgin Treatment Center, a HCUA at Pontiac, and a Director
of Nursing at Pontiac. IDOC is required by the Consent Decree to develop, with assistance of the
Monitor, a comprehensive set of health care policies which is to cover all aspects of the health care
program. This is the first the Monitor has learned that the Compliance Unit will direct
development of policies for IDOC and then audit against those policies. This is inconsistent with
the Consent Decree as the Monitor is to assist in the process of developing policies and in
development of an audit instrument.

This new process is a dramatic departure from prior commitments of IDOC and prior agreements
with the Monitor specifically: 1) to have an independent group perform the audits; 2) include a
physician, mid-level provider and nurse on the audit team; 3) develop the audit instrument with
the Monitor; and 4) auditors would train with the Monitor. None of this will now happen and the
new process was developed without input from the Monitor which is required.

This dramatic change has undone two years of IDOC commitment to an external independent
audit team performing audits.

The new plan nearly replicates the existing system of auditing with some minor modifications.
The Compliance Unit already designs and performs external audits of the IDOC medical
program against administrative directives and had done so for many years and this type of
auditing has produced the system that currently exists. This will not be an independent audit by
a disinterested auditor. Facilities currently audit their own clinical care. The one difference in
the clinical audit is that SIU will utilize clinical outcome measures as the audit instrument and
will temporarily conduct audits until sometime in the future when facility staff will conduct the
audits. In its May 2021 semi-annual report, the IDOC stated that it was imminently compliant
with an independent audit function and that audits would be performed by two audit teams which
were “perfectly aligned with the Monitor’s recommendations in his second report”. The
5/30/22 Implementation Plan is not perfectly aligned with the Monitor’s recommendations. The
Monitor’s 2™ report was clear in stating, “if the audit instrument is not comprehensive, the audits
will fail to internally monitor efforts to comply with the Consent Decree”.>’ Unfortunately,
IDOC has done what the Monitor warned in 2020 would happen.

The Monitor’s opinion is that this process as recently re-designed is neither independent or
different than the process that currently exists. The audit process is being designed without
Monitor input. For all these reasons, this provision is noncompliant.

RECOMMENDATIONS:
1. Implementation of the audit function needs to include:
a. OHS, SIU, and Monitors to develop audit instrument.
b. Determine the scope of work for the audit team.

57 Page 40 Monitor’s 2™ report, 8/6/20.
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Hire the audit team.
Audit team to train with Monitor on site visits.

e. OHS, the audit team, and the Monitor need to develop a contract monitoring
instrument based on audit, performance and outcome measures, staffing, and
adherence to Consent Decree.

f. Audit team to deliver contract monitoring reports to Monitor and OHS
leadership; obtain feedback; and take any necessary corrective action.

g. Develop infection control monitoring elements to be part of safety and sanitation
audits.

h. Develop safety and sanitation audit instrument that include survey of all clinical
spaces, equipment, supplies, etc.

1. Test safety and sanitation audit instrument that include survey of all clinical
spaces, equipment, supplies, etc.

j-  Develop questions necessary to demonstrate compliance with dental program
items III.K.1-13. Consider and determine who is to perform dental audits.

k. Include mortality review and vendor monitoring as part of audit team
responsibility.

1. Integrate performance and outcome measures and adverse event monitoring into
audit results.

2. Audits should result in a report that lists opportunities for improvement that are
addressed through the quality improvement process. Follow up should occur until a
problem is satisfactorily resolved.

o o

Performance and Outcome Measure Results

Addresses items I1.B.7

I1.B.7. The implementation of this Decree shall include the development and full
implementation of a set of health care performance and outcome measures. Defendants and any
vendor(s) employed by Defendants shall compile data to facilitate these measurements.

OVERALL COMPLIANCE RATING: Noncompliance

FINDINGS:
The Monitor asked for the following information with respect to this report.
1. Request 5.c.iv. Any data or information to update work on the quality improvement
program including performance and outcome measures. No information was received.
2. Request 24. Any documentation of progress in development of performance and outcome
measures. No information was received.

On 5/5/21, IDOC sent the Monitor a sample of performance and outcome measures. The IDOC
asked for the Monitor’s comments which were provided in the 4" report including an appendix
of measures that could be considered. The Monitor received no further information on this
effort. The 12/30/21 version of the Implementation Plan included one task for performance and
outcome measures which was that OHS would develop and implement performance and outcome
measures and would have a team lead by a data manager develop data collection methodology to
acquire the data for these measures. No further discussion occurred and IDOC has not provided
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any further updates on the performance and outcome measures.

In the 4/20/22 Implementation Plan, IDOC eliminated the prior commitment to produce a set of
performance and outcome measures and to create a centralized quality improvement dashboard.
There were five tasks in this Implementation Plan under a heading of “performance and outcome
measures”, but none of them addressed performance and outcome measures. IDOC has not
solicited or accepted input from the Monitor on this issue. In a subsequent call on 5/4/22, the
consultant to IDOC stated that IDOC would use national guidelines to develop outcome
measures that facilities would use to audit themselves as described in task #51 of their 4/20/22
Implementation Plan. The final Implementation Plan of 5/31/22 has no tasks to develop or
implement a set of performance and outcome measures. However, IDOC appears to propose as
an Implementation Plan task to develop outcome measures that will form clinical indicators in
the audit process. This will not be satisfactory as an audit and is not consistent with development
and full implementation of a set of health care performance and outcome measures.

It appears that IDOC has abandoned implementation of a set of performance and outcome
measures and a dashboard to represent facility performance on these measures. Because no
progress has been made and with IDOC now eliminating its commitment to performance and
outcome measures, this provision remains noncompliant.

RECOMMENDATIONS:

1. The performance and outcome measures should be centralized and based on obtaining
data automatically from the electronic record, laboratory, and other sources. Measures
should be presented on an electronic dashboard that can be viewed at any workstation in
any facility statewide.

2. Performance and outcome measures should be used by facilities as a guide to their
performance and to inform the quality program of necessary improvements.

3. Include performance measures in the Implementation Plan which should include:

a. Who will maintain this dashboard?
b. How will data be displayed to staff and how OHS intends staff to use the
dashboard?
c. Development of a glossary of definitions including
i. A narrative definition of the metric
ii. Numerator and denominator
iii. How the metric is calculated
iv. The data source
v. Reporting frequency
vi. A goal.
d. How will measures be integrated into the quality program.
4. Include this provision in a quality improvement work group.

Adverse Event and Incident Reporting Systems

Addresses Items I1.B.6.m; II.B.6.n
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II.B.6.m. /IDOC agrees to implement changes in the following areas: Preventable adverse event
reporting;

II.B.6.n. IDOC agrees to implement changes in the following areas: Action taken on reported
errors (including near misses);

OVERALL COMPLIANCE RATING: Noncompliance

FINDINGS:

The Monitor asked for the following information with respect to this report.
1. Request 5.c.v., Any data or information to update work on the quality improvement
program including adverse event reporting. No information was received.
2. Request 25. Any documentation of progress toward an adverse event reporting system. No
information was received.

None of the four recommendations from the last report were accomplished.

