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FOREWORD

When a person is convicted of a criminal offense and is sentenced to a term
in a correctional institution, he loses a number of rights. Access to medical care,
however, is not one of the rights forfeited. This is even more obviously true for
persons held pending trial or awaiting final adjudication of their cases. Correctional
systems have a duty to supply not only medical care but dental care and other
health services to all persons committed to their custody—and they recognize
that duty.

But how, in a society where health care is annually becoming more complex
and more costly, can that duty be carried out? How can correctional systems secure
the facilities and the highly skilled manpower needed to provide adequate health
care? Precisely what services must be included if “adequate care” is to be provided?
How can these numerous health service components be organized into an effectively
functioning system? How can. wasteful duplication be avoided? How can appro-
priations or other sources of funds be secured to cover the high and rising costs
of adequate health care?

This Health Care Prescriptive Package is concerned with these and related
questions. It is addressed in part to the physicians, nurses, and others who are
actually delivering health care in correctional institutions, but in even larger part
to the legislators and the state and local officials who are responsible for organizing,
planning, administering, and funding correctional health care services.

This manual does not seek to set minimum standards for correctional health
care. It is not, except incidentally, a plea for higher standards of care. Rather, it is a
“how to” guide. Assuming without argument that corrections officials would lke
to improve the quality and efficiency of the health care currently available to
inmates, this manual offers a broad range of practical suggestions for achieving
that goal.

GERALD M, CAPLAN

Director

National Institute of Law Enforcement
and Criminal Justice

September 1975
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PREFACE

The American Correctional Association was indeed privileged to participate
with the Law Enforcement Assistance Administration in the development of the
Health Care Prescriptive Package. Health care as delivered to inmates in cor-
rectional institutions has been of major concern to administrators, wardens and
health care professionals for a considerable period of time.

For the first time a joint effort to understand correctional health care was
undertaken by the major components of both the public and private sector. All
readers, whether professional, layman, or student, will gain a great deal of insight
into this significant and critical area of service to inmates. The authors, Edward
M. Brecher and Dr. Richard Della Penna, have done an outstanding job of defining
the problems. State Correctional Health Care Administrators from throughout the
nation and Canada critiqued the authors’ work with the final draft, a combined
effort of staff and professionals. The American Correctional Association is proud
to have played an important role in this timely endeavor and commends this
prescriptive package to all those who seek to understand the delivery of health
care services to the clients of our correctional systems.

ANTHONY P, TRAVISONO
Executive Director

American Correctional Association
College Park, Maryland
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GOT A MOMENT?

We’d like to know what you think of this Pre-
scriptive Package.

The last page of this publication is a question-
naire.

Will you take a few moments to complete it? The
postage is prepaid.

Your answers will help us provide you with more
useful Prescriptive Packages.




INTRODUCTION

The horse-and-buggy doctor, though long since
vanished from the American scene, remains vividly
alive in fiction and the cinema. He came to the pa-
tient’s bedside when summoned, bringing with him in
his black valise all of the equipment and medication
he needed—indeed, all that was available to him. He
was surgeon as well as physician, accustomed to op-
erate in the bedraom or kitchen of the patient’s home;
nursing care and whatever other care the doctor
recommended were supplied by the patient’s family.
In short, the horse-and-buggy doctor was the Ameri-
can system of medicine; his presence was assurance
enough that whatever could be done would be done.

This was hardly the Golden Age of Medicine. The
horse-and-buggy doctor “could do little but set
bones, amputate limbs, pull teeth, vaccinate against
smallpox, and assist births. The few drugs doctors
prescribed were unspecific, and often given in de-
bilitating doses.” But that, plus relief of pain and
and anxiety with opiates and reassurance, was all
that patients expected.

Under such circumstances, supplying to the in-
" mates of early correctional institutions the same
health care available in the outside community was
quite simple; the same physician who made the
rounds outside also stopped off at the poorhouse
and jailhouse when summoned. Nor was financing
his visits a problem; for (at least in theory) the
horse-and-buggy doctor was expected to support
himself on the fees paid by his well-to-do patients,
caring for the indigent and the institutionalized as a
public service.

The American system of health care has made
revolutionary strides since then. The horse-and-bug-
gy doctor has been superseded by platoons of spe-
cialists armed with new equipment, new drugs, and
new techniques—family physicians, internists, obste-
tricians, pediatricians, neurologists, otolaryngologists,
gastroenterologists, cardiologists, dermatologists, and
practitioners -certified in a bewildering variety of
other specialties, The black valise of the horse-and-
buggy doctor has been superseded by fully staffed
and lavishly equipped clinical laboratories, radiolo-

gical departments, pharmacies stocked with literally
thousands of medicaments and medical supply items,
and countless other back-up services for diagnosis
and therapy. Finally, the scene of almost all health
care has shifted from the patient’s bedside to clusters
of physicians’ offices in medical buildings or neigh-
borhoods where laboratory, X-ray, and other ancil-
lary services are conveniently availahle—and even
more commonly to hospitals and hospital outpatient
clinics.

The time scale for health care has also shrunk
through the decades. Patients before the telephone
knew that it might take hours for a message to reach
the doctor, and hours more for him to reach the bed-
side in his horse and buggy. In this day of tele-
phones, automobiles, ambulance service and round-
the-clock emergency services in hospitals, medical
care must be prompt if it is to be adequate.

This expansion and elaboration of health care
services has also given rise to the need for a wholly
new profession, that of the health services admini-
strator, whose function it is to mold these many dis-
parate services into a smoothly functioning health
care system, offering continuity of care to the pa-
tient. Thus, increasingly, the patient depends for his
health care on an entire health care delivery system
rather than solely on Dr. X or Dr. Y.

Each of these changes in the American system of
health care has made it more difficult to deliver to
the inmates of correctional institutions the many
components of comprehensive health care that are
currently taken for granted in the outside community.
The correctional system today is thus confronted
with a continuing dilemma: how to develop within
each correctional institution, or within groups of in-
stitutions under common administration, the increas-
ingly varied and complex services available on the
outside; or, alternatively, how to arrange for inmate
health care services outside the walls of correctional
institutions. The major purpose of this study is to
present in practical form both methods of moderniz-
ing correctional health care services.




Revolutionary changes have also occurred in the
financing of health care services. Medicaid, Medi~
care, Blue Cross, Blue Shield, group health insur-
ance plans, private health insurance policies, Vet~
erans’ Administration benefits, union and employee
health benefit plans, group health and health-miain-
tenance-organization (HMOQO) plans—each of these
and other innovations in turn have made an increas-
ingly broad range of health services available to an
increasingly large proportion of the civilian popula-
tion. Comprehensive health care is thus no longer
a privilege of the few; it is rapidly on the way to
becoming a right to which all are entitled. Proposals
currently pending in Congress for a National Health
Insurance Plan envision a still broader availability
of services. We shall be concerned in this study with
ways of organizing and financing comparable care
for correctional institution inmates.

Many influences are at work both within the cor-
rectional system and on the outside to secure a
broader range of health care services, a higher quali-
ty of care, and improved modes of organization.
Among these influences is the flood of legal actions
to which the correctional health system is currently
being subjected. These actions arise out of the ob-
vious facts that inmates are wards of the state, that
the right to medical care is not one of the rights of
which they have been deprived by judicial sentence,
and that the only care available to them is the care
provided by the correctional system. Literally hun-
dreds of suits alleging inadequate or substandard
health care have been filed in recent years—damage
and malpractice suits, suits for injunctive relief, class
actions, writs of mandamus and habeas corpus, and
so on. Litigation has become so common that at
least one correctional system retains a full-time law-
yer on its correctional hospital staff and maintains
a courtroom within the hospital’s walls.

In some respects this litigation has been helpful,
calling attention to the need for more and better
health care resources. An unfortunate side effect,
however, has been the need to practice “defensive
medicine” in some correctional institutions-—a brand
of medicine concerned less with the health needs
of patients than with the need for an adequate de-
fense should a suit be filed. Defensive medicine is
counter-productive; for it requires that scarce man-
power and resources be used in ways which are dic-
tated by legal considerations rather than the best
intercsts of the patient. The best defense against liti-
gation Is a system of health care which offers con-
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sistent service of good quality in adequate supply.
The suggestions made throughout this study should
lead not only to an improvement in health care but
also to a lessened vulnerability to legal attack.

In drafting this study, our first concern was to
determine how correctional health care systems are
currently providing for the needs of inmates. To find
out, we visited a substantial number of state depart-
ments of correction and a broad range of individual
institutions in all parts of the country. We believe
that ours was the first such nationwide tour of cor-
rectional health care facilities.

On many of these visits we were accompanied by
Kenneth B. Babcock, M.D., retired medical director
of the Joint Commission on Accreditation of Hos-
pitals and currently a consultant tc correctional
health care systems; we also had the benefit of Dr.
Babcock’s prior surveys of seven statewide systems
and various local systems. Dr. Babcock’s prior sur-
veys provided a general review cf current practices.
In our site visits made specifically for this study,
accordingly, we were not concerned to document
shortcomings but concentrated on ways in which
particular statewide systems and particular institu-
tions are already engaged in remedying these short-
comings. We have tried to present here the best cur-
rent practices in the field of correctional health care,
based on these site visits.

We also interviewed a very broad range of per-
sonnel directly engaged in delivering health care,
from statewide medical administrators to parapro-
fessional employees in outlying corectional institu-
tions. Without exception, we found everyone involved
in correctional health care delivery convinced that
their institutions could do a better job than they
are currently doing. This study incorporates a wide
variety of suggestions for improvement which were
offered us during these interviews.

Several state correctional systenis have prepared or
are currently preparing manuals for the guidance of
their institutions and personnel; we have freely made
use of these documents in drafting our own study.
Thus the recommendations here made are not a
flight of fancy or a projection of the authors’ per-
sonal views; they are firmly anchored in present
practice and in the views of experienced practi-
tioners,

Before publication, a preliminary draft of this
study was circulated to the men actually in charge
of health care in 18 state correctional systems—the




medical directors, administrators, and coordinators
in state departments of correction; for a list, see
Appendix A. Their comments were presented at a
meeting held in Alexandria, Va., on July 10 and 11,
1975%; and the manuscript was subsequently re-
vised in the light of their suggestions.

Many others assisted at various stages in this proj-
ect—in the research, the drafting, or the revision.
Among these whose contributions went beyond mere
helpfulness were the following:

® Kenneth B. Babcock, M.D., of Pompano Beach,
Florida, whose broad experience and calm critical
judgment have been outstanding guides throughout
this project.

® Robert Brutsche, M.D., medical director of the
ULS. Bureau of Prisons, his regional administrators,
and health care personnel at all levels in the Federal
institutions we visitec.

& James Cicero, M.D., former medical director of
the Minnesota State Prison, and Ivan Fahs, Ph.DD., of
Medical Coordinators, Inc., St. Paul, Minn. An un-
published study by Drs. Cicero and Fahs of correc-
tional health care systems in Western European
countries taught us in particular that the shortcom-
ings of correctional health care systems are not
limited by national boundaries but arise in consid-
erable part out of the complex nature of the problem.

