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I. HEALTH SERVICES PROGRAM STRUCTURE 
 
Compliance Status: Noncompliance. 

Findings: 

A. Program Administrator 

 The Program Administrator position is to be responsible to the Sheriff and Jailer 
for the administrative aspects of the health service program, including supervision of 
daily operations, managing for the efficient use of resources and short and long-term 
program development. The Program Administrator’s responsibility includes assisting the 
Medical Director with the development and implementation of health services programs. 
This position has been vacant since December 2004. Several months after the vacancy 
occurred the Deputy Inspector approached the Monitor and indicated that the Sheriff did 
not want to fill the Administrator position. In our discussion, I indicated that this was a 
Christensen requirement and the Deputy Inspector responded with a proposal that he 
would commit at least 20 hours per week to performing the responsibilities of the 
Administrator. At that time there was both a Medical Director and Director of Nursing. 
The Monitor indicated that he was willing to not pursue filling the Program Administrator 
position on a trial basis to see whether responsibilities could be adequately acquitted by 
the Deputy Inspector. Over the next few years, the responsibilities were acquitted to the 
satisfaction of the Monitor. However, ultimately the Deputy Inspector was promoted to 
the job of Inspector and his responsibilities precluded his committing time to performing 
the duties of the Program Administrator role. Despite this, the Program Administrator 
role has never been filled and, in fact, the Monitor learned this year that although the 
position remains in the budget it is not currently funded. That was never part of our 
Agreement and the Monitor indicated that that position must be funded. The Monitor 
perceives that part of the responsibility for filling the critical vacancies such as Medical 
Director and Chief Psychiatrist rest with the Program Administrator and in the absence 
of such a position being filled, it is not surprising that these positions remain vacant for 
an extended period of time. 
 
Recommendation: 

1. The Program Administrator position must be filled as soon as possible. 
 

B. Medical Director 

 The Medical Director position has been vacant since December of 2010. A new 
Medical Director was hired; however, he lasted only a few months before he resigned. It 
is the Monitor’s understanding that there were significant problems identified with his 
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handling of both administrative and clinical issues. The Medical Director position is 
responsible for the development of medical policies, procedures and protocols and for 
the annual review and sign off. Suffice it to say that since December 2010 this 
responsibility has not been performed. The Medical Director is also responsible for 
evaluating difficult cases, overseeing the medical intake process and insuring that 
referrals are done appropriately. The Medical Director is also required to see all patients 
who return from offsite services and to review and approve offsite referrals. Additionally, 
the Medical Director is responsible for overseeing the quality assurance program. 
Finally, the Medical Director is responsible for recommending staffing, equipment and 
other resources required for the program. Since the departure of the Medical Director, 
with the exception of the brief two-month period when some of these activities were 
performed, these activities have not been performed for the Milwaukee County Jail 
program. The absence of the Medical Director position coupled with the absence of the 
Program Administrator position contribute to the assessment of noncompliance. 
 
Recommendation:  

1. Fill the Medical Director position as soon as possible. 
 

C. Physician HOC 

 There currently is one physician who works approximately two to three days per 
week at the central facility and two days per week at the south facility. This physician 
does participate in backup call. However, he recently went on emergency leave and the 
Director of Nursing was not notified and was unaware of who was to be on call. 
 

D. Psychiatrist 

 This requires a full-time psychiatrist at the Milwaukee County Jail central facility 
to provide clinical and administrative leadership and oversight of the mental health 
services and of the psych social workers at both facilities. This psychiatrist is to report to 
the Medical Director. This position has been vacant for approximately one year. There is 
a psychiatrist who works at the south facility approximately 30-40 hours per week but he 
does not have any administrative responsibilities. In fact, there has not been a Chief 
Psychiatrist performing oversight and administrative responsibilities for approximately 
four years, although there have been psychiatrists who have worked at the central 
facility. Recently while the Monitor was onsite, an incident occurred where release 
orders were issued from the court for three patients actively on suicide watch. The 
policy requires that either a psychiatrist or the Medical Director must approve releasing 
patients from suicide watch. In the absence of both positions, officers were anxious to 
get these patients released and attempted to interview the patients, indicating that the 
patients had to indicate that they were no longer a threat to harm themselves in order to 
be released. The officers, having presented this to the patients, elicited a “I don’t intend 
to harm myself” response from the patients and thus attempted to pressure health care 
staff to release the patients. Fortunately, the Deputy Inspector intervened and the 
process was resolved over the next day or two. However, this critical set of vacancies 
clearly results in the potential for serious errors to be made. 
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Recommendation: 

1. Fill the Chief Psychiatrist position as soon as possible. 
 

E. Nursing Director 

 There has been a full-time Nursing Director since December 2004. This is the 
only key leadership position that continues to be filled. One of the major problems that 
has resulted from these critical vacancies is that the Director of Nursing is sometimes 
called upon to assume responsibilities which exceed what her license would allow; thus, 
she has been asked to review and authorize a variety of clinical services for which she 
lacks the credentials required by this Agreement. This situation must be rectified 
immediately. The Director of Nursing must not be asked to, in any way, determine 
dispositions based on orders from the physician or advanced practice nurses. 
 

F. Nurse Practitioners 

 This requirement states that there must be two nurse practitioners on duty at 
least 16 hours per day, seven days per week. The staffing is to insure that patients with 
significant problems on intake are seen timely and that there are adequate resources for 
primary care, chronic care and urgent and emergent services. At the time of the 
Monitor’s review, there was three-shift-a-day coverage Monday through Friday and 
intermittent coverage on one and sometimes two shifts on some of the weekends. The 
current staffing configuration, although exceeding the requirement on weekdays, falls 
short on weekends and thus only partially meets the requirements. During the 
monitoring period, several nurse practitioners raised a question about their ability to 
continue working in the absence of a Medical Director or an acting Medical Director who 
was clearly assigned the responsibility for functioning as the collaborative physician with 
each of their practices. The nurse practitioners referred to the Board of Nursing statute 
on certification of advanced practice nurse prescribers, which indicated that not only 
must there be a collaborative relationship with a physician but also that this relationship 
must be documented. In a discussion with the Deputy Inspector, the remaining staff 
physician was determined to be the interim acting Medical Director and assigned these 
responsibilities. This situation of course reinforces the problems created by the 
leadership vacuum. 
 