There were three tasks in the 12/30/21 Implementation Plan on adverse event reporting and
patient safety. These were tasks 32, 33, and 34. These included tasks to develop an adverse
event reporting system, to analyze the data in an adverse event reporting system, and to use data
from adverse event reporting to create a patient safety program.

The Monitor had four differences with this task including:

1. The IDOC would not commit to obtaining necessary software to track adverse events. If
the software was not obtained IDOC should plan for how to develop such software. To
manage this with a paper process would be extremely difficult.

2. IDOC did not assign a person with sufficient data management skills to manage, collect

and present the data.

There needs to be a task to review and categorize adverse events by type of event.

4. IDOC should consider establishing a patient safety committee to address results of
findings.

(98]

In the 4/20/22 Implementation Plan, IDOC eliminated these tasks and substituted two tasks.
Task 18 in the 4/20/22 Implementation Plan is to “develop a policy about the requirement of
reporting adverse events, medication errors and potentially ineffective processes that require
streamlining or error-proofing”. Task 83 is to “create a process to report med errors and medical
incidents”. The process describing this is to create a centralized document for reporting
incidents such as medication errors and falls. Both of these tasks merely restate the Consent
Decree but do not describe how they will do this. Aside from centralizing data collection of
adverse events, these tasks merely describe the existing processes in place without describing
what will be different in order to come into compliance with the Consent Decree. The Consent
Decree requires that IDOC implement changes in preventable adverse event reporting. This is
not accomplished with these two tasks. There were no changes with respect to adverse event
reporting in the 5/31/22 Implementation Plan.

All of the 12/30/21 tasks were eliminated in the 4/20/22 Implementation Plan and the four
additional Monitor recommendations were also not considered. The two tasks in the 4/20/22
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Implementation Plan merely replicate existing processes and offer no change from what
currently exists. IDOC is not implementing any changes in preventable adverse event reporting
that will be effective in making an adverse event reporting system work. For that reason, this
provision remains noncompliant.

RECOMMENDATIONS:

1. IDOC needs to develop an adverse event and incident reporting system. This system
should be electronic and centralized. This can be through 3™ party software or
internally developed through the quality committee using the internal data team.

2. Adverse event reporting needs to have capacity to allow anonymous reports. Staff need
to be encouraged to reports errors and believe that report of errors will not result in
discipline.

3. Adverse event reporting needs to be supported and maintained by the OHS. Data from
this reporting system must be integrated into the quality program.

4. Implementation of the adverse event reporting system should be integrated into a quality
improvement work group.

Vendor Monitoring

Addresses 11.B.2.

I1.B.2. IDOC shall require, inter alia, adequate qualified staff, adequate facilities, and the
monitoring of health care by collecting and analyzing data to determine how well the system is
providing care. This monitoring must include meaningful performance measurement, action
plans, effective peer review, and as to any vendor, effective contractual oversight and
contractual structures that incentivize providing adequate medical and dental care.

OVERALL COMPLIANCE RATING: Noncompliance

FINDINGS:
The Monitor asked for the following information with respect to this report.
1. Request 5.c.viii. Any data or information to update on the quality improvement program
including vendor monitoring. Nothing was received.
2. Request 26. Any vendor monitoring reports statewide and for each facility. None provided

The lack of data related to vendor monitoring includes monitoring of peer review or contractual
monitoring.

Task 92 of the 4/20/22 Implementation Plan has a task that states the IDOC leadership will
ensure that the vendor contract complies with all Court orders, policy and procedures of IDOC.
This task rephrases the Consent Decree and there are no tasks that delineate how this will be
done. Task 53 states that OHS leadership will review vendor policies to verify that they are in
agreement with IDOC’s policies. The vendor’s policies are not utilized so it isn’t clear what the
purpose of this task is. Task 48 states that the compliance team will monitor the vendor
contract. The compliance team plans to audit every facility against administrative directives but
already does this. It is unclear what changes will occur to bring IDOC into compliance with the
Consent Decree.
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IDOC has provided no monitoring reports on the vendor and there is no evidence of any
monitoring reports being done. Because there has been no progress on this issue, this item
remains noncompliant.

RECOMMENDATIONS:
1. IDOC needs to develop a meaningful vendor monitoring system that monitors quality of
care, physician quality, and ability to hire contracted staff against contract requirements.
This can be joined with the audit process. Monitoring should be standardized across
facilities so comparisons can be made. The Monitor’s recommendation is to provide this
service through the audit team.

Mortality Review

Addresses items I1.B.6.i; III.M.2;

IL.B.6.i. IDOC agrees to implement changes in the following areas: Morbidity and mortality
review with action plans and follow-through;

II1I.M.2. Mortality reviews shall identify and refer deficiencies to appropriate IDOC staff,
including those involved in the Quality Assurance audit function. If deficiencies are identified,
corrective action will be taken. Corrective action will be subject to regular Quality Assurance
review.

OVERALL COMPLIANCE RATING: Partial Compliance

FINDINGS:
The Monitor asked for the following information with respect to this report.

1. Request 27: Asked to receive quarterly a mortality list with data including name, IDOC #,
date of death, date of birth, age, date of incarceration, facility at time of death, category of
death, autopsy done with date, mortality review completed. Received one list of deaths up to
12/19/21 without information about autopsy, mortality review date, or date of incarceration.
COVID information was unclear. Some cause of deaths included COVID when IDOC did not
indicate COVID as a cause of death and some cause of deaths did not include COVID but IDOC
indicated they died of COVID.

2. Request 28: Asked for copies of OHS mortality meeting minutes to date. None were
provided.

3. Request 29: Asked for vendor death summaries. A few were provided but were mixed in with
a 600-page pdf making it difficult to find them and impossible to use effectively.

4. Request 30: Asked for copies of IDOC mortality reviews including check list, taxonomy,
and autopsy reports as they occur. None were provided.

5. Request 31. Asked for autopsies as they occur. Very few were provided.

6. Request 32. Asked for copy of death record for 2 years of record as deaths occur. Only 30
received.

The information received, based on the Monitor’s request, verifies that IDOC does not yet track
deaths well, does not perform mortality reviews, does not obtain or track autopsies, and does not
obtain a copy of the death records in a standardized manner. There is no evidence that vendor
mortality review summaries are used. The Monitor received only 30 death records for the six-
month period of the report. Some of these included only six months of the record. A tracking
log was requested quarterly but was only sent once before this report and does not contain all
information requested. This log contained deaths until December of 2021. An updated log was
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not received. Over the past five years, through 2021, there were 573 cumulative deaths with
cause of death listed for 463 (80%) of deaths. Only 59 (48%) of 124 deaths on the 2021 log had
a cause of death. Unknown causes of deaths are present in every year.

IDOC had three tasks in their 4/20/22 Implementation Plans related to mortality review (tasks
13, 87, and 88). The 5/30/22 version of the Implementation Plan had tasks that were identical.
In task 13, IDOC will write a policy on mortality review which was initiated over a year ago and
remains incomplete. In task 87, IDOC states facility medical staff will review and summarize all
deaths. This is an existing process which is ineffective and identifies no problems or corrective
actions. Task 88 concerns establishment of a mortality review committee to discuss all deaths.
This SIU committee will consist of physicians, mid-level providers, nurses and other allied
medical practitioners. Someone unspecified will assign a member of the group to review each
death. This presumably can be a physician, mid-level provider, nurse or an allied health
practitioner. The reviewer will use the facility mortality summary and complete the Mortality
Template and then discuss findings with the committee who will decide whether the death was
preventable and whether something could or should have been done in the course of delivering
care. The policy and procedure for how this work will be integrated into the quality program is
still incomplete. The template is inadequate with respect to identification of problems which is a
requirement of the Consent Decree. Further discussion with SIU is necessary.