9 Ruth Glick, Ph.D., of the National study of
Women's Correctional Programs. Berkeley, Calif.,
and Iris Litt, M.D., of the Division of Adolescent
Medicine, Montefiore Hospital and Medical Center,
Bronx, New York, were particularly helpful with
respect to our chapters on women's and adolescent
institutions. Rita Judd Stokes, Ph.D., author of a
comprehensive study of the San Diego (Cal.) jail
system, was similarly helpful with respect to our
chapter on local detention facilities.

Administration of this project was in the hands
of Mary Ann Beck of the National Institute of Law
Enforcement and Criminal Justice, the research arm
of the Law Enforcement Assistance Administration;

and Raymond S. Olsen of the American Correctional
Association. Their contributions, however, went be-
yond mere administrative efficiency, and we are in-
debted to them for many forms of assistance as this
study matured. Nick Pappas of NILECJ was par-
ticularly helpful in the role of independent and out-
spoken critic. Whatever the limitations and short-
comings of this study, they would have been far
greater without the cooperation of these men and
women.

We particularly regret the lack of a comprehensive
consideration of mental henith and dental services in
this study. We hope that parallel studies in these
areas will be undertaken soon, and call the need
to the attention of the newly formed American Cor-
rectional Health Services Association.

We are hopeful that this study will be of interest
and use, not only to health care personnel in cor-
rectional institutions but to all correctional person-
nel in a position to influence policies and procedures.
We are also hopeful that correctional health care ad-
ministrators will be able to use this manual in se-
curing a better understanding of health care needs
among legislators, state officials outside the correc-
tional system, judges, lawyers, and the public at
large. A wide gap exists between the quality and
quantity of health care currently available to inmates
at many correctional institutions and the care cor-
rectional officials themselves would like to see de-
livered. Making that gap known to the public and
especially to appropriating bodies is a part of the
correctional function—for it is a necessary first step
toward ciosing the gap.

“At this meeting, the statewide directors and admini-
strators present also formed a new organization. the Ameri-
can Correctional Health Services Association, to foster im-
provements in correctional health care delivery. The
ACHSA is the first nationwide association in this field. Af-
filiation of the ACHSA with the American Correctional
Association is expected. For further information, write Mr.
Cecil Patmon, acting secretary, ACHSA, Iilinois Depart-
ment of Corrections, 160 North LaSalle Street, Chicago,
1L, 60601.
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CHAPTER I. THE ELEMENTS OF SOUND HEALTH CARE

1.1. Chaos Confounded

To see correctional health care at its horse-and-
buggy worst, it is only necessary to observe “sick
call” at a correctional institution which has not yet
modernized its services or organized its procedural
routines effectively, If it is a small institution with
100 inmates, a dozen may be clamoring for the phy-
sician’s attention during the half-hour he has to hear
their complaints. In an institution with 1,000 inmates,
100 may have attended sick call yesterday, 100 more
may stand in line today, and another 100 may be
expected tomorrow. If there is no weekend sick call,
the clamor and crowding on Mondays may be in-
tolerable. There is no possible way for a physician
to diagnose illnesses accurately and prescribe ef-
fective treatment during the few brief minutes he has
for each inmate.

At one correctional institution a few years ago,
a little more than one minute of the physician’s time
per inmate attending sick call was available on the
average, and many inmates received only a few
seconds of time:

“Most inmate contact with the medical services
was through sick call, which began at 8:00 or 8:30
a.m. and lasted for 2 to 2% hours, Monday through
Friday. . .. Average attendance was 100 to 125. No
examinations were given at sick call; there was not
enough time and neither doctor felt it was necessary.
A counter topped by a mesh screen which extended
to the ceiling divided the pharmacy in two, and
separated the doctor from the inmate. At sick call,
the doctors asked the nature of the inmate’s com-
plaint and either sent him back to his assignment or
to his cell after dispensing whatever medication he
thought was appropriate. Only in rare cases, the
doctors directed an officer to conduct the man to the
examination room. The approach was very business-
like, very direct, and very authoritarian, and usually
took but a few seconds. The time and effort neces-
sary to explain, to help provide insight, to gain ac-
ceptance, to achieve confidence, were absent. As is
often true when the doctor-patient relationship is
imposed, not chosen, there was no element of faith

and confidence. . ..

“Inmates did use sick call to escape a boring job
and see friends as well as to get treatment for illness,
but the number of such ‘malingerers’ is not known.
Both doctors claimed that the majority of those on
sick call were not ill and that it was possible in a
few seconds by ‘looking into their eyes’ to distin-
guish these from inmates with valid complaints. They
also expressed the opinion that inmates make more
demands for medical treatment than inmates would
outside of prison. Inmates, however, complained that
the doctors often didn’t believe that they were sick
and routinely dispensed a few drugs, such as aspirin,
for almost all complaints,

“To conduct such a sick call, it is manifestly im-
possible for any doctor to spend more than a few
moments with each inmate. Part of this time must
be devoted to the process of weeding out those who
need medical attention fiom those who simply desire
a repeat of some previous drug or medication or
from those who are faking their problems. Institu-
tionalized persons also tend to develop vague symp-
toms, which though real, cannot be traced to a phy-
sical dysfunction, and the pressures under which in-
mates live give rise to emotionally based disorders.
Ulcers and ulcerlike symptoms are common. Little
is or can be done for them in this setting except for
palliative therapy which most will eventually obtain
through this sick-call process. The process neverthe-
less does provide a practical mechanism for finding
and treating acute, urgent, or new clinical problems.

“In fact, there were often as many as 300 to 350
inmates on routine .maintenance doses of various
drugs, including tranquilizers. At sick call, only sick-
call records, and not medical records, were available
to the doctor, and his diagnosis was usually based
on the inmate’s description of the problem and a few
moments’ observation during the questioning. Speci-
fic drugs (sometimes placebos) were routinely dis-
pensed for particular types of complaints and the
routineness of the procedure undercut such confi-
dence as inmates might have had.” —Official Report
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of the New York State Commission on Attica (Ban-
tam Books, 1972).

Not all of the inmates appearing at sick call, of
course, are sick. Some are just bored and have
nothing better to do. Some want excuses from their
work assignments. Some are in search of medication
which will help pass the hours less disagreeably.
Some are prey to anxieties which are real enough,
and which give rise to psychosomatic symptoms. Nor
do all who genuinely need medical care appear at
sick call. *“I was too sick to face that sick-call has-
sle,” an inmate may remark.

Because so many attend daily, there is no waiting
room in the medical area large enough to hold them
comfortably. Often they will be found lined up im-
patiently along a corridor, or crowding around the
door of the examining room. Tempers flare under
such circumstances, so a correctional officer must
be posted. If one is not enough, there must be two.
Staff members are also competing for the physi-
cian’s precious time during the brief sick-call period;
they come and go with questions and problems, in-
terrupting the physician-patient interviews. Privacy
is necessarily sacrificed. Continuity of care is con-
spicuous by its absence. There is no time for the
physician examination -of each patient, no time to
inquire into his medical history, no time to review
his medical record——and no time to jot down more
than the briefest note on what should be done. “Take
an aspirin” becomes the common prescription.

Under these conditions, of course, inmates recog-
nize that they are not receiving good medical care.
They see the institution’s medical service as just
another instrument of oppression, and are alert for
ways to “rip it off.” The ways they find are innum-
erable.

The effects of this system (or lack of system)
on the correctional physician and the health care
staff are disastrous. Even a physician who takes a
post in a correctional institution with a genuine con-
cern for inmates, and with a determination to prac-
tice the same high-quality brand of medicine within
its walls as he formerly practiced on the outside,
soon “burns out.” He may lose all empathy with
the endless stream of inmates who parade through
his office at three-minute intervals or less, openly
voicing their disrespect for him and his medical skill,
sullen and manipulaitve at best, hostile, and at times
even threatening,

It doesn’t have to be that way. In the scctions that

follow, we shall describe a pattern of health care
organization which reduces to a minimum the pres-
sures of the “sick-call hassle” on both health care
personnel and inmates, making possible sound rela-
tions between them and raising the quality of the
care provided.

1.2. The "Medical Evaluation”

An essential step in converting from a system of
correctional health care based primarily or solely on
sick call to a system with a capacity for providing
quality care is to establish a series of procedures for
the medical evaluation of each inmate. This evalua-
tion cannot be performed under the hurried and har-
ried conditions of the traditional institutional sick
call. Four aspects of the medical evaluation are re-
viewed in the sections which follow, all designed to
provide the health care staff with a knowledge and
understanding of the inmate’s condition before he
appears at sick call.

1.3. The Preliminary Screening for Admission

For his own protection, for the protection of other
inmates, and for the protection of the correctional
institution, a preliminary health evaluation should
be made immediately upon the arrival of a new in-
mate—Dbefore he is permitted to enter the inmate
population. As many as possible of the following
points should be checked:

® Docs the new arrival report pain, bleeding, or
any other symptoms suggesting need for emergency
service? Are there any visible signs of trauma or
illness requiring immediate care?

® Does the new arrival have a fever, a sore throat,
swollen glands, jaundice, or other cvidence of an
infection which might spread through the institution?

® Does his general appearance suggest the like-
lihood of head lice, body lice, pubic lice, or other
parasites?

® Docs he appear to be under the influence of
alcohol, barbiturates, heroin, or any other drug? Is
he exhibiting withdrawal signs, or at risk of develop-
ing them?

® [s he so excited or elated, so depressed and
withdrawn, or so disoriented as to suggest the pos-
sibilty of suicide or assault on others?

® js he carrying medication, or does he report
being on any medication which should be continu-
ously administered or available—medication for
arthritis, asthma, diabetes, seizure disorders, gastric




or duodenal ulcer, heart disease, high blood pres-
sure, psychiatric problems, etc.?

@ Is he on a special diet for any of the above (or
other ) conditions?

@ Has he recently been hospitalized or seen a
physician for any illness?

e Is he allergic to any medications or other sub-
stances?

® Does he have an unusual, recently acquired
headache?

® Has he fainted lately or has he had any recent
head injury?

A medical record folder should be prepared for
each inmate on admission, and the pertinent find-
ings of the screening examination, both positive and
negative, should be the first entries in his permanent
medical record.

The urgency of the preliminary screening varies
from institution to institution and from inmate to
inmate. It is most important in local detention facili-
ties (jails) which receive most of their inmates di-
rectly off the street—and it is precisely in such in-
stitutions that screening on admission is most diffi-
cult and most likely to be neglected. (For a further
discussion of this ubiquitous problem, sec below,
page 41). Even long-term institutions which receive
many of their inmates from other institutions, how-
ever, should have an admission screening procedure
for all inmates.

One purpose of the screening on admission is to
identify very ill persons who should not be admitted
at all but should be transferred at once to a hospital,
mental hospital, or other facility. In some cases, the
police officer, marshal, or deputy sheriff who brings
the person to the institution may be instructed to
take him instead to the other appropriate facility. If
this is not possible, the correctional institution itself
must promptly make the transfer instcad of admit-
ting the new arrival to the inmate population.

If the new arrival is moderately ill on admission,
or if he is intoxicated, he should be sent to the insti-
tution’s infirmary rather than the general population.
If he is in need of continuing medication, his medi-
cation should be taken from him but arrangements
must be promptly made for dispensing appropriate
doses through the institution’s regular dispensing pro-
cedures (sec page 23). The purposc of the screen-
ing on admission, in short, is not merely to make a
paper record but to see that the immediate health

care needs uncovered in the course of the screening
arc promptly met. A substantial body of litigation
arises out of failure to identify and promptly care
for medical needs present at the time of admission.