G. Staffing 

 According to the budget sheet for June 2012, 99.42 of 125.48 authorized 
positions were filled. This is about 79%. The highest numbers of vacancies were in the 
RN I category and the LPN category. We have also learned that although we do not 
have numbers, the turnover rate is relatively high. There has not been a careful review 
of the precise reasons for this particular problem. It is, however, understandable that a 
program with such critical leadership vacancies would have problems retaining staff. We 
reviewed the July and August shift schedules for RN coverage and LPN coverage for 
days, evenings and night shift. We were told that on days and evenings, in order to 



4 
 

insure at least two registered nurses in the booking area there needs to be at least 
seven registered nurses assigned to the shift. On a substantial number of day and 
evening shifts, there were less than seven nurses assigned. This heightens the 
probability that licensed practical nurses will be asked to perform the intake screen in 
which critical decisions are made with regard to the urgency of referral. When there is a 
Medical Director and administrator in place this should be reviewed with the Director of 
Nursing to determine whether reconfiguration is needed or possibly an addition of 
registered nurses is required.  
 
Recommendation: 

1. Fill the critical leadership vacancies and begin to address turnover and any need 
for reconfiguration of staffing. 

II. MEDICAL SERVICES  

Compliance Status: Partial compliance. 

Findings 

A. Intake Screening 

1. Triage 

 The Agreement requires two nurses available 24 hours per day to conduct 
intake screening on all incoming inmates. The policy adopted by Milwaukee 
County Jail, which is consistent with one of the approaches suggested by the 
National Commission on Correctional Health Care, is that a registered nurse will 
perform a comprehensive screen, including vital signs and, where indicated, 
special tests for patients with identified chronic diseases, at the time of the intake 
screen. If on this basis the screen is entirely negative, there is no requirement to 
perform a complete history and physical later in the stay unless the patient 
presents with symptoms indicative of a significant problem. Although the staffing 
for the month of June is usually two registered nurses assigned to the booking 
area, this was not true for all shifts. There were several shifts where there was 
only one registered nurse and one licensed practical nurse. In this circumstance, 
when there are significant numbers of patients in the intake area, the licensed 
practical nurse will be performing some of the comprehensive intakes. This is not 
consistent with the NCCHC standards or with Milwaukee County Jail policy. With 
regard to the timeliness of the comprehensive intake screen, almost 100% of the 
screens did occur within 24 hours of the booking process. For this, the Jail 
program is to be commended. However, with regard to the qualitative aspect, 
there are many opportunities for improvement. In reviewing 14 records of 
patients who entered the Jail in the month of June, 12 of them contained one or 
more opportunities for improvement. Among the opportunities for improvement 
were the following: 
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1. No vital signs performed; 
2. Vital signs performed but were significantly abnormal, requiring a repeat of the 

vital signs and this was not done; 
3. For a patient for whom a detox protocol was ordered, including repeat vital signs, 

this monitoring, including vital signs, was not always carried out as ordered; 
4. Patients on required meds not always receiving them timely, even though the 

medications were confirmed; 
5. Failure to perform a booking note by the nurse when the patient had a positive 

screen; 
6. No oral health screen performed, including in a patient with HIV disease; 
7. A patient with a history of serious mental illness but no referral to the psychiatrist. 

 
 These types of deficiencies, which potentially generate liability for both the 
patient and the County, could be significantly mitigated with an ongoing process 
to review and provide feedback to the nurses performing the intake screens. It is 
not surprising, with the existing leadership vacuum and the Director of Nursing 
pulled to do many assignments outside the nursing area, that this process could 
use attention. 
 

Recommendations: 
1. Fill the leadership vacancies as soon as possible. 
2. Implement a nursing professional performance enhancement program for the 

nurses performing the screening to insure that booking notes are always 
completed, vital signs are always performed, abnormal vital signs are always 
repeated, appropriate referrals are always made, medications are received timely 
when indicated and monitoring is performed as ordered. 

3. Insure oral health screen is performed. 
 

2. Referrals 

 In this section, the County agrees to create policy and procedure that 
specifies when patients are to be referred to an advanced level provider or a 
physician. Current policy requires a review of every positive screen by an 
advanced level provider within 24 hours. In fact, this is occurring around 85% of 
the time. In addition, patients with positive screens who remain in by Day 3 who 
are either symptomatic or have chronic diseases are to be seen for a history and 
physical on Day 3. If the patient has had a history and physical within the prior 12 
months, then a targeted history and physical is needed based on whether or not 
there is a status change. Since it is impossible to determine a status change 
unless one performs a targeted history and physical, all of these patients at a 
minimum require a targeted history and physical. However, this was clearly not 
always being performed. Among other problems with the referral process, there 
appear to be some patients who should have had a history and physical but none 
was performed and there had not been any performed in the prior year. There 
are some records in which there was no referral into the chronic care program 
despite the presence of one or more chronic diseases. There were also records 
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in which the history and physical included a plan to obtain laboratory tests but not 
specificity as to which tests were being ordered for which diseases. Finally, with 
regard to the requirement to refer to a physician, this was to be based on any 
diagnostic questions, any significantly abnormal vital signs or any patients whose 
chronic illnesses and medication regimen suggested a level of complexity 
requiring physician intervention. Clearly because of the absence of a Medical 
Director, the untimely death of their most senior physician who had been away 
from the program since the end of January and the recent emergency short term 
departure of the only remaining physician, even when a desire to contact a 
physician manifests, there may not be any easily available physician resource. 
Additionally, the advanced level providers are getting no feedback with regard to 
the performance of their clinical services and thus any mistakes being made are 
guaranteed to be repeated. We reviewed some records in which the 
documentation was quite inadequate. 