The two mortality review topics discussed with IDOC since the last report (mortality review
template and collaboration with SIU on mortality review) were not included as tasks in the
Implementation Plan. That which IDOC is actually planning and doing is not present in the
Implementation Plan but needs to be.

The following are the data on deaths since 2017 as provided by IDOC.

Annual Deaths IDOC 2017 to 2021

Year 2017 2018 | 2019 | 2020 2021
Deaths 104 83 94 168 122
Cause of Death Stated * 100 80 86 138 59
COVID related 70 22
Deaths not COVID 104 83 94 98 100

* The casuse of death reported by IDOC significantly under reported COVID-
19 deaths, which were estimated by the Monitor based on having COVID -
19 infection and a cause of death likely to be from COVID-19

Of the 80% with a listed cause of death, the top five causes of death are listed below. COVID
deaths only occurred in two years, 2020 and 2021. COVID was the leading cause of death in
each of those years. COVID deaths were not well tracked. When COVID was the cause of
death it was separately listed but this did not consistently agree with the cause of death provided
on the mortality list.
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Top 5 Causes of Death IDOC 2017-2021
Cancer 100
Heart disease 93
CoVvID 92
Serious infection including sepsis 34
Suicide 22

Over the five years, there were 15 deaths due to end-stage liver disease and five death due to
primary liver cancer. These deaths are potentially preventable with early treatment for hepatitis
C. On average, there were 20 cancer deaths a year The cancer deaths are the number one cause
of death in IDOC over the five years of data reviewed. In the death reviews completed by the
Monitor, cancer deaths were all in cancers that were diagnosed late-stage. Many could have
been diagnosed earlier and were thereby possibly preventable deaths. Cancer care is not good,
largely because of failure to conduct preventive cancer screening, failure to timely diagnose the
cancer, and failure to effectively coordinate follow up care.

SIU is beginning implementation of a mortality review process. As the mortality review process
is evolving the Monitor’s involvement is after-the-fact. The Monitor was given a mortality
review template and a process flow-map of the mortality review process after the documents
were designed and without having given input. A process flow-map of the mortality review
process was provided without any prior or subsequent discussion. The Monitor had one hour-
long conference call, that included the SIU Executive Director of Correctional Medicine, since
the last report. The mortality review template was provided to the Monitor without explanation
two days before the meeting. Some preliminary comments were provided to IDOC and the
template was amended. The Monitor remains uncertain of how the process will be designed to
work.

Based on information provided by IDOC, the current process is that STU will assign someone®®
to perform a mortality review using a mortality review template. Recently, IDOC informed the
Monitor that five physicians in the Department of General Internal Medicine, including the chair
of the Department will perform the reviews. Information regarding the extent of the medical
record that will be given to the reviewers is unknown.

The Consent Decree calls out specific requirements for mortality review stating, “Mortality
reviews shall identify and refer deficiencies to appropriate IDOC staff, including those involved
in the Quality Assurance audit function. If deficiencies are identified, corrective action will be
taken. Corrective action will be subject to regular Quality Assurance review”. This implies
identification of deficiencies.

It is unclear to the Monitor how the template will be used to identify deficiencies. The template
that will be used is a collection of 52 yes/no or closed-ended check-the-box questions. Four
additional responses are text entries. Most of the questions are demographic or descriptive in
nature. Binary and check-box questions are quantitative in nature, are fixed and immutable, and
will not lead to identification of all systemic or non-systemic deficiencies. The template includes

58 It is unclear if this is a physician, nurse, or a clerk.
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nine “check-box” categories that comprise the only reference to deficiencies. Thereby, only the
nine deficiency types will be identified. While the mortality template is an excellent way to
obtain data on deaths that can be used as a quantitative research tool, it is not a good tool to
identify deficiencies or to evaluate processes of care. Deficiencies are where you find them and
are difficult to categorize as each death is an interaction of a patient with a unique panel of
disease issues which interact with a specific health care organization. Identification of
deficiencies in this context is more amenable to a process analysis similar to a modified failure
mode and effects analysis®® (FMEA) because each death will represent a different set of
circumstances. In this approach, each death is reviewed individually identifying unique process
failures, clinical failures, and support failures that contributed to the death or are patient safety
risks in this unique individual with a unique set of circumstances. The failures and safety risks
are eliminated with corrective actions. This type of analysis is in line with requirements of the
Consent Decree.

As constructed, the template will not identify all deficiencies. As an example, in the first two
deaths the Monitor reviewed for this report, there were 27 opportunities for improvement®
identified. None of the 27 opportunities for improvement identified by the Monitor were on the
list of nine deficiencies in the IDOC mortality review template. Some of these included
significant problems such as the following.

1. On multiple occasions, providers evaluated patients without taking an adequate history or
performing an adequate physical examination. Not a single evaluation took place for
which an adequate history or examination was performed. The vendor should institute an
expectation and instruction on how to perform an adequate history and physical
examination and should be identifying these problems in order to take corrective action.
No supervision was apparent.

2. Laboratory tests were repeatedly ordered but not done at this facility. This problem
should be addressed in the quality improvement program.

3. The patient was started on a drug (Sinemet) without any history or examination which is
unsafe care. The IDOC should discuss what oversight the vendor provides for its
physicians.

4. The patient was not provided an ordered diet for a couple months. It is not clear how
long his diet was missed.

5. The EKG machine was not working calling into question whether routine inspections of
equipment occur. The quality program should have results of checks of equipment. This
should have been monitored and corrected.

6. OHS needs to work with custody leadership to ensure that persons with cognitive
disorders are not subjected to custody punishment for behavior that is related to their
cognitive disorder. Patients with dementia should not be placed on segregation status.
Training needs to be instituted for all professional and custody staff on how to properly
manage aggressive patients with dementia. In all cases these types of patients are not to
be punished for their behavior.

7. OHS should initiate a root cause analysis of use of indwelling catheters in elderly patients
on infirmary units. Use of indwelling catheters should be consistent with contemporary

59 A qualitative method of analysis that identifies safety risks in a process and identifies potential solutions to correct
the risk.
60 This is a term frequently used in quality improvement as a substitute for a “deficiency”.
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standard. The indication of indwelling bladder catheter in this patient was not clear and
unstated.

8. OHS needs to perform an analysis of how to care for patients with dementia and to
establish rules for transfer to a higher level of care or for nursing home care. Use of
typical housing for patients with dementia needs review as it may exacerbate their
cognitive problem.

9. Review of hospital records was not apparent in the medical record. The vendor should
review care by its providers to ensure that provider review all hospital records and
recommendations and document review of these and modify therapeutic plans
accordingly.

If the mortality review template is actually used as the form to accomplish a mortality review
most deficiencies and patient safety risks will not be identified. IDOC’s new process does not
show how that will be done.