The preliminary screening on admission need not
be performed by a physician. Indeed, one of the
major distinctions between horse-and-buggy medi-
cine and the modern practice of medicine is the use
of physician’s assistants, nurse-practitioners, medi-
cal technical assistants (MTA’s) and other “physi-
cian extenders” to perform duties which the physi-
cian does not have time for and which would other-
wise not be performed at all—thus leaving the phy-
sician free for duties consonant with his level of
skills and training. Both the advantages and the limi-
tations of carc by physician-extenders will be dis-
cussed in subsequent sections of this study.

The screening should always be performed by a
member of the health care (not correctional) staff,

Performing the initial screening in a thorough and
efficient manner, and taking prompt care of the medi-
cal needs identified during the screening, is the first
step in assuring the inmate that his health is in fact
a concern of the health care system. This favorable
first impression can and should be buttressed by
handing new arrivals a leaflet explaining the screen-
ing procedure, the health services available in the
institution, the inmate’s right of access to those serv-
ices, and his responsibility for his own health care.

The other three clements of the inmate evalua-
tion—medical history, physical examination, and la-
boratory tests—should follow as soon as possible
after this preliminary screening.

1.4, The Medical History

As in private medical practice, the medical history
starts with inquirics into the patient’s present health
complaints, symptoms, and concerns, when they were
first noticed, whether they are improving or getting
worse, and so on. Next the patient may be asked
about his family history, especially the presence in
his family of discases such as diabetes, tuberculosis,
high blood pressure, and cancer. Childhood and
adult illnesses, injuries, operations, immunizations,
and hospitalizations are similarly inquired into. The
patient is asked about his use of alcohol, tobacco,
and other drugs. An affirmative answer to a question
may lead to further explorations. The medical history
provides a part of the base line from which future
changes will be measured. The physician knows that
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he will have numerous occasions to refer back to
this initial history during the months or years ahead;
and that it will alert him concerning points to check
during the subsequent medical examination.

In the correctional health field, the initial medical
history has other uses as well. It helps the physician
determine, for example, whether any limitations
should be placed on an inmate's work and recrea-
tional activities, or on his diet or housing. It may
prove useful when the inmate is being prepared for
parole or release. It also has medicolegal value: a
condition recorded during the initial history-taking,
for example, cannot subsequently be blamed on the
correctional institution.

A medical history should be taken within 48
hours of admission if possible, and within a week in
any event. It need not be taken by a physician.
Where physician time is in short supply, the history
can be recorded by a physician’s assistant, nurse,
MTA, or other health staff member—provided the
staff member is trained in taking medical histories.
The history should be reviewed by a physician, how-
ever, and he should then explore in greater depth
any matters of concern recorded.

1.5, The Physical Examination

In correctional as in civilian medicine, the taking
of the medical history should be followed by a com-
plete physical examination. Indeed, history and ex-
amination can best be viewed as twin procedurcs
which complement and supplement one another. The
history is largely subjective; the examination provides
objective data. The history guides the physician's
physical examination, focussing it on the relevant
organs and physiological systems.

Pertinent negative as well as positive findings
should be recorded; for example, if there is 4 history
of hepatitis, the record should show whether the
liver is or is not enlarged or tender.

While the physical examination should be thor-
ough, it should cover no more ground than neces-
sary; if too many items are included, many of them
will necessarily be slighted. For this reason, guide-
lines should be developed which minimize waste of
time. Thus routine testing for glaucoma may be
limited to inmates over 40: examination of the fun-
dus of the eye may be similarly limited in the ab-
sence of a specific indication such as headache, dia-
betes, recent head injury, or a specific eye disease,
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1.6. Additional Prediagnostic Studies

Using the medical history and physical examina-
tion as guides, the physician can then determine what
additional studies are needed for evaluation of the
inmate’s health status and needs—an electrocardio-
gram, for example, if there is a history of heart
disease or if the heart sounds suggest a problem; an
examination by an ophthalmologist if eye disease is
noted; and so on. A skin test for tuberculosis should
be given all newly admitted inmates, and chest X-
rays thereafter, if indicated. Other X-ray examina-
tions may be ordered and blood or urine samples
obtained for clinical laboratory tests as indicated.
A serological test for syphilis should also be routine
for all inmates.

A large correctional institution, as we shall note
in subsequent sections, may find it both convenient
and economical to have these additional prediagnos-
tic services available within its walls. A small insti-
tution may instcad send blood and urine specimens
(or the patient himsell') outside for further tests. The
essential point for both large and small institutions
is that a full range of prediagnostic services be a-
vailable to the physician—and to his patients—when
needed, either within or outside of the institution,

1.7. Problem ldentification, Diagnosis, and
Formulation of a Treatment Plan

Once a full medical history, physical examina-
tion, and additional prediagnostic tests have been
completed and the findings recorded, the physician
is in a position to record his medical evaluation of
the inmate—identifying his specific health problems,
diagnosing his illncsses, and drafting a treatment
plan for him. It is essential at this stage to call in
the inmate, review the record with him, advise him
on the steps he himself should take (diet, exercise,
ete.), and discuss future diagnostic and treatment
measures, including medication if any. It is also
highly recommended that the same physician who
performed the physical examination make the evalu-
tion, and plan and discuss them with the patient.
Tetanus immunization should be brought up to date,
and other immunizations performed or ordered as
indicated, in accordance with current public health
guidelines,

Finally, prescriptions should be written, and (if
indicated) @ schedule of future appointments for
periodic. checkups should be set up. All diagnoses
and treatment decisions should be recorded in suf-




ficient detail so that paramedical personnel can there-
after be clear on what should and should not be
done. Subsequent medical audits should be con-
cerned in considerable part with the extent to which
the treatment plan recorded by the physician at this
stage is in fact being implemented.

Whenever possible, the physician performing the
inmate’s medical evaluation should be the one re-
sponsible for his subsequent health care. This need
for continuity of care and for a continuing physi-
cian-patient relationship will be further discussed in
subsequent sections of this Manual.

1.8. Sick Call

Once these health evaluation procedures have been
established in a correctional institution, “sick call”
need no longer be an example of confusion or worse
confounded by an occasion for solving most problems
with aspirin tablets. Even though the physician has
only a few minutes for each patient, he also has the
patient’s medical record with its findings, diagnoses,
and treatment plan to guide him. Many inmates who
would otherwise appear at sick call are now absent,
for their needs are being met during periodic ap-
pointments outside the sick-call procedure. Having
had an opportunity to discuss his health needs with
the physician at the time of the evaluation, an in-
mate’s health anxicties are at least in part assuaged
.and he need not come to sick call merely for infor-
mation about his health status. His attitude toward
the health care staff is likely to be much less hostile
following the demonstration of competence and con-
cern which the evaluation measures provide. There
is no panacea for the shortcomings of “sick call™;
but the measures described above, and others to be
cited hereafter, can minimize those shortcomings.

It is essential that appearance at sick call be rec-
ognized as an inmate right, not a privilege. No mem-
ber of the correctional staff, for example, should
approve or disapprove requests for az.iendance at
sick call. Denial of access to sick call is an open
invitation to inmates to sue the institution—for it
is prima facte evidence of denial of medical care.

Only one exception should be recognized. A phy-
sician, physician’s assistant, nurse, or other qualified
member of the medical staff should make the rounds
daily to visit inmates in segregation or otherwise un-
able to attend sick call. Such a daily visit, nor made
in response to u call but as a part of the institution’'s
duily health care routine, is the only acceptable al-

ternative to allowing each inmate access to sick cail.
Assuring each inmate as a matter of right either
access to sick call or a personal daily visit from a
member of the health care staff is the only assurance
a correctional heaith system (and the courts) can
have that health needs are being met. Written orders
should assure this access, and any violation should
be deemed a serious offense.

A physician need not see all inmates appearing at
sick call, A physician’s assistant, nurse, MTA, or
other qualified member of the professional health
care staff (but not the correctional staff) may sec
inmates initially, handle minor conditions, and refer
to the physician only those inmates requiring his
care, Standing orders, signed by the physician in
charge, should specify in adequate detail those con-
ditions which paraprofessional personnel may care
for themselves and those which should be routed to
the physician. “If in doubt, call the physician” should
be the universal rule. (For other limitations on the
use of non-physicians, see Section 2.2, below.)

Privacy is an essential feature of adequate sick
call service. Hence a suitable waiting room or wait-
ing area with seats should be provided, along with
separate examination or interview rooms for the
screening and the physician interviews. The elements
needed are not “budget breakers™; the essentials are
merely that the medical area be clean, well lit, well
ventilated, appropriately equipped and supplied—
and large enough for its functions.

An inmate’s medical record should be at hand
and shouwld be checked whenever he appears for sick
call or for any other procedure. This should be true
whether the attendant is a physician, a nurse, or any
other staff member. All health staff members should
be required to add a bricef note to the inmate’s medi-
cal record following any procedure, however minor
or routine.

If a condition is such that it cannot be diagnosed
or treated during sick call, an order, referral slip, or
appointment for further diagnostic tests and for a
return visit should be written at once and recorded
in the inmate’s medical history. Medication should
be prescribed only after all other measures have
been taken, thus impressing upon the inmate the
truth that the purpose of sick call is to provide health
care rather than merely medication,

Even after the system of medical evaluation and
treatment planning described above has been estab-
lished, the number of inmates appearing at sick call
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is likely to be excessive—a serious waste of health
staff time and facilities. Limiting access to sick call,
however, is not an acceptable method of curbing this
waste; for the inmate deprived of access may be the
one in urgent need. Some inmates are hypochondriacs
who come again and again; but even hypochondriacs
are in serious need of medical attention on occasion.
Numerous ways of cutting down attendance at sick
call without depriving inmates of access can be in-
stituted.

® First and foremost is the image projected by
the institution’s health care service. As noted above,
inmates rip off their friends less frequently than their
enemies. A health care service which is perceived as
operating in the inmates’ interest will have unnec-
essary appearances at sick call—but it will be less
heavily burdened with them.

® A high proportion of appearances at sick call
are for medication rather than medical care. A health
care scrvice which relies excessively on medication
thus invites excessive use of sick call, When inmates
perceive the health care service as a source of needed
health care rather than a source of wanted medica-
tion, sick call attendance goes down. This does not
mean, of course, that inmates should be deprived of
medication needed as a part of their medical care
(see page 23).

& The routine dispensing of medication (the “pill
line™) can be separated in time and space from sick
call, thus reducing sick call congestion,

® Many common home remedies that are readily
available over-the-counter in pharmacies (such as
mild analgesics, antacids, Vaseline, and skin lotions)
can be provided without the need for inmates to
appear at sick call. (For details, sce page 27).

® All forsceable occasions for care can be sched-
uled outside sick call hours, thus limiting sick call
to self-referrals requiring immediate attention. In-
mates can be offered the alternative of a future ap-
pointment in lieu of sick-call appearance today if
their need is not urgent; many will prefer the ap-
pointment.

® Inmates attend sick call because they are in-
terested in and worried about their health, Health
education classes (see page 77) are an alternative
way of meeting these intcrests and assuaging these
worries, So are explanations given the inmate by
the time of diagnosis or treatment.