 
Recommendations: 

1. Referral for chronic care enrollment must be consistent with chronic care 
program policy. 

2. Review of documentation of plan, including specific lab studies ordered. 
3. Implement nurse practitioner professional performance enhancement programs 

to insure referrals occur as indicated. 
4. Insure that this review program is designed to improve the quality of nurse 

practitioner assessments and documentation. 
 

B. TB Screening  

Compliance Status: Partial compliance. 

 Findings 

 The Agreement requires that defendants will present a plan for TB screening of 
inmates which conforms to CDC guidelines. The last time the Monitor reviewed CDC 
guidelines they encouraged symptom screening on intake and TB skin testing only 
when the Department of Health indicates the local prevalence warrants this screening. 
Currently, the electronic medical record system lacks the required TB symptom 
questions such as prolonged cough, significant weight loss, ongoing night sweats 
unrelated to menopause and coughing up blood. The Medical Director at Milwaukee 
County Jail should develop a TB plan and submit it to the Department of Health for 
approval and this plan and its approval should be submitted to the Monitor. 
 
Recommendations: 

1. Fill Medical Director position. 
2. Draft TB prevention plan and submit to the Department of Health. 
3. Implement into the electronic medical record TB symptom screening. 
4. Submit the plan and its approval from the Department of Health to the Monitor. 
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C. Physical Examinations 

 Compliance Status: Partial compliance. 

 Findings  

 This area by and large has been addressed under Section II, letter A.1 Referrals. 
As long as the program is performing timely history and physicals on the positive 
screens within three days its is not required that negative screens must have a history 
and physical before Day 14. Also, with regard to a history or physical having been 
performed within the Milwaukee County Jail system in the prior six months, a complete 
history and physical is not required if this is done; however, a targeted history and 
physical to determine whether there is a change in status must be accomplished on all 
of these patients. All of the clinicians performing histories and physicals are licensed as 
advanced practice registered nurses and thus have successfully completed an 
accredited physical assessment course. 
 
Recommendations: 

1. See recommendations under II.A.2 Referrals to advanced level providers. 
 

D. Sick Call 

 Compliance Status: Partial compliance. 

 Findings 

1. Nurse sick call 

 The sick call process requires that patients utilize an access system which 
begins with their filling out a request for services and these requests are to be 
picked up daily seven days per week and then triaged by an RN for urgency. A 
face-to-face encounter with a registered nurse must then occur within two 
business days for all requests that present symptoms. These encounters must 
occur in an appropriate assessment space. Nursing practice is to be governed by 
the use of protocols. The Monitor has reviewed the book of protocols and there 
are several protocols built into the electronic medical record. 
 
 The sick call protocol book that the Monitor was provided contains 
protocols last revised in 2003. This is almost a decade ago; however, the recent 
Medical Director vacancy prevents any review and revision from occurring. The 
computer generated a report which demonstrated that better than 95% of 
patients were seen within three calendar days, which is consistent with the 
requirement for timeliness of symptom assessment. However, a review of a 
random sample of five records demonstrated the absence of use of the protocols 
that had been created in the electronic medical record and a resulting 
inadequacy in aspects of the sick call assessments. Histories were inadequate 
with regard to appropriate questions regarding duration, severity, location, 
associated symptoms, etc. In addition, objective data was also insufficient. 
Following are some examples. One record contained the finding “slight rash, left 
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side of face.” Any rash must be characterized by a description of what the rash 
looked like. In addition, in some notes the assessment was problematic and the 
plan did not seem appropriate. In some instances, the patient presenting a 
request with two different symptoms would have only one of them addressed. In 
one record, the patient indicated she thought she might have a urinary tract 
infection and that her stomach hurts “real bad.” This sick call assessment was 
delayed six days. There was no note in the chart, only a comment “urinalysis 
within normal limits.” Clearly, the programs at both facilities require an ongoing 
nursing professional performance enhancement program in which there is 
regular review of performance and discussion with the nurses with regard to 
opportunities for improvement. This has not occurred for quite some time. In 
addition, the protocols which are required are not being utilized. It is not clear and 
remains to be determined whether utilization of the protocols may result in longer 
nursing encounters and this may have staffing implications. We learned that with 
less than seven RNs on the day shift, the nurse assigned to perform nurse sick 
call was also assigned to perform medication administration, infirmary rounds, 
and to perform urgent care assessments. In all urban jails reviewed by this 
Monitor, nurse sick call is basically an exclusive assignment for the nurse who 
has that assignment. When sick call is one of many assignments, nurses do not 
have the time to utilize the computer-based protocols, hence the inadequate 
assessments. 

2. Advanced level provider sick call 

 Nursing referrals to advanced level providers, including physicians, should 
occur in no greater than five working days. A report from June of this year 
indicates that that standard is generally being met 95% of the time. The 
Agreement requires that nurses will be trained in prioritizing referrals based on 
severity of the presenting problem. Although we reviewed one record which was 
referred to the advanced level provider on the same day, it was not clear that 
there has been training for the nurses on prioritizing referrals. The advanced 
level provider sick call review of records also demonstrated opportunities for 
improvement. The performance of the advanced level providers was certainly 
superior to that of the nurses; however, there were instances in which either the 
history was inadequate or the documentation of objective data was insufficient. In 
the absence of a physician performing ongoing reviews and feedback, this is of 
course not surprising.  
 

Recommendations: 
1. Develop a nursing professional performance enhancement program in which all 

nurses who perform sick call assessments have their work regularly reviewed 
until the performance has sufficiently improved such that there can be a 
reduction in the frequency of reviews. 

2. Fill the Medical Director position in order to, among other duties, provide review 
and feedback to the nurse practitioners regarding their performance.  

3. When the Medical Director is hired, review and revise the nursing protocols. 
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4. Perform a staffing analysis with regard to RNs to determine, based on time 
required to adequately perform a given task, whether current nursing numbers 
are adequate. 
 

E. Chronic Care  

 Compliance Status: Partial compliance. 