In summary, IDOC has initiated a mortality review process without sufficient input from the
Monitor. The process will include having a group of SIU physicians use the mortality review
template on a sample of records selected by the Chief OHS in the near future. The IDOC has not
included this described process in the Implementation Plan including the process for capturing
and analysis of data obtained. The mortality review process is vague on how deficiencies will be
identified and the template used for mortality review will not capture deficiencies as identified
by the Monitor in recently reviewed records. Identified non-systemic deficiencies will be
referred to facility quality committees to address and monitor. But facility quality programs
currently have no staff trained or capable of doing this and have other assigned duties that limit
their ability to correct process problems. The current process does not describe how facility staff
will be trained or how they will have the time to perform these duties.

The Monitor is encouraged by SIU’s involvement but needs more contact with them. Given
what has been designed, the process is likely to be iterative and the Monitor expects it to change
as more experience is gained. The basic concept should be to find problems wherever they occur
with the aim of improving quality of care. That is not in evidence in the current data collection
mortality review format. The short-term metrics should be to complete meaningful reviews and
identify opportunities for improvement on each review. Medium-term objectives should be a
benchmark proportion of opportunities for improvement that inform new or existing quality
improvement projects. Long-term objectives should be to measure change in outcomes based on
improvements made in quality improvement projects to include mortality rate, unnecessary
hospitalization, improved performance, and rates of bad outcomes (e.g., sepsis, late-stage cancer,
etc.).®! The Monitor suggests that SIU include a nurse and pharmacist in the initial mortality
reviewers. Mortality reviews should not be assigned to a single person but to a group of
individuals each with a different professional perspective. The Monitor suggests a provider, a

81 These goals are proposed by Jeanne Huddleston, MD, Associate Professor of Medicine and Chair of Morbidity &
Mortality Council at Mayo Clinic as described in the slide show Putting Mortality Review to Work -The Enormous
Pay Off. See also Jeanne Huddleston, MD, Daniel Diedrich, MD, Gail Kinsey, RN, Mark Enzler, MD, and Dennis
Manning MD; Learning from Every Death, Special Article, Journal of Patient Safety March 2014 can be found and
downloaded at https://www.researchgate.net/profile/Jeanne-
Huddleston/publication/260270862 Learning From Every Death/links/5b3691404585150d23e5028c/Learning-
From-Every-Death.pdf?origin=publication detail
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nurse and a pharmacist. Use of a pharmacist is currently recommended due to the broken and
dysfunctional medication ordering and administration processes. Use of the pharmacist can be
confined to those patients on polypharmacy or those with medication issues as identified by the
nurse or physician reviewers. The Monitor also suggests that the SIU reviewers and the Monitor
review the same records to compare notes. There will be a multitude of aspects of correctional
practice that the SIU reviewers will be unaware of and the collaboration will enhance SIU’s
ability to understand internal aspects of the program which they may be unfamiliar with.

The mortality review policy is not completed. It is still unclear how mortality review will be
conducted, how deficiencies will be identified, how corrective actions will be undertaken, and
how identified problems will be integrated into the quality program. These are essential
requirements of the Consent Decree. SIU is working on a data collection template that will be
used to obtain data and information. This data collection process has not yet been implemented.
Currently, mortality review is not being performed and the process for completing mortality
review is not described in policy or procedure. The process that IDOC is contemplating is not
evident in the current Implementation Plan. The Monitor strongly suggests that SIU begin using
the template in an iterative way and to collaborate with the Monitor team in developing a
reasonable mortality review process that can inform quality improvement projects to improve
outcomes. The Monitor will meet with SIU to discuss mortality review in the near future.

Appendix B contains the mortality reviews completed by the Monitor. Each review has multiple
opportunities for improvement that contain recommendations to improve care.

RECOMMENDATIONS:

1. Provide all death records to the Monitor as they occur. These should include two years
of all aspects of the paper record. The Monitor and his consultants should all have
remote access to the electronic record for every site that implements the electronic
record.

2. All deaths should include an autopsy.

3. Provide a tracking log of all deaths at least quarterly. This log should include name,
IDOC #, date of death, age, date of incarceration, facility at time of death, category of
death, cause of death, whether the death was expected or unexpected, whether an
autopsy was done and the date of the autopsy. The log should also include whether a
mortality review has been completed.

4. A mortality review should be performed for each death by an audit team. The mortality
review needs to include at a minimum:

Date of review

Patient name

IDOC number

Date of death

Age and date of birth

Facility at the time of death

Place of death (e.g., hospital, infirmary, etc.)

Category of death (natural, homicide, suicide, etc.)

Expected or unexpected death

S BRI e A o
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10.

11.

Cause of death
Mental health diagnoses
Medical diagnoses
. IDOC problem list
Medications at facility at the time of death
Case summary®? that includes both nursing and physician input that includes a
summary of the care of the patient for their illnesses and care related to the cause
of death or care that needs to be highlighted to identify opportunities for

op g T

improvement.
p. Autopsy diagnosis
q. Documentation of opportunities for improvement and recommendations for

corrective action when appropriate
r. Identified opportunities for improvement need to be evaluated by the OHS
quality committee. That committee needs to decide if corrective action and what
corrective action is appropriate and assign responsibility for corrective action
either to the facility quality committee or to an OHS responsible party. The OHS
quality committee should monitor progress on resolution of the corrective action
until it is completed. The facility quality improvement meeting minutes need to
document their progress in resolving corrective action.
The quality improvement discussion regarding mortality review should be educational
with a goal towards improving care.
Line staff employees should have an opportunity to provide anonymous information
regarding events surrounding a death with an aim toward improving patient safety. A
process for this should be established.
The quality improvement coordinator and audit teams should conduct follow up with
facility quality programs to monitor actions taken to improve care based on information
learned from mortality review.
SIU should begin using the mortality review template in an iterative manner to initiate
mortality review.
The opportunity for improvement section should be open ended to include findings in the
record. These should be captured as data elements if possible.
A nurse and a pharmacist should be added to the group of SIU physicians who will
complete the template. The pharmacist should be utilized on patients with polypharmacy
or on patients determined by the physicians or nurses who have pharmacy issues.
SIU and the Monitor should establish a working group on quality to include mortality
review.

Medical Records

Addresses item I1.B.4; II1.E.3; III.E.4; I11.G.3

I1.B. 4.

No later than 120 days after the Effective Date of this Decree, IDOC shall have selected

an EMR vendor and executed a contract with this vendor for implementation of EMR at all
IDOC facilities. Implementation of EMR shall be completed no later than 36 months after
execution of the EMR contract.

%2 For deaths that involve suicide
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HIL.E.3. IDOC shall abandon “drop-filing”.

ILE.4. The medical records staff shall track receipt of offsite medical providers’ reports and
ensure they are filed in the correct prisoner’s medical records.

I1.G.3. IDOC shall use best efforts to obtain emergency reports from offsite services when a
prisoner returns to the parent facility or create a record as to why these reports were not
obtained.

OVERALL COMPLIANCE RATING: Noncompliance

FINDINGS:
The Monitor asked for the following information with respect to this report.
1. Request 6. Any documents or summary of plans for a new electronic record. No documents
received.

