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Joe Goldenson, M.D.

T 41406 Cypress Street
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———— T

(510) 524-3102
. FAX (510) 528-5134
AUG 1 2 2008 jgoldenson@sfgh.org
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August 5, 2008 i !

The Honorable J. Kelly Arnold
United States Magistrate Judge
U.S. Court House

1717 Pacific Avenue

Tacoma, WA 98402

Dear Judge Arnold:

Jo Robinson and I made our second visit to the Pierce County Detention Center on
June 11-12, 2008, in order to re-evaluate the medical and mental health services.
Following completion of a draft of our report, we sent it to the medical and mental
health administration at the Detention Center for their review and comments.
Attached please find the final version of my report that has incorporated their
concerns and suggestions. '

Please distribute copies of the report to the parties.
Please contact me if you have any further questions.
Sincerely,
v % QD/IG——'——
oe Goldenson, MD

\
,
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This is the second progress report of Court Monitor Joe Goldenson, MD, on the status of
health care services at the Pierce County Detention & Corrections Center (PCDC) in
Tacoma, Washington. Jo Robinson, MFT, assisted in the evaluation of the mental health
services. Ms. Robinson and I visited PCDCC on June 11 and 12, 2008. We toured the
facility, reviewed medical records, and interviewed patient-inmates, health care staff, and
custody staff. In addition, I met with Chief Masko and Craig Adams to discuss some of
the areas that will need budgetary support, such as the need for additional staff, in order
for the facility to come into compliance.

The audit conducted during our visit was not comprehensive. We primarily focused on
those administrative and programmatic issues that we had identified as needing
improvement during our prior visit on November 15-16, 2007. In our first report, we had
recommended a number of corrective actions and studies related to the areas of our
concern. Prior to our second visit, we requested updates on these activities. We did not,
however, receive most of the requested information until the day of our visit, so we did
not have an opportunity to review it before our arrival. In addition, we did not have the
time during this visit to fully evaluate the quality of the clinical care. We will look at this
area during future visits through a more extensive review of medical records.

This report will address the issues and concerns raised in our first report and any new
findings that we made during our recent visit. Discussions of areas that were previously
found to be in compliance will not be repeated. As noted in our prior report “PCDC has -
expressed a desire to use the National Commission on Correctional Health Care (NCCHC)
Standards as their guidelines and final goalpost for their health care system.” While the
standards are not in and of themselves proof of an adequate health care system, they do
represent a “well thought out and systematic approach to the difficulties of providing a
quality system of health care in corrections, and have consistently shown a high level of
concern for inmate welfare.” For these reasons, this and future reports will follow the
outline of the NCCHC standards, and will comment on progress towards meeting the
standards. Compliance with the standards does not guarantee, however, that the clinical
care being provided at a facility is adequate. As indicated above, future reports will also
evaluate the quality of care based upon a clinical review of selected medical records. It is
important to note, that while the NCCHC standards are used as a method of organizing
the reports, the findings and recommendations related to compliance with the Stipulated
Order and Final Judgment are not based on those standards. Our findings and
recommendations are based on what changes are necessary, in our professional judgment,
for the health services at the PCDC to meet a constitutional level of care.

Prior to submitting this report to the Court, we sent a draft copy to the health care staff at
PCDC for their review and comments. We have incorporated many of their suggestions
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into this final report.

As during our prior visit, the health care and corrections staff graciously assisted us
throughout our stay and answered all of our questions. They were completely cooperative
with our requests, and we would like to express our appreciation and gratitude for their
support of our monitoring effort. Without their help and cooperation, our task would
have been unachievable.

REPORT

The population of the jail was 1,279 on June 11, 2008 (as compared to 1,458 on November
15, 2007). There were 616 inmates in the main facility and 663 in the new facility. There
were approximately 75 to 80 new bookings per day.

Medical and Mental Health Infirmary/Sheltered Living Level Housing

The usage of the cells in the health services area of the main jail that are designated to be
medical and mental health beds has not changed since our first visit. For the most part,
they are not being utilized due to a lack cf necessary custody and nursing positions. The
exceptions to this are: (1) patients who are being evaluated for suspected tuberculosis
disease are occasionally housed in the negative pressure airborne isolation rooms; and (2)
patients who require a higher level of medical care than is available in general population
are sometimes housed in the medical beds. In those cases, custody and medical staff is
increased in the clinic area.