 Findings 

 There is a chronic care policy and guidelines with regard to the provision of 
chronic disease management for common chronic diseases. These guidelines were last 
reviewed in November 2010. The program does require advanced level provider 
assessments in which they assess the degree of control for common diseases in 
relationship to standard definitions. The role of registered nurses as part of the chronic 
care team is required to be delineated, but it is not clear that this delineation has yet 
occurred. Among the problems we found were a diabetic chronic care visit in which 
there were no vital signs documented and a patient on diabetes and heart medicine who 
did not receive them within 24 hours of arrival. In fact, these medicines were not 
received in the six days that the patient was in the jail. We also found chronic disease 
notes with insufficient subjective data collected, insufficient objective data collected and 
a plan which only indicates, “Labs ordered.” Although several of the nurse practitioners 
performed at a professionally appropriate level, there were others whose performance 
raised serious questions. In the absence of physician leadership, the performance 
deficiencies are likely to remain unchanged. 
 
Recommendations: 

1. Fill the Medical Director position. 
2. Begin a program of review and feedback to the clinicians in order to facilitate 

professional performance improvement. 
3. Review and revise, where indicated, chronic disease guidelines. 

 

F. Urgent/Emergent Care  

 Compliance Status: Partial compliance. 

 Findings  

 This requires that whenever a patient is transported offsite for emergency care a 
physician will review the medical chart and see the inmate within one business day. 
This section also requires the development and maintenance of a log for urgent care 
problems along with insuring that health care staff respond with a face-to-face 
assessment for every urgent care symptom conveyed to the correctional staff. This 
section also requires medical drills at each facility affecting each shift, a disaster drill 
and a system to document the condition of emergency equipment and nurses’ skills in 
the use of the equipment. With regard to the emergency drills, there have been no drills 
in almost two years, again, in part related to the leadership vacancies. In addition, 
although there is an urgent care log used at the south facility, the log at the central 
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facility has been incompletely utilized to such an extent that between July 4 and July 24 
2012 there were no urgent care calls at the central facility that are documented in the 
log. Also, the review by the charge nurse of the status of the equipment is performed 
inconsistently. As an example, the emergency bag was not checked for the week of July 
10, 2012. The review of the functionality of the glucometer was not documented in the 
month of March.  
 
 We reviewed a mixture of records from both the central and south facilities. 
Some records demonstrated appropriate care; others contained opportunities for 
improvement. An example of the latter is a patient who presented with a complaint of 
chest pain and dizziness. No vital signs were performed and the history did not contain 
a pain scale and other questions regarding what exacerbated the pain and what 
relieved it. This physical exam only included listening to the lungs and the assessment 
was “the patient can return to the dorm.” There was no referral to an advanced level 
provider. In a second case, a phone call indicated the patient was unresponsive in the 
housing unit. The nurse arrived and found the patient being held up by a correctional 
officer. The patient indicated he had been extremely depressed and had a tied a towel 
around his neck the night before while under the covers. He was brought to the clinic 
and given water. The lieutenant came, talked with the patient and the lieutenant 
determined that the patient did not need to be put on suicide watch or any further 
assessment. The patient returned to his housing unit without any further assessment. In 
a third case, the patient complained of dizziness and almost fainting. The history reveals 
not only the dizziness and lightheadedness but also that the patient was seeing flashes 
of light. He also complained of back pain, which was 9 out of 10 for severity. His initial 
vital signs revealed a blood pressure of 92/60 and a pulse rate of 45. These were 
rechecked 20 minutes later; the blood pressure was up to 130/76 and the pulse rate 
was 68. Both the history as well as the assessment were inadequate. This patient was 
returned to the housing unit without a referral to an advanced level provider. In another 
case, the officer called medical and when the nurse arrived, the patient was on the floor 
and his eyes were rolled back. He had been vomiting. He complained of severe 
abdominal pain. He was helped to his bunk. The assessment was “alteration in 
comfort.” There was no referral. A few days later, he was sent to the hospital as an 
unscheduled send out.  
 
 In general, most cases revealed a timely follow up by an advanced level provider. 
This is a critically important requirement and it is encouraging that generally this is being 
accomplished. Although the follow up was generally timely and appropriate, there were 
opportunities for improvement. There should be a nursing note when the patient returns, 
indicating whether the paperwork is available, so that when the follow up visit with the 
advanced level provider occurs, the findings and plan can be discussed with the patient. 
This usually happened, but not always. In addition, we pulled the paper records to 
review whether the documents from the hospital did return and generally, they were 
present in the paper record but not initialed. All documents returning from any offsite 
services must be reviewed and initialed by an advanced level provider. 
 
Recommendations: 
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1. When the Medical Director is hired, implement emergency drills that are 
educational for the staff each quarter on each shift. 

2. The nursing program must insure that an urgent care log is conscientiously 
utilized, not only at the south facility but also at the central facility. 

3. The nursing program should insure that there is documented review of 
emergency equipment at both facilities in compliance with nursing requirements. 

4. The nursing program should insure that there is a nursing note for all 
unscheduled and scheduled offsite service returns, indicating whether the 
necessary paperwork is available.  

5. A nursing professional performance enhancement review program should be 
implemented at each site regarding urgent care responses. At the south facility in 
particular, attention should be paid to the adequacy of assessments and plans, 
particularly with regard to referring to an advanced level provider. 

 

G. Specialty Services 

 Compliance status: Partial compliance. 

 Findings 
 
 The section on specialty services requires a physician review of all consultation 
recommendations. In addition, it requires a review of all reports that are returned, all 
offsite referrals should be seen by the clinician and there should be a logbook kept for 
all appointments. Given the absence of physician availability, all patients were clearly 
not seen or reviewed by a physician. In fact, we learned that in the absence of available 
physician resources, referrals were sent for review to the Director of Nursing. This is not 
a responsibility that can be assigned to a nurse. The Director of Nursing indicated to the 
Monitor that she approved all referrals. However, the perception of staff is that this was 
not always the case. In any event, this function may not be assigned to a nurse. Almost 
all patients received specialty clinic appointments within a reasonable timeframe from 
the records we reviewed. In each of the records reviewed, patients were seen in follow 
up by an advanced level clinician, although not always within a reasonable timeframe. 
The records generally contained the offsite service reports. Although in this area the 
process elements are working reasonably well, the absence of a physician involved in 
the care of these patients results in an assessment of partial compliance. 
 