® Inmates attend sick call, as they attend other

12

institutional functions, because they are bored and
need something to do. The richer the institution’s
activity program, the fewer inmates will rely on sick
call attendance as an antidote to boredom. In one
correctional institution, the introduction of television
was promptly followed by a marked reduction in
sick call attendance.

® The houwr for sick call affects attendance. Sched-
uling it during working hours provides an incentive
to attend instead of going to work. Scheduling it
at an hour when other popular activities are avail-
able tends to reduce its use to combat boredom. This
tactic, however, should not be carried to extremes;
that is, attendance at sick call should not require a
sacrifice sufficient to tempt individuals in need of
medical care to forego it.

® One common motive for appearing at sick call
is to secure a medical excuse from work assignment.
Some corrcctional institutions minimize this motive
for attendance by a “sick leave™ system-——allowing
cach inmate a limited number of one-day absences
from work for illness without a medical excuse.
While this sick-leave system may result in a modest
increase in the number of unjustifiable one-day ab-
sences, as it docs in private industry, the benefits
to the sick call system may more than compensate
for this loss.

1.9. Continuing Clinical Services

Because sick call is even at best a hurried proce-
dure, and an unsatisfactory procedure for both phy-
sician and inmate, every effort should be made to
schedule regular appointments outside of sick-call
hours for all forseeable medical needs. In addition
to relieving the “sick call hassle,” a regular schedule
of appointments makes for better doctor-inmate re-
lations and for a higher quality of health care.

1.10. Periodic Health Examinations

The uscfulness of an annual physical examination
for all inmates is a controversial issue—in correc-
tional as in civilian medicine. No one doubts that
conditions which might otherwisc be missed will be
identified during an annual examination, or that the
examination offers an opportunity to re-cvaluate
cach patient and to audit the care he has been re-
ceiving. The issue is whether the same time and ef-
fort will produce an even greater benefit if utilized
in other ways. Various alternatives may be cited:

® Annual health evaluation only for inmates over
40, or over some other age.




® Biennial or triennial health evaluations for all
patients, plus annual tests for tuberculosis and
syphilis,

® Quarterly or semi-annual health evaluations for
those patients with chronic conditions requiring
followup.

® An annual health evaluation only for those in-
mates who request one.

A “one-shot” comprehensive physical examination
for all inmates in a correctional institution or system
may be of very great value in the course of converting
from a “sick call” system of health care to a system
based on medical evaluation and scheduled followup
appointments,

A health interview, and physical examination if in-
dicated, is recommended for all inmates prior to re-
lease.

1.11. Medical Records

The conversion from a sick-call or horse-and-bug-
gy model of medical care to the organized system
of health services here described will collapse if a
comprehensive system of medical records is not es-
tablished along with the other changes. A modern
system of health care is as dependent on good records
as a bank or insurance company. It is for this reason
that the Joint Commission on Accreditation of Hos-
pitals, for example, places as much emphasis on good
medical records as on sterile conditions in the operat-
ing room. The Joint Commission lists six purposes
of a medical records system:

® To scrve as a basis for planning and for con-
tinuity of patient care;

® To provide a means of communication among
the physician and any professionals contributing
to the patient’s care.

® To furnish documentary evidence of the course
of the patient’s illness and treatment. . . ;

® To serve as a basis for review, study and eval-
uation of the care rendered to the patient;

® To assist in protecting the legal interests of the
patient, the hospital [in this case, correctional
institution] and responsible practitioner; and

® To provide data for use in research and edu-
cation.

What should the medical record contain? The

Joint Commission’s requirement is all-encompassing:

All significant clinical information pertaining to
patient shall be incorporated in the patient’s
medical- record. The record should be suffici-
ently detailed to enable:

® The practitioner to give effective continuing
care to the patient, as well as to enable him to
determine, at a future date, what the patient’s
condition was at a specific time and what pro-
cedures were performed;

® A consultant to give an opinion after his ex-
amination of the patient; and

® Another practitioner to assume the care of the
patient at any time.

Though they refer toa hospital’s medical records,
these requirements are at least equally applicable
to the records of a correctional institution.

A medical record for each inmate should be
opencd, as noted above, at the time of his initial
screening. It is a major convenience and saving of
time if a numbered checklist of the inmate's health
problems is filed at the opening of the record, so that
all subsequent entries can be numbered and titled
by problem. If the inmate subsequently comes to
sick call with a stomach ache, the physician, physi-
cian’s assistant, or nursc can at a glance determine
whether a gastrointestinal problem is already in-
cluded in the problem checklist. If it is not, the
problem should be added to the list. If it is aiready
there, a quick thumbing of the record will turn up
all of the relevant entries without the need for mas-
tering the entire record. Problems which have been
resolved or which have become inactive can be so
marked on the checklist. In such a “problem-oriented
record system,” the problem checklist serves as a
time-saving index or table of contents.

Following the evaluation summary, each subse-~
quent contact of the inmate with the medical service
should be cntered in the form of progress notes,
nursing notes, lab reports, consultants’ opinions, and
so on. Each entry should be appropriately numbered
and titled in terms of the problem checklist, and
should be signed or legibly initialled. Diagnoses,
orders, treatment plans, impressions, and other spe-
cial types of entries should be labeled as such.

Pocket tape recorders or other equipment for dic-
tating medical records to save the time of doctors
and nurses should be considered.
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Inmates should not be used to transcribe entries
into medical records, or have access to medical rec-
ords for any other purpose. Rather, all transcribing
and filing should be done by a trained medical rec-
ords technician, This is neither so formidable nor so
costly as it sounds; correspondence courses are
available. A statewide correctional system may also
find it advantageous to employ a qualified medical
records administrator to supervise the records system
in all of the state’s correctional institutions. Alterna-
tively, a state system may employ a medical records
administrator temporarily as a consultant, or borrow
one from another state agency, for the purpose of
setting up a modern medical records system and for
reviewing it periodically.

Maintaining a uniform medical records system for
all the correctional institutions in a state has two
major advantages: an inmate’s medical record can
accompany him as he is transferred from institution
to institution, and auditing of the records to deter-
mine conformity with statewide policies is greatly
simplified.

Even the most comprehensive medical record, of
course, is useless if it is not available when needed.
Records should therefore be filed immediately ad-
jacent to the treatment areas where they will be used.
They may be stored elsewhere following an inmate’s
release—but should be held for reactivation in the
event of his return.

Medical records, in correctional as in civilian prac-
tice. are confidential. This means they should not
be available to anyone except the medical staff con-
cerned with the inmate’s health care.* They should
be kept in locked files and surrounded by other safe-
guards as indicated. They are the property of the in-
stitution and should never be taken out of the insti-
tution except {a) for transfer to another correctional
institution when the inmate is transferred, or (b)
when required by a court order,

One exception to the confidentiality rule is that
data from the records may be made available to out-
side persons——for example, a physician, hospital in-
surance company, or parole officer—on the inmate’s
written authorization. A blanket authorization is not
sufficient. Each authorization should specify the per-
son to whom the inmate wishes information released
and precisely what information he wishes released.

*Information from the record, of course. may be trans-
mitted to the warden or correctional staff in situations where
this does not violate physician-patient confidentiality.
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The release form should be filed with the medical
record, together with a note of the date on which
the information was forwarded.

Establishing a uniform and comprehensive prob-
lem-oriented medical records system is not an easy
undertaking. Physicians, nurses, and other health care
personnel are set in their ways, They resist and may
resent any effort to alter the methods of record-keep-
ing to which they are accustomed. “I designed a uni-
form records system for this state’s institutions, and
spent two weeks explaining it to the staff,” one health
care administrator recalls. “Then I gave up. I esti-
mated that it would take six months of my time, full
time, to achieve the changeover.” The effort is worth
while even though it does take six months of some-
one’s time, To facilitate the changeover to an im-
proved records system, we have two major recom-
mendations:

First, a new medical records system should not be
devised in a vacuum at the state headquarters level
and then handed down by decree from on high.
Rather, meetings of the health care staff in each
institution should be held at which record problems
can bé aired. Almost certainly, these meetings will
reveal that the operating staff itself is annoyed and
dissatisfied with the shortcomings of the present rec-
ords system and has many suggestions for change. A
preliminary plan for a new system can then be drawn
up incorporating the suggestions of those who will
have to operate the new system. The preliminary plan
can next be brought back and explained to the health
care staffs, and over a period of time a final plan
evolved which will have the assent of those con-
cerned. The services of an experienced medical rec-
ords administrator throughout these planning stages
~—an administrator who has dealt with staff resis-
tances before—can be invaluable.

Our sccond suggestion is that as soon as a new
system has been instituted, a substantial effort be
made to review the new medical records—not from
the point of view of the health care delivered but
from the point of view of the record keeping itself.
A random sample of inmate records can be drawn
and reviewed monthly, Here is an order for an elec-
trocardiogram not followed by an EKG report; why
not? Here is a new problem not added to the num-
bered problem list in the front of the record—and
so on. Such a review will reveal, of course, that some
of the shortcomings are due merely to staff sloppi-
ness; but it is also likely to turn up inconveniences




or shortcomings in the records system which can
then be corrected.

1.12, Summary

While the pattern of health care here outlined may
seem formidable at first glance, a brief review will
indicate that very little is required beyond what a
competent and conscientious physician in private
practice customarily performs when he first accepts
a new patient. The system here recommended differs
from the traditional sick-call system of institutional
care in only three major respects:

® The initial medical evaluation of each inmate
(including screening, history, physical exami-
nation, lab tests, and briefing of the inmate).
This is a one-time procedure for each inmate,
and requires no costly or elaborate equipment.

® The substitution of followup appointments and
scheduled clinics for sick call to the extent feasi-
ble.

® A sound medical records system.

Making these three changes need not increase the
number of hours of physician time. On the con-
trary, by providing a framework in which physi-
cian’s assistants and other allied medical personnel
can be effectively used (see Section 0.0 below) the
health care model here described can free up some
of the time a physician now devotes to routine tasks,
making that time available for tasks requiring his
level of training and competence,

The correctional health care system in the United
States is under heavy pressure today from the courts,
legal aid groups, prisoners’ organizations, and in
some states from the public and legislators. One
possible response to these pressures is to hire more
physicians, build costly new hospitals, buy costly new
equipment, and so on. The reorganization of health
care services along the lines here described will mest
much of the demand for improvement, and will ac-
complish more for inmate health, than spending far
larger sums for buttressing an outmoded system of
medical care.




CHAPTER 2. THE SUPPORTIVE MEDICAL SERVICES

2.1. Why Supportive Services are Needed

The patient in civilian life whose personal physi-
cian is engaged in solo private practice may believe
that it is his physician alone who is responsible for
his health care. Except in very atypical situations,
however, the personal physician is merely the visi-
ble tip of the iceberg. Less visible are the wide range
of supportive personnel and services——the specialists
with whom the physician consults and to whom he
refers patients whose problems are beyond his ex-
pertise, the pharmacy, the clinical laboratory, the
X-ray service, and the hospital, including both its
surgical and non-surgical inpatient facilities. The
same comprehensive range of backup services can
and should be available when needed by the cor-
rectional physician and his inmate patients—even
inmates in small outlying institutions.