Approximately two and a half years after IDOC was to have a contract with a medical record
vendor, IDOC still does not yet have a contract for an electronic medical record. IDOC states
in a revised Implementation Plan on 4/20/22 that a contract would be signed in the near future
and the electronic medical record will be fully implemented by August of 2025.

IDOC has provided no evidence that “drop-filing” has been eliminated. Information regarding
tracking of receipt of offsite medical providers’ reports was asked for but not received. The
Monitor has no information to review this item

Though IDOC has indicated that they have a project manager® for implementation of the
electronic record, the consultant IDOC said was the project manager for the electronic record
did not confirm that her role is project manager for implementation of the electronic record.
The contract for the consultant also does not include being project manager for implementation
of the electronic medical record. The Monitor still maintains that a project manager is needed.
Task 99 of their 4/20/22 Implementation Plan states that an implementation team will be hired
and IDOC would “consider” a consulting company to do this. It is not clear if the
implementation team includes a project manager.

IDOC has three tasks in the 4/20/22 Implementation Plan related to the paper medical record
(tasks 28, 29, and 44). All three are related to development of policies on paper medical record
organization and documentation. Two of the three policies are restatements of the Consent
Decree. There are no policies mentioned about the electronic record and if policies for the
medical record are to be written, IDOC should write policies for the electronic record which
will be operational in a few years.

There are 11 tasks (tasks 94-105) associated with the electronic medical record. The Monitor
made comments to the Implementation Plan and returned them to IDOC. One disagreement is
with IDOC’s approach in obtaining data. Data will be essential for compliance with the
Consent Decree. IDOC’s plan to use only “canned” reports from the electronic record is likely
to be insufficient. The Monitor still strongly recommends hiring data analysts to obtain data

63 Defendants’ Response Brief Concerning Resolution of the Monitor’s Disagreements with Defendants’ Proposed
Implementation Plan filed 3/8/22. Defendants state, “Defendants have hired Dr. Jane Leonardson, an expert in
correctional medicine and EHR implementation, to assist with Lippert compliance. Dr. Leonardson will serve as the
project manager for the Implementation Plan objectives and the EHR implementation.”
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and to manage information%*.

Based on the significant delay in implementation of the electronic record and the problems with
the Implementation Plan to effectively implement the electronic record, this provision remains
noncompliant.

RECOMMENDATIONS:

1. Base the roll out and device needs on expected numbers of employees and expected

workflows and not on current employee numbers or existing workflows.

2. Modify the Staffing Analysis and Implementation Plan to include staff to manage and
support the electronic medical records including initial and ongoing training for users
and a help desk function.

Ensure that point-of-care® devices are integrated into the electronic medical record.

4. Ensure that label printing of laboratory requisition and other similar devices are
integrated into the electronic medical record as part of the implementation of the record.

5. Ensure that the new electronic medical record has the capability to track and report
clinical and operations data that is needed to assess IDOC’s compliance with the Consent
Decree and data that is vital to IDOC’s ongoing efforts to track and improve the delivery
of quality care.

(98]

Policies and Procedures
Medical & Dental

Addresses item I1.B.8; II1.K.4; II1.K.5

I1.B.8. The implementation of this Decree shall also include the development and
implementation, with the assistance of the Monitor, of a comprehensive set of health care
policies by July 1, 2020. These policies shall be consistent throughout IDOC, and cover all
aspects of a health care program.

I1.K.4. IDOC shall implement policies that require routine disinfection of all dental
examination areas.

HI.K.5. IDOC shall implement policies regarding proper radiology hygiene including using a
lead apron with thyroid collar, and posting radiological hazard signs in the areas where x-rays
are taken.

OVERALL COMPLIANCE RATING: Partial Compliance

64 As an example, on 2/24/22, IDOC stated that the Illinois Comprehensive Automated Immunization Registry
Exchange (I-CARE) system (the state of Illinois web-based immunization record-sharing system) could not be used
by IDOC because of IDOC could not develop a system to obtain the data. This type of task is should be doable
between state agencies.

%5 Point-of-care devices are small devices that provide a diagnostic test locally and which can be used by nursing or
provider staff where care is delivered. These devices include glucometers to test blood glucose, or devices to test
blood to determine whether anticoagulation (INR) is sufficient. Electronic vital sign machines are similar to point-
of-care devices in so far that they can be connected to the electronic medical record and the testing results can be
automatically directed to the appropriate place in the electronic medical record.
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FINDINGS:
The Monitor asked for the following information with respect to this report.

e Approved and finalized policies for medical and dental programs. None were sent.

IDOC was to have a set of comprehensive health care policies within 18 months of preliminary
approval of the Consent Decree. Almost two years after this due date, IDOC still does not have a
comprehensive set of policies.

The Monitor sent to IDOC four previously reviewed draft policies with additional comments.
The Monitor has also returned to IDOC 21 draft policies with an initial set of comments. IDOC
has not notified the Monitor of any completed policies. IDOC sent no draft policies to the
Monitor since the last report. A total of 25 draft policies have been completed.

The Implementation Plan submitted to the Court on 12/30/21 commits to development of
medical and dental policies but does not outline a plan or preliminary steps for how this will be
done. In the 12/30/21 Implementation Plan IDOC says that policies will be completed by
September of 2022, which does not appear feasible as there isn’t a single completed policy that
has been implemented. This appears aggressive given current progress. The Monitor provided
seven disagreements/comments on the policy items in the IDOC Implementation Plan which was
submitted to the Court. In addition, the Monitor had made multiple comments on how to
accelerate progress on policies in prior reports.

IDOC significantly changed their strategy in the 4/20/22 Implementation Plan. In that plan, 45
(43%) of 105 tasks are tasks to write very specific policies. Virtually all of these tasks are re-
statements of the Consent Decree. For example, task 39 in their 4/20/22 Implementation Plan is
“A policy shall be written which requires that dental notes use SOAP format to document urgent
and emergent care”, which is a virtual quotation of the Consent Decree. Many of these
statements in the Consent Decree are for items that would normally be a procedural step included
in a more general policy. For example, a medical record policy might have a procedural section
that would include the single sentence in this policy. To have a single policy for this one concept
is wasteful, particularly at a time when IDOC doesn’t have a single policy implemented.

IDOC did have task 45 which is to develop a full set of healthcare policies, including all 45
policies mentioned in the Implementation Plan. The process for accomplishing that task stated
that the Medical and Deputy Medical Directors would appoint work groups to review standards
and then write the policies. No information was provided whether this was initiated.

The Monitor recommended that IDOC hire a project manager to oversee development of policies
because there is no evidence that IDOC has the capacity to complete their policies. Previously,
the COVID-19 pandemic was used to excuse the tardiness of completion of policies. If IDOC
has sufficient staff to write the policies, they should complete them. If they don’t, they should
obtain help to do so.

In summary, IDOC has not completed a comprehensive set of its policies. The Monitor has not
been notified of implementation of any policies. The IDOC will need to address how policies
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will be implemented and disseminated. Implementation of policies should be included in the
Implementation Plan. Based on what IDOC has completed to date, a partial compliance is
warranted.