Medical administrative staff has recently developed a Special Housing policy that addresses
the use of these medical rooms. In addition, they have been tracking the number of
patients that are housed in the airborne isolation, infirmary, and sheltered living rooms, as
well as the reason for such placement. They have also conducted a survey of incoming
and long-term inmates to determine the number who would benefit from sheltered living
or infirmary housing such as high risk diabetic, cardiac, or asthmatic patients, individuals
at high risk for alcohol withdrawal, high risk pregnant women, post-operative patients,
and patients requiring observation. As a result of these activities, the medical staff
concluded that, while it was not necessary to fully open and staff this unit, there was a
need for more flexible use of these beds in order to appropriately house patient-inmates
who require more care and/or monitoring than can be provided in general population. In
order to accomplish this, the staff determined that an additional full-time licensed
practical nurse (1.0 FTE plus relief) would be necessary during the day shift. This position
would also provide coverage to the clinic area, which is chronically short-staffed due to
lack of relief when nurses are sick or on vacation. In addition, custody staff would need to
be available to perform the required 30-minute checks and to provide nighttime relief to
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the registered nurse during his/her lunch break. The policy on Special Housing should be
revised to reflect these changes, including a discussion of who can make the decision to
place a patient into this unit as well as the procedure whereby medical and custody staff
will coordinate their activities when a bed on this unit needs to be opened.

Access to Care

As noted in our prior report, the triage nurses who evaluate patients who have submitted
health care requests only work five days per week. On weekends, the medical kites
(request forms) from the main jail are reviewed by a nurse in the clinic and those from the
new jail are reviewed by the nurse at intake. As a result, only patients with "urgent”
complaints are seen over the weekend. Those with "non-urgent" complaints are deferred
until Monday. In our first report we noted that, “Many inmates, however, are medically
unsophisticated and have poor writing skills, and therefore, the kites may not accurately
reflect the urgency of their medical problems. In many cases, such as patients complaining
of headaches or abdominal pain, more information than is written on the request is
required before the immediacy of need can be determined. A nurse needs to interview
such inmates in order to determine the urgency of their problem. Given the
responsibilities of the booking and clinic nurses, it is not clear that they have enough time
to adequately screen the medical kites on the weekends.” Subsequent to our first visit, the
medical administrative staff reported to me that they had concluded that there was a need
for 7-day per week nursing triage. In order to accomplish this, they determined that they
would require an additional 2 full-time registered nurses (2 FTE’s plus relief). After
reviewing the draft version of this report, Vince Goldsmith informed me that PCDC does
not agree that more staff are needed. Since this issue has not been resolved, PCDC needs
to conduct the quality improvement study-recommended in the first report to evaluate the
process by which inmates access care. This is also an area that I will review during future
visits.

After evaluating a patient, the triage nurses can address minor medical complaints
through the use of protocols; consult with Dr. Balderrama, the Medical Director, or one of
the Physician Assistants; or refer the patient to the medical clinic in the main jail for
further evaluation and care. In his final report, Dr. Shelton had recommended that PCDC
implement a training program for the nurses on triaging, “including history, exam,
findings and what is urgent, what is routine, what can be handled by self care methods.”
Medical administrative staff informed us that they are in the process of arranging for a
nursing assessment and skill-training course that will take place in the fall.

We did not formally evaluate how long it took for patients to be seen by a practitioner
following referral, but it appeared that those in general population units were being seen
within an acceptable time frame. We will review this in more detail during future visits.
Access to medical care in special housing units remains problematic. =~ While there has
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been improvement, the required three-times per week nursing rounds are not always
occurring.  (Monitoring reports revealed that checks were done 100% of the time in
February and April, they were only done 80% of the time in December and January, and
75% of the time in March.) In addition, staff reported that patients from these units are
still not being seen in a timely manner for nursing care or provider sick call. Chart
reviews of inmate-patients who were housed in administrative segregation revealed the
following examples:

Patient 1 :

On 5/20/08, the patient was referred on an urgent basis to see a provider for evaluation of
tingling and numbness in his hand. He was not seen until 6/6/08. There were daily
nursing notes prior to his being seen stating “staff unable to see.” -

Patient 2
The patient was scheduled to be seen for follow-up of his asthma on 5/23/08. As of
6/12/08, he had not been seen.

Patient 3 ,

The patient was scheduled to be seen for follow-up of his hypertension on 5/20/08. There
was a note in his record that he refused on 5/20 and again on 5/23. There were, however,
no refusal forms in the medical record, and no evidence of counseling or further follow-

up.

Patient 4

The patient has a history of a deep vein thrombosis for which he had been taking
Coumadin (an anti-coagulant) prior to his arrest. The medication was ordered when he
entered the jail on 6/3/08. On 6/5/08, a blood test revealed that his INR (a blood test used
to determine if a patient is receiving the correct dose of Coumadin) was sub-therapeutic,
indicating that he was at risk for further blood clots and that his Coumadin dose should be
increased. This is a problem that should be addressed on an urgent basis. The patient had
not received any follow-up as of 6/11/05.