This does not mean, however, that every correc-
tional institution must house a major medical center
within its walls. On the contrary, a small institution
can provide comprehensive health care with only a
part-time general practitioner, a nurse or two, and the
simplest of equipment—if it has communication with
and dccess to a full ranges of supportive services on
the outside. In principle, a correctional institution
should duplicate within its walls as few as possible of
the services economically and conveniently available
on the outside. Adding a supportive service to an in-
stitution’s internal capabilities is warranted only
where there is some affirmative advantages (such as
greater economy or availability for emergency use)
over patronizing outside health care resources.

The supportive services to be reviewed in this chap-
ter are highly relevant to the problem of recruiting
fully qualified physicians and other qualified health
personnel for correctional institutions (see page
53). A competent physician experiences deep frus-
tration when the tools he needs to do his job well
are not available; the supportive services here re-
viewed are at least as essential to his work and his
sense of accomplishment as his stethoscope or blood
pressure cuff. Given a choice, a competent physician
will almost invariably choose to practice in a setting

where supportive services of satisfactory quality are
available—and so will a competent physician’s as-
sistant or nurse. A correctional institution which
fails to provide access to adequate supportive serv-
ices can expect to attract only those physicians and
allied health professionals who have no choice.

Access to supportive services is also essential in
protecting the correctional system from litigation. A
substantial volume of litigation arises out of claims
that some supportive service was not available which
would have been available had the inmate not been
incarcerated.

In this chapter, accordingly, the major supportive
services essential to adequate correctional health
care will be reviewed—with emphasis on those fac-
tors which determine whether a particular service
should be established within the institution or should
be made made available in other ways.

2.2. The “Physician’s Assistant”

In the American system of health care, the person
immediately responsible for a patient’s health is al-
most always a physician—commonly a family physi-
cian, internist, or pediatrician. Few correctional in-
stitutions, however, have available an adequate num-
ber of hours of physician time to enable physicians
to play this role satisfactorily. The resuit is that in-
mate health services in many institutions are limited
primarily to attendance at sick call, where a physi-
cian may have to see 20 (or in some institutions
more) inmates per hour. Under such circumstances,
cmphasis must inevitably be placed on the inmates’
complaints rather than their health needs, and on
medication rather than medical care.

In a growing number of state and local correc-
tional systems, this problem is met in part by pro-
viding personnel who are capable (a) of handling
many of the duties which a physician ordinarily han-
dles, and (b) of recognizing and referring those con-
ditions which lie beyond their personal competence.
These personnel are called by many different names:

Physician’s associate
Physician’s assistant
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Nurse clinician

Nurse-practitioner

Medical technical assistant (MTA)
Etc.

The term “physician-extender” is sometimes ap-
plied to these allied health professionals. In this
study, the terms “physician’s assistant” and “nurse-
practitioner” will for convenience be used to apply to
all such personnel.

A trend toward the increased use of physician’s
assistants and nurse-practitioners (in this broad
sense) is beginning to appear in hospitals, in medi-
cal group practice, and even in solo medical practice;
thus a physician maintaining his own private office
may employ a physician’s assistant or nurse-practi-
tioner to handle a part of his load, We see no reason
whatever to discourage this trend in correctional insti-
tutions. Indeed, the realities of staffing and budgeting
dictate an increased dependence on physician’s assis-
tants and nurse-practitioners, both as “primary health
care providers” and in other roles,

In the health care service of the U.S. Bureau of
Prisons, the allied health professionals who assist
the physician are known as medical technical as-
sitants. The broad range of duties which MTA’s per-
form in Federal correctional institutions is indicated
in the following MTA job description:

1. Assists the physician in accomplishing a wide
variety of medical procedures. (a) Participates
in conducting the daily sick call. Interviews pa-
tients, establishes preliminary diagnosis, re-
cords symptoms and vital signs, requests ap-
propriate laboratory procedures, prescribes
treatment and medication for routine ilinesses
and assists the physician in performing more
exhaustive diagnosis and treatment. (b) Pro-
vides emergency medical care to inmates in-
jured in prison fights or accidents; subject to
emergency callbacks after hours or on week-
ends to provide medical care in absence of phy-
sician or until the physician has arrived. (c)
Serves as scrub or circulating nurse for a variety
of surgical procedures. Sets up operating room
with needed supplies and materials as required.
Provides pre-operative and post-operative care.
(d) Provides comprehensive nursing care to
patients in general or psychiatric wards. Super-
vises charting of temperature, pulse and respi-
ration. Administers prescribed treatment and
medication. Maintfins close surveillance over
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psychiatric patients, monitors any unusual be-
havorial changes, ensuring the safety of the
patient, and exercises trained judgment in call-
ing for psychiatric assistance. Makes appropri-
ate entries in medical records for inpatients
and outpatients.

2. Performs a wide variety of technical services
essential to a medical care program. (a) Serves
as a clinical laboratory technician; performs
red and white blood cell counts, differential
blood counts, urinalysis, fasting blood sugar
determinations, sedimentation rates, tuberculo-
sis smear examinations, feces examination, and
other routine laboratory procedures. (b) Oper-
ates hospital radiographic equipment, exer-
cises skill in the methods of positioning pa-
tients, processes the development of X-ray film,
and identifies any obvious abnormalities. (c)
Responsible for the pharmaceutical disburse-
ment of medication, which requires knowledge
of the expected action, side effects, and toxic
nature of such medications, and maintains rec-
ords in accordance with Federal regulations.
(d) Assists the dental officer in preparing
materials and equipment for restorative den-
tistry and oral surgery, takes and develops den-
tal X-rays and performs dental prophylaxis. (e)
Performs physical therapy treatment, treats pa-
tients with ultra-violet lights, hydrotherapy,
short wave diathermy, infra-red light and ultra-
sound.

3. Penological responsibilities. Exercises supervis-
ory custodial control over assigned inmate-
workers and inmate-patients. Responsible for
the safeguarding of narcotic drugs and general
hospital security in a correctional setting. Main-
tains constant alertness to conditions which
might endanger the security of the institution,
personnel, and inmates.

4. Performs other duties as assigned.

An increasing number of states have recently
passed laws recognizing and regulating the role of
the physician’s assistant or nurse-practitioner; cor-
rectional institutions should of course conform their
procedures to state law.

If a physician’s assistant or nurse-practitioner is
to be effectively used in a correctional health care
system, four prerequisites must be met:

@ He or she must be appropriately trained. The
bulk of the MTA’s in the Federal correctional




system secured their initial training in the
Armed Forces medical services; some state cor-
rectional systems are also beginning to employ
MTA’s separated or retired from the Armed
Forces. Other physician’s assistants and nurse-
practitioners are currently being trained in a
number of medical schools and medical centers.
The training includes rules on what such per-
sonnel should not do as well as what should be
done; the physician’s assistant and nurse-prac-
titioner are trained to recognize situations in
in which a physician should be consulted or
summoned.

® He or she must be under a physician's continu-
ing supervision. This is accomplished in part by
personal interaction during the hours when phy-
sician and physician’s assistant or nurse-practi-
tioner are on duty together; equally important
is the role of medical record in assuring ade-
quate supervision. The physician’s assistant or
nurse-practitioner finds in the medical record
orders and indications of what should be done.
He or she then notes in the record the actions
taken; and the physician subsequently reviews
those actions.

® The physician’s assistant or nurse-practitioner
must have standing orders governing what
should be done in the physician’s absence when
special orders are not found in the medical rec-
ord.

® A physician must be available at all hours; in
case of doubt or need, the physician’s assistant
or nurse-practitioner can either consult with
him on the phone or summon hin.

In some correctional institutions today, wholly un-
trained and unskilled inmates (falsely labeled “in-
mate nurses”) are performing medical functions
which only a physician should undertake—while si-
multaneously, physicians in the same institutions are
spending much of their time on chores which do not
require their extensive training and skills. The physi-
cian’s assistant or nurse-practitioner simultaneously
relieves the physician of necessary chores and re-
lieves the sick inmate of reliance on unskilled at-
tendants.

It is sometimes alleged in litigation that a particu-
lar service was performed by someone lacking an
M.D. degree. In most cases, the person performing
the service was another inmate or some other un-
trained person. The use of a fully trained physician’s

assistant or nurse-practitioner, functioning under a
physician’s orders and supervision, in accordance
with state law and with the other prerequisites noted
above, is unlikely to be condemned by any court.

In the system here described, the “primary health
care provider” to whom the inmate turns for con-
tinuing care may be either a physician, a physician’s
assistant, or a nurse-practitioner. To the extent pos-
sible, the inmate should have access to the same pri-
mary health care provider throughout his stay in the
institution. Also to the extent possible, he should
have a choice among the primary health care pro-
viders employed in the system, much as there is a
choice in outside health care delivery systems. These
principles of continuity and choice are necessarily
limited in the institutional setting; but to the extent
that they can be followed, they will almost certainly
yield dividends in terms of quality of care and inmate
satisfaction with the system.

Should an inmate have access to his personal ci-
vilian physician when he is ill? Policies on this point
differ. Some institutions forbid access to outside phy-
sicians altogether, in part on security grounds and
in part because such access sets up a privileged group
of inmates who can afford outside medical care. A
less stringent policy admits an inmate’s civilian phy-
sician as a consultant, with a proviso that he file a
report for the inmate’s medical record, and that any
orders or prescriptions he may recommend be agreed
to and countersigned by a staff physician. Cases have
arisen in which inmates have secured court orders
specifying consultation with their personal civilian
physicians.

2.3. Consultants

Even a very small correctional institution may
have occasions in the course of a year when an in-
mate’s illness will require the services of a specialist
consultant. Arrangements with consultants in the
major specialties should be made in advance of need.
Except for the minor specialties and subspecialties
which are rarely needed, the search for a specialist
consultant should not be delayed until a need for
his services arises.

The arrangements between a correctional system
and consultant may be =ither an informal under-
standing or a written contract and may take a vari-
ety of forms:

® A statewide correctional system may employ
a consultant full-time or part-time to serve all
of its institutions.
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® A large or very large institution may employ a
consultant full time or part time.

® A consultant for whose services a regular need
can be anticipated may be employed to hold
a clinic at, the institution at weekly or.other
regularly scheduled intervals.

® Arrangements can be made with a nearby teach-
ing hospital, medical center, medical school,
clinic, or group practice plan to draw on all of
its specialists as consultants when needed—
either for an annual fee or on a fee-for-service
basis.

® A correctional institution may “contract out” a
specialty (such as radiology) to a specialist or
partnership of specialists who agree to provide
all needed services both within and outside the
institution.

® Finally, for small institutions and for seldom-
used specialties, the institution may simply call
in a specialist or bring an inmate to his office
when the need arises, in accordance with a pre-
existing standby understanding,

A consultation generally consists of at least three
elements: (1) a review of the patient’s medical rec-
ord, including test findings, by the consultant; (2)
physical examination by the consultant, and (3) the
filing of a consultant’s note, including diagnosis and
treatment plan. All three elements should be included
in a formal consultation within the correctional sy -
tem,

Whether the consultant should be brought to the
institution or the inmate brought to the consultant
depends in part on relative costs, relative delays,
and the inmate’s custody level. It may also depend
in some cases on whether the consultant needs costly
non-portable equipment. In general, it is more eco-
nomical to bring the consultant to the institution if
several inmates can benefit from his services on
the same visit. Consultants are for the most part
heavily scheduled and loath to make the trip; ar-
ranging for their attendance at a time convenient to
them (including evenings or weekends) may consti-
tute an inducement.