RECOMMENDATIONS:
1. Re-establish a timeline for completion of the comprehensive medical policies and include
this in the Implementation Plan.
2. Complete the process of finishing drafts of policies.
Finalize the recommended changes to the policies.
Develop a plan to implement and disseminate policies. Include this in the
Implementation Plan.
Start the Dental policies.
Ensure that policies describe changes necessary for compliance with the Consent Decree.
Provide to the Monitor all administrative directives, policies, and guidelines.
Provide the Monitor and his team access to SharePoint and any other internal shared
server that contains policies, administrative directives, or guidelines.
9. Improve medical record organization, particularly the specialty consults and hospital
records.
10. Hire a full-time project manager to oversee development of policies and procedures.

P w

N

Facility Specific Issues

Facility Staffing

Budgeted Staffing

Addresses items I11.B.2; I1.B.3; 111.4.10;

I1.B.2. IDOC shall require, inter alia, adequate qualified staff, adequate facilities, and the
monitoring of health care by collecting and analyzing data to determine how well the system is
providing care. This monitoring must include meaningful performance measurement, action
plans, effective peer review, and as to any vendor, effective contractual oversight and
contractual structures that incentivize providing adequate medical and dental care.

I1.B.3. IDOC must also provide enough trained clinical staff, adequate facilities, and oversight
by qualified professionals, as well as sufficient administrative staff-

I1.A.10. Each IDOC facility shall have registered nurses conducting all sick calls. Until IDOC
has achieved substantial compliance with nursing provision of the staffing plan, facilities may
use licensed practical nurses in sick call, but only with appropriate supervision.

OVERALL COMPLIANCE RATING: Noncompliance

FINDINGS:

Budgeted Physician and Non-Nursing Positions

IDOC has just submitted its final Staffing Analysis in August of 2021. There are less staff
working at the time the August 2021 Staffing Analysis than when the first draft Staffing Analysis
was submitted in November of 2019. The Monitor notes that staffing deficiencies identified in
prior IDOC Staffing Analyses continue to be present in multiple areas including dental
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hygienists, dentists, optometrists, physical therapists and physicians. In some areas the
deficiencies have worsened.®® The Staffing Analysis section of this report addresses these issues.

Budgeted Nursing Positions

Information Requested by the Monitor to evaluate nurse staffing®’ included:

e A list of each allocated position for each facility and OHS by position type with
vacancies. This list should include positions at each facility by type of position to include
"filled" and "vacant" positions and “positions recommended”/ “newly budgeted
positions” in the most recent staffing analysis.®®

e Documentation for nursing of who was assigned to complete sick call, cover the
infirmary, and complete intake screening during the four week period requested.®

e Nursing personnel at each site assigned the duties of Infection Control, Chronic Care,
Quality Improvement listing their names, certification (RN, LPN), percentage of time
assigned to the duties of these positions.”

e Roster of nursing personnel by name, credential, license or certificate number, date of
hire and work location. 7!

e A turnover report should include the following information delineated by RN, LPN/CMT
and CNA/MA: 1) Total positions by type of personnel. 2) The number of personnel by
type who left employment. 3) The number of personnel by type who left voluntarily. 7

According to information provided most recently to the Monitor, IDOC has allocated all of the
direct care nursing positions recommended in the Staffing Analysis dated 8/19/2021.73 This is an
increase of 176 allocated positions compared to positions that were allocated in August 2021.
Compared to positions allocated in 2019, the nursing workforce has increased by 235 positions.
Of these, 101 are RNs, 74 are LPNs and 60 are certified nursing assistants.

Of all the allocated direct care positions in the March staffing update, 54% are registered nurses,
33% are licensed practical nurses (includes CMTs) and 13% percent are nursing assistants. See
the table on the following page for this breakdown of the direct care workforce. The skill mix at
individual facilities varies widely. * Compared to staffing proposed in 2019, the IDOC has

% Appendix A lists the changes in staffing from the first draft Staffing Analysis to the final submitted Staffing
Analysis from August of 2021. Inspection of that table show that many positions that the Monitor recommended to
be increased were actually decreased from 2019 to 2021 including optometrists, physical therapists, and physicians.
67°1/19/2022 Monitor’s document request Items 8, 9, 40 and 43.

8 IDOC provided this referred to as a staffing update dated 3/21/2022.

% IDOC provided assignment rosters from Big Muddy, Dixon, Pontiac and Stateville.

70 The vendor provided information on nurses responsible for chronic care only. No information was provided by
IDOC regarding state employed nurses.

"I The vendor provided this information for their nursing positions. No information was provided by IDOC
regarding state employed nurses.

2 The vendor provided this information for their nursing positions. No information was provided by IDOC
regarding state employed nurses.

3 IDOC Staffing as of 3/21/2022.

74 Skill mix refers to the proportion of the total direct care staff for each type of personnel. For example, the skill
mixes for the 539 RN positions divided by the total direct care nursing positions of 1005.4 is 54%. There is no
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reduced the percentage of workforce that are registered nurses and increased the percentage of
certified nursing assistants.”

Direct Care Positions Allocated as of March 2022 in Order of Least to Most Staff Per Population
FACILITY TYPE Region l;‘;;’;/l;;iz"zn A“"clf(::gi?;:e:: :::'Sr_ez(l?z“;ﬁ“g Sk?;lc(:lfl;:i 8{  Skill Mix 3-2022
# positions/1000
# positions population C.N.A. RN [LPN/CMT | C.N.A.
CENTRALIA MED Southern 1244.0 24.0 19 0% 67% 33% 0%
DANVILLE MED Central 1454.0 29.0 20 0% 34% 45% 21%
ILLINOIS RIVER MED/MAX Central 1478.0 30.0 20 21% 40% 40% 20%
TAYLORVILLE MIN Central 981.0 20.4 21 0% 61% 25% 15%
GRAHAM MED/Intake Central 1846.0 39.0 21 18% 64% 21% 15%
HILL MED Central 1628.0 35.0 21 8% 40% 43% 17%
WESTERN MED Central 1556.0 34.0 22 9% 32% 50% 18%
SHERIDAN MED Nothern 1129.0 25.0 22 24% 76% 0% 24%
BIG MUDDY MED Southern 1317.0 33.0 25 0% 33% 48% 18%
SHAWNEE MED Southern 1230.0 31.0 25 0% 39% 42% 19%
ROBINSON MIN Southern 724.0 19.0 26 0% 74% 26% 0%
LINCOLN MIN Central 724.0 22.0 30 20% 36% 45% 18%
MENARD| MAX/MED/Intake Southern 2011.0 71.0 35 10% 55% 37% 8%
LOGAN| MULTI (fem)/ Intake Central 916.0 46.0 50 13% 48% 39% 13%
JACKSONVILLE MIN Central 427.0 22.0 52 0% 73% 27% 0%
DIXON MED Nothern 1404.0 76.0 54 13% 66% 16% 18%
PINCKNEYVILLE MED Southern 642.0 37.0 58 19% 38% 46% 16%
VIENNA MIN Southern 378.0 22.0 58 0% 73% 27% 0%
KEWANEE MULTI TX Nothern 162.0 10.0 62 0% 60% 40% 0%
PONTIAC MAX/MED Nothern 938.0 60.0 64 11% 48% 42% 10%
DECATUR MIN (fem) Central 262.0 17.0 65 0% 1% 29% 0%
STATEVILLE MAX Nothern 864.0 60.0 69 11% 55% 35% 10%
NRC| MAX/MIN/Intake Nothern 944.0 70.0 74 10% 57% 34% 9%
SOUTHWESTERN MIN Southern 196.0 15.0 77 0% 60% 40% 0%
EAST MOLINE MIN Nothern 362.0 29.0 80 17% 59% 21% 21%
LAWRENCE MED Southern 494.0 40.0 81 20% 33% 53% 15%
VANDALIA MIN Southern 319.0 28.0 88 0% 68% 32% 0%
JTC MULTI TX Nothern 215.0 29.0 135 15% 86% 0% 14%
MURPHYSBORO MIN Southern 39.0 10.0 256 0% 10% 0% 0%
ELGIN MULTI TX Nothern 9.0 22.0 2444 23% 64% 14% 23%
Total 25893 1005.4 39 11% 54% 33% 13%