Patient 5

The patient was booked into the j'ail on 6/6/08. Prior to his booking, he had been taken to
the emergency room for treatment of dog bites. The booking nurse ordered daily dressing
changes and antibiotics as recommended by the emergency room physician. Over the next
five days, the dressing changes were only done on two occasions. According to
documentation subsequently supplied by PCDC, the dressing changes were not done
because the patient “was in court once, “No Showed” once, and on another occasion
wasn’t seen because of custody issues.” |
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In addition to continuing to improve the frequency with which administrative segregation
checks are occurring, PCDC needs to ensure that patients who are housed in
administrative segregation are seen for medical care in a timely manner. We request that
the medical staff continue to audit the administrative segregation checks and that staff
conduct a quality improvement study on how to improve access to care for patients
housed in administrative segregation.

Through our interviews with inmates, we also identified problems with the access to
mental health care. Patient-inmates with mental health concerns submit kites which are
then picked up by nursing staff and referred to mental health services. The kites are then
evaluated by the Mental Health Unit Supervisor who triages them. This review does not
always take place in a timely manner. Patient-inmates who were interviewed complained
about the long delays and the need for multiple kites in order to be seen. Furthermore,
our assessment revealed that mental health staff does not respond to many patient-
inmates requests for care. Unlike medical kites, there is no policy that requires a response
to the mental health kite. A policy and procedure needs to be created to address how
mental health responds to patient-inmates’ kites in an appropriate and timely manner.

During our visit, Jo Robinson reviewed mental health’s kites from the first 12 days of June.
Her review revealed the following problems: '

Patient A

The patient-inmate submitted a kite on 6/9/08 stating, “Could you please come talk with
me.” The patient-inmate’s chart showed no indication that the patient had been seen by
mental health. The kite had been filed by mental health and not placed on the follow-up

board. A

Patient B

Mental health staff had seen the patient on 4/22/08. He submitted a kite to mental health
on 6/9/08. Review of his medical record that mental health had not seen him as of 6/12/08.
The kite had been filed by mental health and not placed on the follow-up board.

Patient €
The patient had been seen by mental health on 6/3/08. He submitted kites on 6/6/08 and

6/10/08 stating that he was experiencing an increasing mood swings, a decrease in sleep,
and no noticeable difference in his appetite. Review of his medical record revealed that
mental health had not seen him as of 6/12/08. The kite had been filed by mental health and
not placed on the follow-up board.
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Patient D

The patient had been seen by mental health on 11/16/06 and had had suicidal ideation at
that time. The patient submitted a kite on 6/3/08 stating, “meds — seizures making it
impossible to control emotions - put in several kites.” The patient wrote a second kite on
6/9/08 stating, “Why aren’t my kites being answered. I need help badly.” A review of his
medical record revealed a mental health had not responded to his kites as of 6/12/08. The
kites had been filed by mental health and not placed on the follow-up board.

Patient E

The patient submitted a kite on 6/9/08 stating, “I feel sad, depressed, too many thoughts
running through my head.” Review of his medical record revealed that he had been seen
by mental health in the past. Mental health staff had not responded to his kite as of
6/12/08. The kite had been filed by mental health and not placed on the follow-up board.

Patient F

The submitted a kite on 6/1/08. Mental health staff attempted to see him on 6/90/08 but he
‘'was on the phone. There was no indication in his medical record that staff made any
further attempts to see him. The kite had been filed by mental health and not placed on
the follow-up board.

Patient G

The triage nurse saw the patient on 5/20/08 and advised him to submlt a kite to mental
health for his problem. The patient submitted a kite on 6/8/08. Mental health staff
reviewed the tight on 6/9/08 but had not responded to it as of 6/12/08. The kite had been
filed by mental health and not placed on the follow-up board.

Patient H

The patient submitted a kite on 6/5/08 stating, “depression”. Mental health staff had not
responded to the kite as of 6/12/08. The kite had been filed by mental health and not
placed on the follow-up board.

Patient I

Mental health staff saw the patient on 5/31/08 and referred him to the psychiatrist. There
was no indication that a psychiatrist saw the patient. The patient submitted a kite on
6/4/08 requesting mental health services. Mental health staff reviewed it on 6/11/08, but as
of 6/12/08 the patient had not been seen.

Receiving Screenin

Initial health screening is performed by a health trained correctional officer. New
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