Where a correctional system or institution often
takes inmates to a particular hospital or clinic for
consultation, it may be advisable and economical to
set up a secure waiting room there. The Minnesota
Department of Corrections has such a waiting room
at St. Paul Ramsey Hospital.
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Consultants should be subject to the same rules
governing the prescription of psychoactive drugs as
staff physicians; and access to consultants should be
only through referral by a staff physician, physician’s
assistant, or nurse-practitioner. In one institution
where these rules were not followed, two major
abuses followed. One consultant, a dermatologist,
flooded the institution with tranquilizers; and his
dermatological clinic as a result became the most
popular in the institution, resulting in enormous bills
for his services—rendered on a fee-for-service basis.

In addition to formal consultations based on a
personal examination by the consultant, it is often
helpful for a physician to be able to phone a con-
sultant for advice. Physician’s assistants and nurse-
practitioners as well as physicians should have tele-
phone access to consultants in situations where they
need advice but where a formal consultation is un-
necessary or there is insufficient time for one.

An institution’s medical records should be audited
to assure the proper utilization of consultant services.
Three questions in particular should be explored:

® Were there situations where a consultation was
indicated but where the medical staff failed to
seek it? (Litigation may arise out of such a
failure.)

® Were there situations where a formal consulta-
tion was indicated but where the medical staff
relied instead on a mere “phone consult”? (This
may also give rise to litigation. )

® Js the medical staff referring inmates to con-
sultants unnecessarily? (Medical audit in one
institution turned up inmates who repeatedly
saw a number of consultants—with. almost no
carc by the institution’s medical staff.)

After a consultant has reached and recorded a
diagnosis and treatment plan, much of the inmate’s
subsequent continuing care can and should be pro-
vided by the institution’s staff, in accordance with
the plan recommended by the consultant.

2.4. The Pharmacy

The function of an institutional pharmacy is in
principle very simple: to stock prescription drugs
and dispense them on a physician’s prescription. In
practice, however, maintaining a sound pharmaceu-
tical system in a correctional setting involves many
considerations:




® The need to maintain the security of pharma-
ceutical stocks.

©® The need to resist inmate pressures toward
over-prescription, especially of mood-altering
and mind-affecting drugs.

® The need to keep medication as a component
in medical care rather than as a substitute for
good care.

All of these problems are soluble. In many of
the institutions we visited, however, health care per-
sonnel were frank to concede that their existing pro-
cedures left much to be desired. The reason is that
a pharmaceutical system in a correctional institution
is only as sound as its weakest link. Unless the sys-
tem is well-planned and well-managed from the ini-
tial ordering of drugs from outside suppliers to the
ultimate dispensing of individual doses to inmates, an
institution’s drug problems are not solved.

The pharmacist. Under state law, a pharmacy must
operate under the continuing supervision of a regis-
tered pharmacist. We sce no reason why correctional
pharmacies should not abide by this law, They should
also, like civilian pharmacies, be inspected periodical-
ly by the state’s pharmacy-licensing agency.

A licensed pharmacist need not be continuously
present in the institution. One alternative is a part-
time pharmacist. Another is a pharmacist with re-
sponsibility for two or more correctional institutions.
Yet another possibility is the “contracting out” of
an institution’s pharmacy service to a community
pharmacy which maintains stocks, fills prescriptions,
and makes daily or twice-daily deliveries. But what-
ever the procedure, a registered pharmacist, fully
qualified under state requirements, should have over-
all responsibility for the correctional pharmacy serv-
ice.

One or more pharmaceutical clerks may be em-
ployed to assist him; but inmates may not be used
in this or any other pharmacy capacity, and should
not have access to pharmaceutical supplies under
any circumstances. The pharmacy itself should be a
secure area, with access limited to authorized pro-
fessional personnel, It should be large enough and
well enough lit for convenient storing, handling, and
dispensing supplies and recording all transactions.
It should not be subject to extremes of temperature
or humidity.

The Pharmacy and Therapeutic Committee. Each
statewide correctional system should have a statewide

Pharmacy and Therapeutic Committee composed of
correctional physicians, nurses, pharmacists, and the
statewide administrator; and this committee should
have as advisers recognized authorities from the state
medical school, teaching hospitals, the state pharma-
cy board, the state pharmaceutical association, or
other sources outside the correctional system. The
two major functions of this committee should be to
prepare and periodically revise a statewide formula-
ry; and to audit drug utilization throughout the cor-
rectional system.

Similar committees may be established within each
correctional institution,

Need for a formulary. Literally thousands of pre-
scription drug products—antibiotics, hormones, tran-
quilizers, sedatives, analgesics, anticonvulsants, and
many more—are available under an incredible array
of brand names. No correctional institution can, or
should, maintain a complete stock. Rather, the cor-
rectional pharmacy should stock only those drugs
which are listed in the correctional system’s formu-
lary; and physicians should (with exceptions to be
noted below) prescribe only the listed drugs.

From the hundreds of antibiotic preparations a-
vailable, for example, the Pharmacy and Therapeu-
tic Committee can select half a dozen or a dozen for
inclusion in the formulary—enough to provide for
the full range of therapeutic needs, but no more than
enough. Similar selections can be made from the
vast numbers of available sedatives, tranquilizers, and
so on. Under a formulary system, the individual phy-
sician gives up his right to prescribe whatever he
pleases; but in return he gets the assurance that the
drug he prescribes will in fact be promptly available.

A statewide correctional formulary has advan-
tages over separate formularies for each institution,
An initial draft should be prepared by the Pharmacy
and Therapeutic Committee. Before final adoption,
however, the formulary draft should be circulated
for comments and suggestions to all of the physi-
cians in the system who will be bound by its limita-
tions. The Pharmacy and Therapeutic Committee
should also be charged with the periodic revision
of the formulary—again with input from the physi-
cians who must use it.

While a particular institution should stock only
drugs listed in the statewide formulary, it need not
stock all listed drugs. It should select from the state-
wide formulary those drugs which are in fact pre-
scribed by the institution’s physicians and which are
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appropriate to the levels of care available in the insti-
tution. For example, general anesthetics need not and
should not be stocked in an institution which has
only an infirmary rather than a hospital.

Where a statewide system fails to provide a formu-
lary, there is no reason why the physicians, nurses,
and pharmacist in a particular institution should not
prepare their own, perhaps in consultation with a
hospital pharmacist familiar with the drafting of a
formulary.

Drugs should be listed in the formulary, pur-
chased, and prescribed by generic name rather than
brand name—except in cases where differences in
potency or ‘“‘biological availability” can be docu-
mented. Substantial savings can be achieved in this
way.

There should be an emergency mechanism for pro-
curing drugs not included in the formulary; but or-
ders for non-formulary drugs should be periodically
reviewed by the Pharmacy and Therapeutic Comunit-
tee to guard against unwarranted departures from the
formulary list.

Liquid preparations, to the extent available, should
be listed in the formulary in preference to tablets
or capsules, since they are less subject to hoarding
and trafficking.

In recent years, pharmaceutical suppliers have
been making available an increasing range of drugs
in *“unit dose” form—each tablet, capsule, or liquid
dose individually prepackaged and labeled in its own
container. The cost per dose is higher; but in a cor-
rectional setting the added cost is more than justified
by the numerous advantages: no waste due to spill-
age, fewer medication errors, ease of administration,
lesser likelihood of contamination, and better inven-
tory control.

Drug purchasing. In most circumstances, drugs
and pharmaceutical supplies should be purchased on
a statewide basis, both to take advantage of volume
discounts and to ensure adequate inventory control.
Correctional purchases may be consolidated with
state health department-purchases and the purchases
of other state institutions—if the state system is effi-
cient enough to ensure the continuous availability of
all needed products. As a backstop for a statewide
procurement system, there should be a provision for
the local purchase of emergency supplies when the
statewide procurement system breaks down.

Drugs have a limited shelf life. Whatever the pro-
curement system, it should avoid stocking any drug
in quantities which will not be exhausted before the
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expiration date of the product. Drug expiration dates
should be monitored, and overage drugs destroyed.
A first-in-first-out procedure in the stock -room will
minimize the need to destroy overage drugs.

In addition to prescription drugs, the pharmacy
should stock and dispense certain over-the-counter
remedies available without a prescription on the out-
side. For a discussion of policies respecting these
non-prescription drugs, see below section 3.1.

A very wide range of drugs are valued in the in-
mate community for their mind-affecting or mood-
altering properties. Stimulants, sedatives, tranquili-
zers, anesthetics, and analgesics are obvious exam-
ples—but they are only examples. The majority of
drugs in the formulary, it seems likely, have some
value on the contraband inmate market; hence pru-
dence should be exercised when prescribing any pre-
scription drug.

No physician, physician’s assistant, or nurse who
has not worked in a correctional institution can en-
vision the pressures and “gimmicks” inmates will
resort to in their continuing effort to secure access
to mind-affecting and mood-altering drugs. Black-
mail is one means. One common practice is the gaug-
ing of the prescribing policies of each physician,
Shrewd inmates soon learn which physician is most
lax in prescribing desired medication, and jockey
for position in his waiting line. To avoid this dis-
ruptive “pill bargaining,” prescription practices must
be as uniform as possible throughout the institution.
Psychiatrists as well as medical practitioners should
abide by uniform prescription policies. Consultants
unfamiliar with institutional conditions should be
authorized to recommend rather than prescribe a
drug regimen; the actual prescribing should be done
by a staff physician in accordance with the institu-
tion’s uniform policy.

In the face of the unrelenting demand for mind-
affecting drugs, it is quite easy for a health care
staff to over-react—to deny prescriptions for such
drugs even when their use is fully warranted. Both
over-prescribing and under-prescribing can be a-
voided by establishing sound institution-wide policies
and abiding by them.

No prescription in a correctional institution should
be refillable. A limited number of doses should be
prescribed, and the results should be evaluated be-
fore a new prescription is written.

A prescription should not be handed to the inmate,
but should be forwarded to the pharmacy through
secure channels to prevent tampering.




In correctional as in civilian medicine, there are
occasional valid indications for the prescription of
placebos. The pressures on physicians from inmates
in a correctional setting, however, make it easy to
overuse them. Prescribing a red aspirin this week and
switching to a green aspirin next week if the red kind
doesn’t work is a self-defeating policy, for it en-
courages the inmate’s over-valuation of medication
which is the ultimate source of the problem. When
an effective medication is not indicated, a polite
but firm “no” is superior to a placebo under almost
all circumstances.

In a correctional institution, the prescribing poli-
cies agreed upon by administration and staff are not
self-enforcing. All' prescriptions, or else a random
sample of them, should be periodically audited by
the Pharmacy and Therapeutic Committee to deter-
mine compliance with institutional policy. A physi-
cian who is prescribing one drug very frequently, or
in unusually large doses, or who is prescribing place-
bos very frequently, or ordering numerous drugs not
listed in the formulary; or who is departing from
established prescribing policies in other ways, can
be invited to meet with the Pharmacy and Therapeu-
tics Committee to explain the rationale of his pre-
scriptions, In practice, the mere existence of this
review function will tend to minimize abuses; very
rarely will it be necessary to call a physician to ac-
count.

A “drug profile” should be maintained for cach
inmate, showing all drugs prescribed for him. The
pharmacist, in the course of posting this profile, can
readily spot cases where the same drug is being pre-
scribed to an inmate by two or more physicians, as
well as other cvidence of “pill bargaining.” The
pharmacist can also check the drug profile inter-
action with a drug already taken.