Recommendations: 

1. Eliminate the involvement of a nurse in reviewing and approving consult 
requests. 

2. Fill the Medical Director position so as to provide physician oversight to the 
process. 

 

H. Infirmary 

 Compliance Status: Noncompliant. 

 Findings 



12 
 

 This section requires that the County develop policies and procedures that define 
the level of services that can be provided in the infirmary and these policies and 
procedures should outline the acuity status of patients. It also requires that inmates 
requiring services beyond the acuity level defined in the policy and procedure will be 
sent to an outside hospital facility. In the infirmary, registered nurse coverage is required 
24 hours per day, seven days per week but not necessarily as an exclusive assignment. 

 There is a policy which requires the acuity level to be determined at the time of 
admission. It can be adjusted by a physician based on changes in acuity. Currently, 
patients are housed in the infirmary under three different headings. The first heading is 
observation status, which by definition is supposed to only include patients housed less 
than 24 hours. After that point, patients are to be admitted or returned to regular 
housing. There are no regular requirements for physician documentation because the 
assumption is that the patient will be admitted or discharged within 24 hours. However, 
at the time of this visit, several patients have been housed and are housed under the 
observation status literally for weeks at a time with very infrequent physician monitoring. 
There is also supposed to be a long-term care housing status for individuals who are 
housed in the infirmary (special medical unit) only because they cannot be adequately 
accommodated in the regular housing units. And the third group is supposed to be 
patients who have some acute treatment or diagnostic needs which must be addressed 
relatively intensively. For these patients the requirements with regard to physician 
monitoring and nurse monitoring are most intense. On July 11, there were six patients 
categorized as special housing and five patients categorized as observation status. On 
July 31, there were 10 patients housed in the infirmary, seven of them were listed as 
special housing and three under observation status. Apparently, special housing has 
replaced the terminology of long-term care and the term “observation status” is utilized 
for patients with acute problems. The entire approach to the infirmary needs to be 
changed, including the terminology and adherence to the monitoring requirements 
based on acuity level. From a couple of the records we can provide examples. First, 
patient N.D. was admitted on July 28 and three days later was still in observation status. 
He was admitted from the booking area because of unstable hypertension, diabetes, 
asthma, a prior stroke and he was status post heart surgery. This patient was on 10 
chronic disease medications plus insulin. This patient did not have a nurse admission 
note or a physician admission note and has not been monitored in a manner consistent 
with appropriate professional care. The second patient, K.P. was admitted with asthma, 
hypertension, hepatitis C and a depressive disorder. The patient was admitted after a 
hospital stay in which he received an embolization procedure to his liver. This patient 
was admitted on July 26 and there is a registered nurse note on July 27, but it is not 
consistent with the format for an admission note. There have been no physician notes 
but there have been nursing notes each shift. However, vital signs were only done twice 
a day. The inconsistency of terminology, the lack of application of the policy and 
procedures and most importantly the lack of physician involvement in the monitoring of 
sick patients results in the assessment of noncompliance. 

Recommendations: 
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1. Review the infirmary policy and insure that acuity levels are clearly defined and 
that for each level there are requirements with regard to physician and nurse 
monitoring and assessments that are adhered to conscientiously. 

2. Redo the infirmary policy in a manner that provides clearer distinctions between 
observation status, which should not be an admission but rather a placement, 
versus infirmary care status and sheltered housing status, each of which require 
the patient to be admitted. 

I. Medication Distribution 

 Compliance Status: Partial compliance. 

 Findings 

 This section requires that nurses administer medications in a manner that is 
consistent with nursing standards. This includes correctly identifying the patient by 
checking the wristband, checking the medication administration record to make sure 
exactly which medications and what doses are to be provided, observing the patient 
ingest the medication and documenting the administration or a refusal if it occurs. In 
addition, nursing policy requires notification to the prescribing clinician when a patient 
consistently refuses a medication. In general, the nursing performance was consistent 
with most of these requirements; however, there were instances in which the patient did 
not have a wristband and so there was no checking of the wristband. In these instances, 
patients must be told to go back to their cell and retrieve the wristband before the 
medication can be administered. There were other instances in which the patient had a 
wristband but it was not checked. In another instance, when the patient did not 
immediately open his mouth for inspection after ingestion, the nurse did not request him 
to nor did the officer. Although documentation was performed timely, there were a few 
problems. One patient, and this was checked with TIER, had been transferred from the 
south facility five days earlier. This patient was on medication for his diabetes and even 
though he transferred from south to the central facility five days before we observed the 
medication pass, the day we observed it was the first day that he had received his 
medications. There is no explanation for this lengthy delay. Finally, we observed both 
locked down unit medication administration as well as general population medication 
administration. In the locked down unit, the nurse endured approximately a 20-minute 
wait while the officer attended to other activities. This was in part because for the first 15 
minutes the one officer was the only officer in the unit. After there were two officers 
there, the officer was of assistance to the nurse in completing the medication 
administration responsibility. Also, at the end of the medication administration in one of 
the housing units when the nurse was ready to depart, the Monitor queried her as to 
how she knows that all of the patients who are supposed to receive medications have 
responded. She indicated that she knew all the patients but then proceeded to go 
through the medication administration records and identified one record of a patient who 
was then called and responded and received his medication. It is not clear that this 
medication would have been administered without the intervention of the Monitor. We 
did identify a few records in which patients had consistently refused psychotropic 
medication but there was no documentation in the record that this was ever brought to 
the attention of the prescribing clinician. 
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Recommendations: 

1. A nursing professional performance enhancement program including direct 
observation of the medication administrations should be done on a regular basis, 
insuring that proper patient identification occurs, that documentation occurs 
timely and that ingestion is observed either by the nurse or by the officer. 

2. Nurses must be retrained on the need to refer patients to the prescribing clinician 
when they have refused three days of medications in a row. 

3. The nursing administration procedure should include a process by which the 
nurses can be confident that every patient in the housing unit who should receive 
meds has been contacted and either accepts the medications or refuses them. 

 

J. Women’s Health 

 
 Compliance Status: Partial compliance. 