The ratio of direct care positions to the incarcerated population is also shown on the table and
averages 38 staff for every 1,000 incarcerated persons. This is compared to 2019 when the IDOC
staffing proposal gave a ratio of 25 positions for every 1,000 incarcerated persons.’® The ratio has
increased because the IDOC has 12,000 fewer individuals incarcerated in 2022. If the prison
population increases to 2019 levels again the direct care positions currently allocated would give

standard skill mix, but programs staffed with a higher RN mix have better outcomes. The skill mix can be measured
against outcomes to determine if a higher RN ratio may be needed.

75 The IDOC Staffing Analysis dated 11/23/2019 proposed a workforce comprised of 57% RNs, 33% LPNs and
10% certified nursing assistants. Per the 3/21/2022 staffing update the workforce is now comprised of 54% RN,
33% LPNs and 13% certified nursing assistants.

76 Staffing Analysis, Illinois Department of Corrections, Office of Health Services, Lippert Consent Decree
11/23/2019.
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an average ratio of 26 positions for every 1,000 incarcerated persons. The staffing ratio is the
richest at the small facilities with special treatment missions.”” Facility staffing ratios vary at the
other facilities from a low of 19 at Centralia to a high of 135 at JTC. The staffing variance among
these facilities cannot be explained by custody level or population size.

There are seven facilities with lower staffing ratios than the median which also have less than 50%
of the direct care workforce comprised of registered nurses. These facilities are shaded in the table.
The Monitor has recommended further analysis especially at the medium or maximum custody
facilities with low staffing ratios and low percentages of registered nurses in the skill mix in the
last two reports.”® There is no evidence that IDOC has acted upon this recommendation. To date
methods employed to determine necessary nursing positions are based upon the experience and
opinion of nursing managers and are not informed by any quantitative or qualitative data.

IDOC also increased the allocation of supervisory positions in nursing by 17.” The ratio of
supervisors to direct care employees now is one supervisor for every 17 employees. This improved
span of control should provide badly needed leadership to implement the changes in nursing
practice and service delivery required by the Consent Decree.

Vacancies among nursing positions are a problem noted across the country in all health care
settings.®® Vacancies among allocated nursing positions have increased in each of the last five
reports submitted by the Monitor as seen in the following graph. According to the March staffing
update 53% of all allocated nursing positions are vacant compared to a vacancy rate of 33% in
August 2021. High vacancy rates among nursing personnel have been identified as a problem
since at least 2018.8! In the previous report the Monitor observed that the number of vacancies
was exacerbated by the COVID pandemic.®? Since then vacancies increased because new
positions have been allocated and are not yet filled. Setting the new positions aside, vacancies
among positions that were allocated previously grew from 33% to 43%.%3

"7 Murphysboro Elgin and JTC.

78 Health Care Monitor 3™ Report, Lippert v. Jeffreys, February 15, 2021, page 37; Health Care Monitor 4th Report,
Lippert v. Jeffreys, September 16, 2021, page 57. It was suggested such an analysis include quality patient care
parameters (numbers of emergencies, patient falls, acquired infection etc.), risk management information (deaths,
grievances, errors etc.), time taken to fill vacant positions and retention in registered nurse positions as well as
compliance with items II1.A.10, ITL.I.1, II1.1.2 and II1.1.3 of the Consent Decree.

7 Supervisory positions include the Director of Nursing and Nursing Supervisors. The 3/21/2022 staffing update
documents an increase of 14 nursing supervisors and three Directors of Nursing from the positions that were allotted
in the 8/19/2021 Staffing Analysis.

80 Vacancies among registered nurses averaged 17% at the end of 2021 according to a survey of 227 hospitals, an
increase of 7% since the year before. Article available at NSI National Health Care Retention Report.pdf
(nsinursingsolutions.com).

81 Statewide Summary Report Including Review of Statewide Leadership and Overview of Major Services, Report
of the 2™ Court Appointed Expert (October 2018) pages 28-30.

82 Health Care Monitor 4th Report, Lippert v. Jeffreys, September 16, 2021, page 59.

8 The March 2022 staffing update was compared to the 8/19/2021 Staffing Analysis. All of the positions allocated
since August 2021 were assumed yet to be filled and subtracted from the number of vacancies listed in the March
2022 staffing update. The remaining number of vacancies was compared to the number of vacancies listed in the
8/19/2021 Staffing Analysis. In March 2022 there were 373 vacant nursing positions compared to 288 vacancies in
August 2021 which is a loss of 85 nursing personnel.
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The Percent of Vacant Nursing Positions Have
Increased
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Thirty five percent of nursing management positions were vacant in August 2021. In March 75%
of these positions are vacant. Out of 43 previously allocated nurse manager positions 15 were
vacant at the time of the last report. As of March 2022, there are 29 vacancies. Turnover
amongst management positions since August 2021 exceeds 50%. With only a quarter of the
management positions filled it is not possible to supervise staff much less implement change.

As stated in prior reports from the Monitor, vacancies and turnover of nursing personnel are linked
to poor patient care quality and adverse outcomes. Mandatory overtime is also associated with
patient care errors and adverse outcomes. Clinical measures recommended by the Monitor to
evaluate staffing adequacy include numbers of emergencies, patient falls, acquired infection,
deaths, grievances, errors, delays, and omissions in care, etc. The Monitor has also recommended
that the number of mandatory overtime shifts worked by nursing personnel be reported by facilities
monthly. Facilities with the highest vacancy rates and most turnover should have these parameters
closely monitored to prevent patient harm.®* There is no evidence that IDOC has done this.

The Monitor has suggested that a recruitment task force be established with representation from
OHS, Wexford, Human Resources, and the Office of Budget and Management with the explicit
mission to reduce the vacancy rate among nursing positions to 12%.3° The draft Implementation
Plan dated 12/30/2021 included tasks for OHS to at least meet with IDOC human resources and
CMS to identify processes to facilitate the hiring of health care staff, to participate in recruitment
activities, and to hire the staff outlined in the Staffing Analysis.’® It has been reported to the
Monitor that the Chief of Health Services and other OHS leaders have begun meeting biweekly
with IDOC human resources and CMS to accelerate posting and hiring of allocated State and
Wexford positions.

84 Health Care Monitor 3™ Report, Lippert v. Jeffreys, February 15, 2021, page 40; Health Care Monitor 4th Report,
Lippert v. Jeffreys, September 16, 2021, page 61.