A final prescribing recommendation is perhaps
the most important. Many inmates tend to confuse
medication with medical care. They come to health
care service for medicine, not for care. It is very
easy., moreover, for the busy correctional physician
to fall into precisely the same error. Prescribing a
medicine is much quicker and simpler than listening
to the inmatc’s symptoms, examining him, perform-
ing the indicated laboratory tests, diagnosing the ill-
ness, and then deciding on a treatment regimen (in-
cluding but not limited to medication). Merely pre-
scribing is quicker and simpler—but much less ef-
fective,

Dispensing and administering. The medication line
or “pill line” for the dispensing and administering
of drugs should be held in a different place and at a
different time from sick call-—both to minimize con-
gestion and to emphasize the distinction between
medical care and medication. Only a pharmacist,
nurse, or other professional should dispense and ad-
minister drugs in the medication line. Only one dose
should be dispensed at a time, and it should be taken
under observation.

Even when these and other precautions are fol-
lowed, drug hoarding and trafficking occurs in some
institutions. An inmate may lodge a tablet or capsule
under his tongue, then remove it and save or sell it.
Dispensing drugs in liquid form discourages this pro-
cedure.

The medication line should be surrounded by ade-
quate security precautions—a barrier, for example,
between the inmates receiving the medication and
the person dispensing it, with a correctional officer
on duty at the dispensing site. In the cvent of a dis-
turbance. anywherc in the vicinity, the dispensing
arca should be closed until order has been restored.

A note should be made of cach dose dispensed;
comparing the dispensing chart with each inmate’s
drug profile will show whether he is in fact receiving
the medications prescribed. An inmate who fails to
appear for needed medication should be summoned.

While the great bulk of medication can be dis-
pensed via the medication line, there arc exceptions.
If the medication line is scheduled only twice a day,
for example, drugs which should be taken three or
four times a day must be dispensed in other ways.
Drugs may also, on occaston, have to be dispensed to
inmates held in segregation. In these and similiar
situations, dispensing should be in the hands of the
health care staff, not the correctional staff,

Other security precautions. In many correctional
institutions. drugs. are the common currency of the
inmate contraband market, For this reason, as well
as for the health and safety of inmates, drugs should
be handled and recorded with all the precautions
which would be used with large amounts of cash.

Opiates and a growing list of other “controlled
drugs,” are subject to strict Federal and state laws
and regulations, enforced by Federal and state in-
spectars. The system of drug security precautions
required for these controlled drugs can also serve
as guidelines for the handling of other prescription
drugs.
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The purposes of the drug security system are (a)
to minimize leakage, and (b) to make it possible
to pinpoint the precise place in the system where a
leak occurs, so that remedial measures can be
instituted.

Security begins when a drug shipment arrives at
the gate of the institution. Only the pharmacist or
a responsible staff member acting on his behalf
should be authorized to sign the receipt for the ship-
ment, transport it to a storage arca, and open the
package.

Bulk shipments containing more than a week’s or
month’s supply of a drug should not be stored in the
pharmacy but in a secure place—either in a safe or
in a room outside the walls or in the administrative
area~—where they will not be subject to extremes
of temperature or humidity. ‘

Only minimum supplies should be available for
odd-hour dispensing. Drugs for night use, for exam-
ple, should be stocked in' one-night quantities in a
night box rather than being withdrawn after hours
from the general pharmacy supply. Supplies in the
infirmary should also be strictly limited.

As important as safe storage is the serupulous log-
ging in and logging out of cach dose from the mo-
ment of receipt in the institution until it is dispensed
to an inmate. The logs in the storage area, the phar-
macy, and any other dispensing points (such as the
infirmary) should be in a form for convenient cross-
checking. The pharmacist, who has over-all responsi-
bility for the entire system, should maintain a “per-
petual inventory™ system, under which: adding the
number of doses received during a given week or
month to the amount on hand at the beginning, then
subtracting the number of doses dispensed, should
equal the number on hand at the end of the period. If
there is a shortage, checking the Jogs will determine
whether it originated in the storage area, the phar-
macy, or somewhere clse.

Leakage from the pharmacy system, of course, is
not the only or even the primary source of contra-
band drugs in an institution; illicit supplics arc also
smuggled in, Indeed, tightening up the institution’s
storing, prescribing, and dispensing systems may be
followed by increased smuggling rather than cur-
tailed availability. Even so, the effort is worth while:
for drugs leaking from the legitimate supply bring
discredit on the health care service, generate friction
between the correctional and health care services,
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and make the health care service an accomplice to
the contraband market.

2.5. The Clinical Laboratory

It is impossible to supply adequate health care
unless the primary physician has access to the count-
less kinds of clinical tests—blood tests, urine tests,
tissuc examinations, and many more—needed for
diagnosis and for gauging the effects of therapy. The
clinical tests required can be divided into three
broad categorics.

First, there are the tests which the physician wants
at his elbow, and which he either runs himself or has
a nursc or physician’s assistant run for him while
the patient waits. The simple dipstick test for glu-
cosc in the urine is an example. These tests should
be available even in small institutions.

Second, there are the tests which state laborato-
ries, commercial clinical laboratories, and the labora-
tories in community hospitals commonly run. The
blood glucose analysis is an example.

Third, there are new and highly sophisticated tests
which are only run at a relatively few specialized
clinical laboratories. Some of these will accept speci-
mens by mail and report test results by mail or
phone.

Deciding which tests should be immediately avail-
able, which should be run in the institution’s own
clinical laboratory, and which should be sent to an
outside laboratory is a matter involving numerous
cconomic, quality, and other considerations. We shall
review here only a few:

® [n general, no test should be run within an

institution unless personnel trained to run that
test properly are available.

® The precision and reliability of the tests run

within the institution should be continuovusly or
periodically evaluated. One simple way to ac-
complish  this is to test a “reference sample”
and sce how clasely the result confirms to the
known identity and strength of that sample.
Some kinds of tests should be standardized dai-
ly. Another cvaluation procedure is to split a
blood, urine. or other specimen; sending onc
portion to the institutional laboratory and the
other to an outside reference laboratory-—then
compare the test resuits. There are also more
sophisticated evaluation procedures.

® Regardless of whether particular tests are run
inside or outside the institution, the range of




tests available should be limited only by the
requirements of the institution’s medical staff.

2.6. X-ray and Other Radiological Services

A full range of diagnostic radiological services
should be available to the inmates of all correctional
institutions.

To what extent diagnostic radiological equipment
and personne! should be available within the institu-
tion depends on a wide range of considerations. The
medical director of a statewide correctional system
should therefore periodically review the arrangements
at each institution to determine whether any diag-
nostic radiological services currently being rendered
inside the institution can more effectively or eco-
nomically be secured on the outside, and whether
any services being secured on the outside can be
more effectively, economically, and conveniently pro-
vided within the institution.

An inmate should not be in charge of radiological
equipment. Where a radiologic technician is em-
ployed in an institution, however, the assignment of
an inmate as an apprentice may prove feasible.

No complex radiological eguipment should be
purchased for an institution unless it is reasonably
certain that personnel qualified to operate it will be
available for the forseeable future.

All radiological equipment in correctional insti-
tutions should be periodically tested for compliance
with the safety recommendations of the National
Council on Radiation Protection and Measurements.

The services of a radiologist should be available
for the interpretation of X-ray films and radiologi-
cal data. In some situations it may be more effective
and economical for the radiologist to visit the insti-
tution periodically; in others, the inmate may be sent
to the radiologist, or X-ray films may be made with-
in the institution and delivered to the radiologist for
interpretation.

2.7. Other Supportive Services

Numerous other supportive services have been
developed, and some of these are found in some
large correctional systems:

Physical therapy

Occupational therapy
Respiratory care units
Orthopedic appliance laboratory
Electrocardiography laboratory

Each of these services, obviously, can contribute
to the adequacy of the health care provided within
the walls of the institution. One of the distressing
observations, however, on our tour of correctional
institutions, was the waste which results where large
sums are spent for costly equipment to provide serv-
ices such as these; where generous space is set aside
for such services; and where the equipment there-
after lies idle and the space unused; either because
no qualified personnel are available to provide the
services, or because too few inmates need the service.
Funds are too scarce in correctional health care to
permit their waste on unused facilities. To minimize
such waste, the following precautions are recom-
mended:

® No substantial investment should be made in
inaugurating a new supportive service within
an institution’s walls until a well-documented
determination has been made of the need for
the service. This determination should be made
by reviewing the medical records of all inmates,
or of a random sample, to see how many or
what proportion will benefit.

® It may not be necessary to install a complete
physical therapy unit or a complete electro-
cardiography laboratory or a complete addition-
al service of any other kind. One or a few pieces
of equipment or services may be enough.

® No large investment should be made in equip-
ment unless it is certain or almost certain that
qualified personnel can be secured to use it.

@ Conversely, personnel for these additional sup-
portive services should not be employed unless
it is certain or almost certain that they can be
provided with the equipment, space, and other
facilities they need.

® The possibility of establishing one of these ad-
ditional supportive services to serve two or more
nearby institutions, or an entire statewide cor-
rectional system, should be explored.

© When a qualified professional is available, and
his services can be secured or retained only if
an expensive supportive service is established
for him, it is tempting to establish the service
regardless of other considerations. The result
in some cases is that a large investment lies
idle and wasted when the professional leaves
a few years later. This likelihood should be
borne in mind when weighing the pros and cons
of establishing a new supportive service.
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® Finally, correctional health care systems should

bear in mind the axiom applicable to all health
services: unnecessary duplication of facilities
and services raises the cost of health care. What
are the relative advantages, in terms of both
quality and cost of service, achieved by esta-

blishing a new service within an institution’s
walls as compared with transporting inmates to
an existing service outside? This is an issue
which will be frequently considered in subse-
quent sections of this study.




CHAPTER 3. LEVELS OF CARE

Everyone knows that there are some conditions
which you treat yourself (by taking an aspirin or a
laxative, for example), others for which you visit
a physician or clinic, and still others for which you
put yourself to bed, or go to a nearby community
hospital, or to a major medical center. In this chap-
ter we consider the comparable levels of care for
inmates in correctional institutions.

3.1. Self-care

An inmate who doesn’t feel well may simply curl
up on his bed and wait for the illness to go away.
More likely, he may try self-medication——an aspirin,
an antacid, a laxative.

Policy varies from institution to institution with
respect to self-medication. Some institutions supply
simple home remedies without charge; others permit
their sale in the canteen or commissary; others pro-
hibit all medication not prescribed by health care
personnel. Those which make home remedies avail-
able may have a very long or a very restricted list
of permitted remedies.

Policy on this matter should be set by health care
personnel-—primarily the physician in charge and
the pharamacist. Where correctional personnel set
policy, inconsistencies are likely to arise—as in one
institution where inmates were forbidden aspirin for
self-medication but were given unlimited access to
Alka-Seltzer, a product composed in considerable
part of aspirin.

In some institutions, inmates have access for self-
medication to many of the over-the-counter remedies
they .would be able to obtain without a prescription
on the outside. One reason for this policy is that it
builds in the inmate a sense of responsibility for his
own health care. It also cuts down on unnecessary
sick call attendance. Correctional institutions which
institute a generous policy with respect to over-the-
counter remedies can restrict the list of medications
available if and when abuse or over-use appears.
An educational program designed to familiarize in-
mates with the effects of over-the-counter drugs and
their proper use is recommended.