 Findings 

 This area requires a women’s health program including screening for pregnancy 
as well as sexually transmitted diseases and ongoing pelvic and breast exams at the 
time of physical examination. It also requires an obstetrician or family physician using 
standard prenatal protocols to follow the pregnant women. Milwaukee County Jail has 
utilized a women’s health nurse practitioner and this Monitor considers that acceptable 
as long as there is a qualified obstetrician or family physician who provides consistent 
back up. Jails are prone to receive a disproportionate number of patients who are 
pregnant who are considered high risk. Thus, it is extremely important that back up by 
an appropriately credentialed physician be available. It is my understanding that this is 
currently not the case. The Monitor talked with both the previous women’s health nurse 
practitioner as well as the newly employed women’s health nurse practitioner and 
neither has a relationship with a obstetrician or family physician. The American College 
of Obstetrics and Gynecology has set the standard for prenatal monitoring; however, 
this form was not adopted into TIER, the electronic medical record. There is a copy of 
the paper form in the clinic. This form is valuable because not only does it require 
specific elements to be performed at each prenatal visit but it also allows one to 
visualize the progress of the patient and the fetus over time. The form in TIER does not 
enable the documentation of either laboratory results or medication. 

Recommendations: 

1. Establish a collaborative relationship for the women’s health nurse practitioner 
with an obstetrician or a family physician. 

2. Until the electronic medical record problems are solved, utilize the American 
College of Obstetrics and Gynecology prenatal form on paper for prenatal care.  

3. Adopt from national recommendations a clear policy that provides guidance with 
regard to the use of restraints during pregnancy. 
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K. Therapeutic Diets 

 Compliance Status: Partial compliance. 

 Findings 

 This section requires the County to develop a program so that inmates receive 
nutrition consistent with medical orders. At the time that we visited the kitchen at the 
central facility, there was a binder which contained medical orders. This binder 
contained orders for about seven patients with diabetes. We had known from our review 
of chronic diseases that there are closer to 40 or 50 patients at the central facility with 
diabetes. We were told that there is a list generated by the CJIS offender tracking 
system which has a much larger representation of diabetic patients. In fact, this list had 
30 names of diabetics on it. The assistant food service supervisor with whom we 
discussed the matter indicated that for their preparation of special diets, they use both 
the CJIS list and the list of names who have orders in the binder. We were told that the 
CJIS list mostly comes from entries made by nurses in the booking area when they 
receive a positive history for diabetes. This is not the most well organized approach and 
it is not clear that all patients with diabetes who should be on a diet are in fact on the list 
and it is also not clear whether some people on the list should be receiving a diabetes 
diet. We might add that where correctional facilities utilize heart healthy diets, there is 
no need for a special diet either for hypertensives or diabetics because the heart 
healthy diet meets the nutritional needs of diabetics and hypertensives. There are 
patients in booking whose history of diabetes turns out not to be confirmed by laboratory 
testing. In other systems, placement on a medical diet requires a clinician order and it is 
only after that order that there should be an entry into the computer tracking system.  
  
 There is another problem in that patients on disciplinary confinement are 
automatically provided a Nutraloaf meal three times per day, seven days per week 
unless there is a medical order for a different diet. While I was monitoring, the officer in 
disciplinary was insisting that a pregnant female be put on the Nutraloaf diet until the 
Deputy Inspector interceded. One patient on the Nutraloaf diet stopped eating or 
drinking and ended up being hospitalized with kidney failure. Closer monitoring by 
officers and health care staff might have prevented this hospitalization. The Nutraloaf 
meal is designed by the vendor to meet all of the nutritional requirements of an 
adequate diet. The Monitor tasted some and the presentation was analogous to a 
nutritionally adequate non-sweetened brownie, approximately one inch in height and 
relatively dry. Clearly, if this particular sanction is used there must be monitoring of 
intake both liquid and solid and exceptions based on medical orders. 
 
Recommendations: 

1. Investigate the feasibility of utilizing a heart healthy diet. 
2. Develop a policy that requires a clinician order before entry of the special diet 

into the CJIS system. 
3. Custody and medical should collaborate with regard to the monitoring of intake of 

liquids and solids for patients receiving the Nutraloaf diet. 
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III. Mental Health Services 

 Compliance Status: Partial compliance. 

 Findings 

A. Intake 

 This requires the County to provide psychiatric social worker coverage seven 
days per week to review and evaluate positive medical screenings. This is done to 
identify and more thoroughly assess inmates at risk of suicide, with a history of chronic 
mental health problems, with acute symptoms and those on psychotropic medications 
or in need of a more comprehensive mental health assessment. The data from the 
computer demonstrates that a very high rate, greater than 97%, of positive screens are 
assessed within 24 hours. It is a strength of the program that positive screens are 
identified and assessed so consistently. The defect in the intake process is mostly 
related to an absence of an on-call psychiatrist and delays in obtaining psychotropic 
medications. This has been documented consistently in records reviewed and in 
complaints from advocates for the mentally ill. Although the intake reviews are timely by 
the psychiatric social workers, not all of them result in a required face-to-face 
assessment. Some are record reviews with a referral. All of the positive screens require 
a face-to-face assessment. 
 
Recommendations: 

1. The program needs a Director of Mental Health Services. This is a position that 
was discussed with the Department of Health and they concur. This position 
should be created and filled as soon as possible. 

2. The County must review and where indicated amend its policies on its suicide 
program and use of restraints to include the identification of the proper 
documentation, the frequency of rounds, the listing of who can place on suicide 
watch and who can remove from suicide watch, what to do when a patient on 
suicide watch has a release order and guidelines for the use or alternatives to the 
use of restraints in pregnant females. 

3. The County must develop a program that greatly improves the timeliness of the 
response regarding medication evaluation. 

4. The County must hire a Chief Psychiatrist. 
5. There must be a psychiatrist or Medical Director available 24 hours per day, 

seven days per week. 
6. The County mental health program staff, nursing staff, custody staff and 

community mental health advocates must work to improve the availability of 
medications and clinic follow up on release for patients on the mental health 
caseload. 