85 Health Care Monitor 2™ Report, Lippert v. Jeffreys, August 6, 2020, page 26, Health Care Monitor 3™ Report,
Lippert v. Jeffreys, February 15, 2021, page 40; Health Care Monitor 4th Report, Lippert v. Jeffreys, September 16,
2021, page 61. If 12% is not realistic at this time, another reduction goal should be set.

8 12/30/2021 Defendants Implementation Plan, tasks 2-4.
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The most recent draft of the Implementation Plan does not commit to these three tasks and relies
instead on “business as usual” routine meetings to simply discuss recruitment and post vacant
positions.?” This is alarming given the increasing rate of vacant positions, lack of headway with
retention particularly among nurse managers, and high turnover rates.

The Monitor’s input since the first draft of the Staffing Analysis has included the
recommendation that positions at each facility be identified as responsible for infection control
and quality improvement.®® The Defendants Implementation Plan dated 12/30/2021 included a
task to revise existing policy so that the Agency Medical Director or designee will assign facility
healthcarespecific positions including facility quality improvement coordinators.®® This
commitment is rescinded in the current version of Defendants Implementation Plan.”® The
consultant told the Monitor she was instructed to write an Implementation Plan that included
only those items that were specifically included in the Consent Decree.’! Since these positions
are not specifically called for the Consent Decree they have been deleted. The Monitor disagrees
with this interpretation of the content to be included in the implementation plan and considers
these positions essential if IDOC is to move forward in any substantive way on the Consent
Decree.

RECOMMENDATIONS:

1. Develop a recruitment plan with the explicit mission to reduce the rate of vacancies.
Responsible parties include OHS, Wexford, Human Resources, and the Office of Budget
and Management. The recruitment plan needs to include clearly defined benchmarks to
monitor progress toward specific objectives set out in the plan. In addition to vacancy,
turnover and retention rates suggested metrics to evaluate progress include: the number
and outcome of recruitment activities, time from inquiry to first contact, and time from
job offer to start date.

2. A first recruitment priority should be to recruit and hire into vacant Director of Nursing
and Nurse Supervisor positions to increase accountability for performance improvement.

3. Prioritize recruitment of nursing positions at the facilities with the lowest ratio of RNs
and the lowest actual nurse staffing.

4. The number of mandatory overtime assignments should be reported to OHS by each
facility monthly.

5. Monitor patient care quality and health outcomes more closely at facilities with the most
turnover, highest vacancy rates and largest number of mandatory overtime assignments.

6. Develop job descriptions that define the training and experience necessary for each
position and provide them to the Monitor for input before finalization. Establish positions
at each facility responsible for Infection Control and Quality Improvement.

7. Establish a database that includes the number of nursing positions by type, the number
vacant currently, the number who left employment each calendar year, the number
leaving voluntarily each calendar year and the number of positions filled currently.

87 4/20/2022 Defendants Implementation Plan, tasks 62, 65 and 66.

88 Health Care Monitor 2™ Report, Lippert v. Jeffreys, August 6, 2020, page 23; Health Care Monitor 3™ Report,
Lippert v. Jeffreys, February 15, 2021, page 40; Health Care Monitor 4th Report, Lippert v. Jeffreys, September 16,
2021, page 61-62.

8912/30/2021 Defendants’ Implementation Plan, task 4.

0 Defendants’ Implementation Plan dated 4/20/2022.

1 Meeting with OHS and the consultant on 5/4/2022.
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8. Identify performance and health outcome measures to compare with staff mix and
staffing levels to identify desirable staffing ratios and patterns. Measures to evaluate
staffing adequacy include quality patient care parameters (numbers of emergencies,
patient falls, acquired infection etc.), risk management information (deaths, grievances,
errors etc.), time taken to fill vacant positions and retention in registered nurse positions
as well as compliance with items II1.A.10, IIL.I.1, III.I1.2 and IIL.1.3 of the Consent
Decree.

IDOC Staffing

Addresses items I11.B.2; I1.B.3;

I1.B.2. IDOC shall require, inter alia, adequate qualified staff, adequate facilities, and the
monitoring of health care by collecting and analyzing data to determine how well the system is
providing care. This monitoring must include meaningful performance measurement, action
plans, effective peer review, and as to any vendor, effective contractual oversight and
contractual structures that incentivize providing adequate medical and dental care.

I1.B.3. IDOC must also provide enough trained clinical staff, adequate facilities, and oversight
by qualified professionals, as well as sufficient administrative staff-

OVERALL COMPLIANCE RATING: Not rated

FINDINGS:
See Statewide Staffing Analysis and Implementation Plan

RECOMMENDATIONS: None

Vendor Staffing

Addresses items I11.B.2; I1.B.3;

I1.B.2. IDOC shall require, inter alia, adequate qualified staff, adequate facilities, and the
monitoring of health care by collecting and analyzing data to determine how well the system is
providing care. This monitoring must include meaningful performance measurement, action
plans, effective peer review, and as to any vendor, effective contractual oversight and
contractual structures that incentivize providing adequate medical and dental care.

I1.B.3. IDOC must also provide enough trained clinical staff, adequate facilities, and oversight
by qualified professionals, as well as sufficient administrative staff-

OVERALL COMPLIANCE RATING: Not rated

FINDINGS:
See Statewide Staffing Analysis and Implementation Plan

RECOMMENDATIONS: None
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Credentialing of Physicians

Addresses items I1.B.6.r; I11.A.2-7

IL.B.6.r. IDOC agrees to implement changes in the following areas: That Defendants and the
vendor shall timely seek to discipline and, if necessary, seek to terminate their respective health
care staff that put patients at risk;

ILLA.2. All physicians providing direct care in the IDOC (whether they are facility medical
directors or staff physicians) shall possess either an MD or DO degree and be either board
certified in internal medicine, family practice, or emergency medicine, or have successfully
completed a residency in internal medicine which is approved by the American Board of Internal
Medicine or the American Osteopathic Association, or have successfully completed a residency
in family medicine which is approved by the American Board of Family Medicine or the
American Osteopathic Association, or have successfully completed a residency in emergency
medicine which is approved by the American Board of Emergency Medicine.

IILLA. 3. Physicians currently working in IDOC who do not meet these criteria shall be
reviewed by the Monitor and the IDOC Medical Director to determine whether the quality of
care they actually provide is consistent with a physician who has the above described credentials
and who is practicing in a safe and clinically appropriate manner. If the Monitor and the IDOC
Medical Director cannot agree as to the clinical appropriateness of a current IDOC physician,
IDOC shall not be found non-compliant because of that vacancy for nine (9) months thereafter
IIILA.4. If a current physician's performance is questionable or potentially problematic, and
the Monitor and the IDOC Medical Director believe that education could cure these
deficiencies, the IDOC will notify the vendor that said physician may not return to service at
any IDOC facility until the physician has taken appropriate CME courses and has the consent
of the Monitor and the IDOC Medical Director to return.

IILLA.S. Defendants may hire new physicians who do not meet the credentialing criteria, only
after demonstrating to the Monitor that they were unable to find qualified physicians despite a
professionally reasonable recruitment effort 