 

B. Program 

 This section is also partially compliant, in that there is a suicide prevention 
program as well as a crisis intervention program and a mental health sick call program. 
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The problem is because of insufficient psychiatric hours and because of insufficient 
officer escort capability, the two nurse practitioners at the central facility are unable to 
meet the needs of the volume of the sick call referrals. They generally are able to see 
the priority patients within a day or two. Sometimes patients being assessed for 
medications may have to wait weeks for that to be done. The on call nurse practitioners 
who are not psychiatric nurse practitioners are reluctant to order medications even 
when they have been verified. The nurse practitioners who are available are reluctant to 
prescribe psychotropic medications and in the absence of a Medical Director or a 
Psychiatric Director on call and a reluctance of the nurse practitioners who are general 
medical nurse practitioners to write orders, this creates a problem. Even State inmates 
who come with medications have no one to write them until a day or two later, 
particularly when the State inmates have prescriptions written from a different formulary 
than the one used at the jail. Recently the County began using a telepsychiatry 
program; however, when that was in use, the officer who provided escort to the 
psychiatric nurse practitioners was used for that purpose, thus reducing access to the 
psychiatric nurse practitioners. We have learned that although priority patients are seen 
within three days, including weekends, medication evaluations are not seen for weeks 
and regular referrals may take months to be seen. The psychiatric nurse practitioners 
must do regular suicide assessments and rounds in the special needs area and when 
they have a difficult case, they may call the psychiatrist from the south facility, but only 
during work hours. The psychiatric social workers do make rounds daily on the 
weekends in the special needs area. The biggest complaint received by mental health 
staff is patients experiencing lengthy delays in receiving their medications. It is 
extremely difficult to access patients on 4D. Although there is a room there, it is difficult 
to get the officer escorts and that room lacks a computer; therefore, when one sees the 
patient one does not have a medical record. Currently there is fairly limited individual or 
group therapy. It was extremely difficult for us to review the use of therapeutic restraints 
at the central facility because officers were using a single form whether they placed 
someone in full restraints on the restraint bed or they used waist restraints. Therefore, it 
was difficult to sort out the two. We have been told that they have started documenting 
in a way that clarifies the use of restraint beds. We have also been told that enforced 
medication is rarely utilized. Finally, there is an effort underway to facilitate the 
availability of post-release medication until the time that the patient is seen in the 
community. However, this is still a work in process.  
 

C. Staffing 

 The staffing for psychiatric services has not been adequate, especially at the 
central facility. This has been true for at least one year. There is a plan afoot to hire a 
psychiatrist within the next week, which should help a great deal. There has not been 
psychiatric leadership for several years and thus the program at the central facility, 
which has the most poorly controlled patients, is relatively piecemeal. In addition, it will 
be up to the chief psychiatrist working with the newly hired Health Administrator to 
determine whether the current resources for mental health services are adequate. A 
new Director of Mental Health Services is needed to provide supervision to the program. 
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D. Urgent/Emergent and Emergency Psychiatrist Services 

 Although there is a psychiatrist available during the day from the south facility, 
this has not been true during non-work hours and this has resulted in many problems. 
Historically, the Medical Director could take many of these calls but since that position 
has been vacated for a year and a half that option is not available.  

IV. Dental Services 

 Compliance Status: Partial compliance. 

 Findings 

 Currently, 40 hours per week of dentist and dental assistant are split between the 
central and south facilities. The services are provided by a contractor and we met with 
the dentist who services the central facility. He has documented minimally in TIER so 
that it is not possible to determine what he has found during his assessments and what 
he has done. In many records, the documentation includes the number of a tooth only. 
During our discussion, he agreed to begin documenting with SOAP notes in which he 
describes subjective information, objective data and then an assessment and his plan. 
We expect to verify improvements in a follow up visit. We also discussed the standard 
for dental care in correctional settings, which is based on the standard of care in the 
community. Where patients have well maintained dentition, restorations should be 
performed rather than extractions. He seemed to understand this and indicated he 
would practice consistent with those community standards. 

Recommendations: 

1. On a monthly basis, the dental program should report the total number of 
restorations and the total number of extractions performed at each site to the 
quality improvement committee. 

V. Support Services 

 Compliance Status: Partial compliance. 

 Findings 

A. Medical Records 

 This part of the Agreement requires defendants to maintain inmate medical 
records in accordance with industry performance standards. The current medical record 
system is mostly an electronic medical record system. Unfortunately, the company that 
created the electronic medical record system is no longer supporting it. There are plans 
to replace the current system which should lead to vast improvements. The current 
system does not allow for laboratory results to electronically flow into it. It also does not 
allow for scanning of paper documents, such as medication administration records and 
outside service reports, such as consultations and ER reports. As a result, the jail has to 
maintain an additional paper record and it is on the basis of the maintenance of this 
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paper record that partial compliance, at best, applies. The paper records, in essence, 
are drop filed, meaning all documents are just placed in the file unfastened, not 
according to any chronologic order and not sorted by section. This makes it extremely 
time consuming to review a record and increases the probability that required 
information will not be located. 
 
Recommendations: 

1. Replace the current electronic medical record with an off the shelf product which 
is or can be customized for the correctional setting. 

2. Improve the maintenance of the paper records so that they are maintained in a 
manner that is consistent with industry performance standards. Filed elements 
should be initialed before they are filed by the reviewing clinician and then should 
be secured in reverse chronology by section. 

 

B. Pharmacy 

 This area has been consistently problematic for quite some time. There is a 
vendor that provides the pharmacy service which makes the dispensed medications 
available. There is sometimes a problem with delays in accessing medications. In 
addition, there is a substantial quality control problem with the dispensed medications 
that are arriving at the jail in blister cards. Over the last several months, an average of 
between 20 and 40 major errors per month have occurred in these blister cards, 
including wrong name, wrong dosage, inappropriate numbers of pills per blister card 
and other serious problems. Despite monthly discussions and maintenance of records 
of these errors, there has not been significant improvement. This speaks to not only 
poor performance with regard to the dispensing of the medications but even worse 
quality control by the pharmacists reviewing the cards at the end of the process.  
 
Recommendations: 

1. The nursing staff should continue its vigilance with regard to the accuracy of the 
dispensed blister cards. 

2. The County should consider alternative pharmacy resources. 

VI. Miscellaneous 

A. Physical Plant 

 Compliance Status: Substantial compliance.  

 Findings 

 This requires some changes to be made in the booking area as well as the 
records areas. The booking area changes are designed to improve auditory privacy 
during the booking process. Changes have been made in the booking area which do 
afford more auditory privacy and the process is now more professionally appropriate. 
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B. Quality Improvement Council 

 Compliance Status: Noncompliance. 

 Findings 

 Since the departure of the Medical Director, the quality improvement activities 
had ceased for several months. At the Monitor’s suggestion, the program reconstructed 
committee meetings with the Monitor as the chair. During those meetings, the following 
topics were addressed: grievances, chronic disease management, intake processing, 
the provision of medications upon release, timeliness of sick call assessments, 
timeliness of mental health assessments in special needs and timeliness of intake 
mental health assessment along with several other topics. Although the activities 
expended by the committee have led to some changes and improvements, the program 
must be run by physician leadership such as the Medical Director. In fact, the 
Agreement stipulates that the quality improvement council will be chaired by the Medical 
Director and although the efforts of the committee members are both recognized and 
appreciated, the assessment of the compliance status as noncompliance is a 
recognition that the appropriate in-house leadership is not yet available. 
 
Recommendations: 

1. Fill the Medical Director position and continue the monthly meetings designed to 
facilitate quality improvement. 

2. The QI program should monitor and improve all areas covered in this report. 

C. Death Review 

 I reviewed one of the four deaths which occurred in the last year and a half. This 
death was reviewed on the basis of computer print outs of the notes that were 
documented in the electronic medical record. The patient, Mr. A.C., was a 51-year-old 
male who was previously in Milwaukee County Jail from February 2006 to April 2006 
and from October 2008 to February 2009. In each of those admissions, there were 
concerns about mental health issues. On this admission, he entered the Jail on January 
10, 2011 and he succumbed on January 23, 2011. In the booking area it was 
immediately discerned that there were some mental health issues and he was moved 
up to the special needs unit on the basis of the prescreen. He had indicated that he 
would “kill himself.” He was placed on suicide watch and when a nurse saw him, he 
appeared to be actively hallucinating. At that time on January 11, his blood pressure 

was normal but his pulse rate was 120 and his temperature was 99°. He was seen in 
the evening by a psychiatric social worker and he indicated that he was not suicidal and 
he was described as clear and coherent. Later on that same evening, the psychiatric 
nurse practitioner attempted to see him and he did not communicate with her. She 
ordered a priority psychiatrist appointment and this was cancelled by the psychiatrist on 
the basis of his feeling that this patient had been seen regularly. Later on the evening of 
January 11, a nurse described his behavior as “labile,” and she indicated there were no 
signs or symptoms of withdrawal. The RN indicated that he had eaten poorly the last 
few days and also that the water had been shut off in his cell so he should be given milk 
and water. The patient was seen by the psychiatrist on January 12,13,16,19 and finally 
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22. He was also seen by an RN or psychiatric social worker on January 12-15, January 
17-19 and January 21 and 22. Mostly, the documentation describes an absence of an 
ability to communicate with the patient. On January 22, the nurse noted that he had not 
eaten for three to four days. Apparently, the water was still shut off in his cell also. The 
physician saw him later on January 22 and documented “no food in four days and has 
begun to urinate on self. Body fluid hazard and lack of nutrition. Will order Haldol, 10 mg 
IM now and observe.” On January 23 at 10:00 am, he was found dead. 
 
 Comments: Although this patient was seen on a regular basis, both by nursing 
and psychiatric social worker staff, the interventions by the psychiatrist as documented 
provided very little explanation. Furthermore, if someone is in a cell with their water cut 
off and they are not eating for four days, an immediate referral to the medical doctor or 
a send out to a local hospital would be a consideration. We will never know whether, if 
that effort had been made, the outcome might have been different. This case raises the 
issue of the necessity of documenting fluid intake when patients are clearly refusing 
their trays and most especially when they are in a cell whose water is turned off. 
Documenting fluid intake or the absence thereof might have resulted in earlier action. 
 

D. Sentinel Event 

 This is a patient, G.N., who was placed in 4D for disciplinary reasons and 
stopped eating. He had been transferred to Mendota State Hospital on May 17 and 
returned on May 31 with a diagnosis of malingering. He was placed in 4D on May 31 
and on June 13, a psychiatric social worker was called by the officers, who indicated 
that he had not eaten the Nutraloaf for several days and they were requesting an 
evaluation. When the psychiatric social worker arrived, he asked that the patient be 
brought out to the counseling room but when the officer went to get the patient, he 
refused to come out of his cell. The social worker indicated that he appeared to be 
resting on his bunk bed and was stable and the social worker’s plan was follow up as 
needed. One month later, with no follow up having occurred, a nurse was asked to 
assess the patient because he appeared emaciated. The nursing note indicates “he was 
lying prone on his bed, he appeared thin, frail and made eye contact; however, he did 
not answer any questions.” He was assessed after being assisted out of his cell. The 
assessment indicates, “Ineffective coping, altered nutrition, altered perfusion, potential 
altered mental status and altered hydration. The Milwaukee Fire Department arrived 
and took him to the hospital. At the hospital, he was diagnosed with acute kidney failure. 
He stayed there until July 18 and since his return, he has been in the infirmary. There is 
a psych NP note on July 19 and at that time, the nurse practitioner indicated that the 
patient was not responding. There have been no notes since. This is a patient clearly 
with some emotional problems who, after being placed on Nutraloaf, began refusing to 
eat and although this was known, his intake was not monitored. In fact, the social 
worker did not refer the case to medical for an assessment and recommendations 
regarding monitoring. This patient must be monitored closely and encouraged to take 
fluids or any caloric supplement, such as Ensure, in order to prevent a recurrence of the 
morbidity. Meanwhile, his mental problems still warrant further investigation. 
 