For several reasons, we urge that over-the-counter
drugs be dispensed to inmates without charge or at
modest charge through the institution pharmacy
rather than the canteen or commissary. Pharmacy
dispensing impresses the inmate with the fact that
self-medication, like prescribed medication, is medi-
cation and is a part of health care. It makes possible
a close daily check on quantities dispensed. A sudden
run on any particular product is a signal to reevalu-
ate policy. The pharmacist or his clerk can note
whether an over-the-counter product is in general
use or is being greatly over-used by one or a few
inmates. For some items, the pharmacist may wish
to prepare a simple instruction slip or leaflet, sup-
plementing or replacing the inadequate or overly
complicated instructions which accompany some
over-the-counter medications.

A taboo exists in some correctional institutions
against the dispensing of Vaseline or other lubri-
cants or lotions, on the ground that they may be
used for homosexual encounters. There is no evi-
dence that the availability of such products affects
the frequency of such encounters, and there is no
good reason for denying inmates access to such
products.

3.2. First Aid

In civilian life there are numerous occasions when
self-care is insufficient and when care from a proper-
ly trained relative, friend, or neighbor is essential
and may prove life-saviag. This is first aid. It is of
particular value for those conditions which require
immediate aid, before qualified personnel can reach
the scene, or during transportation of the patient to
a health care facility.

Emergencies requiring first aid repeatedly arise
in correctional iostitutions. Correctional personnel
should therefore be trained in first-aid procedures,
The American National Red Cross and its local
chapters supply such training in most localities. Every
correctional institution should consult with a nearby
Red Cross chapter on first-aid training opportuni-
ties for correctional personnel—and perhaps for se-
lected inmates as well.
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An essential part of first-aid training is learning
what not to do in an emergency as well as what to do.
First aid is going to be administered in an institution,
whether or not personnel are trained for it. An in-
mate bleeding from a wound, dragging a broken
limb, or experiencing a heart attack is going to be
helped. Providing first aid training is not a substitu-
tion of lay help for professional help; it is assuring
that the lay help (which is going to be provided in
any event) will be as helpful as possible and unlikely
to exacerbate the situation.

First-aid supplies should be available at key points
throughout the institution—especially in the indus-
trial shop areas and visitors’ areas—and these loca-
tions should be suitably marked and publicized.

3.3. Sick Call

This Ievel of health care has been described above
(page 11). We need only note here that even the
best sick call procedures are not sufficient by them-
selves; rather, they should take their place in the
ordered series of services described in this chapter.

3.4. Odd-hour Emergencies

Some acute illnesses cannot await the next day’s
sick call; heart attacks, appendicitis attacks, and
trauma following interpersonal violence are familiar
cxamples drawn from a very long list. Adequate
health care includes ways in which inmates can com-
municate such cmergency needs to the health care
service, and ways in which emergency needs can
be met at any hour of the day or night.

One major difficulty in planning for odd-hour
emergencies is the problem of intra-institutional com-
munication. An inmate who has a heart attack at
2 am. Sunday morning may with luck be able to
summon the nearest correctional officer. The cor-
rectional officer may then be tempted to make a
diagnosis: whether the inmate in fact needs emer-
gency medical care, or can wait until morning, or
is merely malingering. Thus, two basic principles of
correctional health care may be violated—that medi-
cal decisions must be made by medical personnel,
and that access to medical care is a right, not a privi-
lege. Litigation may easily arise following such an
cpisode. The correctional staff should accordingly
be firmly indoctrinated in the one decision they can
properly make when an inmate calls for odd-hour
emergency care—whether to summon medical as-
sistance or take the inmate to the medical area, In-

mate abuse of the odd-hour emergency call proce-
dure can be dealt with the following day. Abuses are
not likely to be common in institutions where inmates
perceive the medical service as dedicated to their
welfare.

3.5. Infirmary Care

When a civilian is too sick to go to work, but not
in need of hospitalization, he goes to bed and, typi-
cally, some member of his family takes care of him.
In the correctional institution, infirmary care takes
the place of family home care. An infirmary is, in
its simplest form, merely a quiet place with one or
morc beds, and with someone on duty whenever
one of the beds is occupied. Even small correctional
institutions should have an infirmary.

An infirmary's equipment may vary from the sim-
plest—a thermometer and bedpan, for example—
to relativzly complex devices such as resuscitation
equipment. As in other portions of a health care sys-
tem, everything should be available which the health
care personnel know how to use, and funds should
not be wasted on equipment which will not be used.

Minor surgery can be performed in an infirmary
if trained staff is available and if the infirmary is
adequately equipped. The infirmary can also be used
to shorten hospital stays—both by providing diag-
nostic facilities (such as 24-hour urine collection)
prior to hospitalization and by providing aftercare
for patients discharged from the hospital.

Statewide health care administrators, and the phy-
sicians in charge of health care in local institutions,
cannot give too much thought and attention to the
question: what conditions should be handled in the
infirmary and what conditions require transporta-
tion of the patient to a hospital outside the walls?
Indeed, this is one of the basic issues in the whole
field of correctional health care. Some very large
institutions solve it by having a hospital instead of
an infirmary within the walls; this alternative will be
discussed in the following section. At several of the
institutions we visited, however, the trend was in
the opposite direction; institutional hospitals were
being downgraded to the level of infirmaries—be-
cause it had become impossible to staff them as hos-
pitals, and because, as a result, the quality of care
they were rendering was lagging far behind the quali-
ty available at outside hospitals.

A considerable body of litigation arises out of
this issue. Some inmates may complain that they




were treated at the institution’s infirmary when they
should have been transported to a fully accredited
hospital or medical center. Other inmates may com-
plain that they were transported, at risk of their
lives, when the institution itself should have had
staff and facilities adequate to take care of them.
Either kind of complaint may be warranted—or
groundless.

Whatever the decision reached concerning where
to draw the line between conditions treatable in the
infirmary and conditions requiring transportation, the
two broad classes of conditions should be fully de-
scribed in written guidelines or criteria; all health
personnel should be familiar with these guidelines;
and the guidelines should be reviewed at regular in-
tervals by the state medical administrator. The addi-
tion or loss of qualified personnel, and the acquiring
or retirement of equipment, will quite often make
it advisable to expand or contract the list of condi-
tions which can properly be treated in the infirmary.
Departure from the guidelines should be permitted
only when authorized by the state medical admini-
strator or his deputy.

It is important in a correctional health care sys-
tem to call an infirmary an infirmary rather than a
hospital. Decades ago, the hand brake on automo-
biles was called an emergency brake. Litigation arose
whenever the brake failed to function in an emergen-
cy and so it was renamed the parking brake. The
same principle applies here. Calling a facility a hos-
pital means that a claim is being made—a claim
that it is providing the services usually provided by
a hospital, Such a claim should not be made lightly
or falsely.

3.6. The Institutional Hospital

A hospital is a place staffed and equipped to han-
die serious illness, including major as well as minor
surgery. It also provides in most cases emergency
care plus a wide range of other health care services.

A hospital within the walls of an institution has
at least two major advantages. It makes possible
immediate care of serious illnesses, without the haz-
ards and delays of transportation; and it eliminates
the very high costs of transportation, of guarding
hospitalized inmates, and of paying for care in a
civilian hospital, There are two countervailing dis-
advantages: the high cost of adequately staffing,
equipping, and maintaining a good hospital within
institutional walls, and the ever-growing difficulties

in providing in an institutional hospital the quality
of care available in good civilian hospitals. As noted
above, the trend seems to bz away from institutional
hospitals, with one exception.

The exception is the designating of one institu-
tional hospital in a statewide system as the hospital
for all of the correctional institutions in the state,
or in a region of the state. If the institutional hospi-
tal is capable of delivering services of a quality com-
parable to that available on the outside, we see no
objection to that solution. The if, however, is a big
one.

Some correctional hospitals now in operation fail
to meet even the minimum requirements for securing
a hospital license from the state health department.
All unlicensable hospitals should be reclassified as
infirmaries and inmates transported to outside hos-
pitals when hospital care is indicated.

In addition to meeting all of the requirements of
state statutes and hospital licensing regulations, each
correctional hospital should achieve and maintain
accreditation by the Joint Commission on Accredi-
tation of Hospitals (JCAH). If it is ineligible for
accreditation because it fails to offer certain man-
datory services, it should, at the very least, meet
JCAH standards with respect to the services it does
offer.

At this writing, only a handful of correctional
hospitals outside the Federal system are accredited
by the JCAH. A few others have been accredited
in the past. Correctional systems and institutions
which either currently maintain a hospital or plan
to establish one should give full consideration to the
many hurdles which must be surmounted—including
high costs and staffing difficulties—if JCAH stand-
ards are to be achicved and maintained, In most
situations, the best present solution and in all prob-
ability the only long-run solution, will be infirmary
care within the institution plus hospital care outside.

One error which should especially be avoided is
the construction of an elaborate hospital building
or suite and the acquiring of costly equipment and
facilities which cannot thereafter be adequately
staffed. We observed several such “ghost facilities”
during our tour of correctional institutions.

Even where a state correctional system maintains
a correctional hospital for its institutional inmates,
occasions will still arise when an inmate must be
taken to a nearby community hospital for emergency
care, or to a major medical center for a type of care
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not available in the correctional hospital. Standing
orders should govern such cases. Thesc orders should
not require that the inmate be transported first to a
state correctional hospital and then retransported to
the medical center unless a valid purpose will be
served by the interim stay in the correctional hospital.

3.7. Hospitalization in Civilian Hospitals

The two great advantages of sending an inmate in
need of hospitalization to a JCAH-accredited hospi-
tal outside the walls are (1) the assurance that the
care he rececives will be the same care available out-
side, and (2) the economies which result from avoid-
ing a wasteful duplication of staffs and facilitics, The
two great disadvantages are (1) the cost, risk, and
delay inherent in transportation, and (2) the high
cost of assigning correctional officers to guard hos-
pitalized inmates.*

On balance, it is likely that a well-organized and
well-staffed infirmary inside the institution plus hos-
pitalization outside will become the standard pat-
tern of American correctional health care in the 1u-
ture. There will no doubt be exceptions; but a cor-
rectional system or institution which maintains its
own hospital will come under increasing pressure to
justify that policy—in terms of both quality of care
and cost of care.

The decision to hospitalize on the outside is a
medical decision and should be made by the insti-
tution’s medical director. In emergencies, however,
the senior member of the health care staff present at
the moment, or a responsible member of the correc-
tional staff, should have power to authorize immedi-
ate hospitalization.

Transportation to the hospital should be by am-
bulance—either the institution’s own vehicle or a
community ambulance meeting all state requirements.
In the absence of an ambulance, of course, rapid
transfer of the patient by the most suitable means
available should be permitted. Standing procedures
should be established to permit egress through the
institution’s gates and security clearance procedures
with minimum delay.

Inmates who constitute a serious security risk
must, of course, be kept under guard during trans-

*To puard one hospitalized inmate 168 hours a week,
requires five correctional officers (including holidays and
vacations) if one officer on duty at a time is sufficient, If
security requires two officers at a time, ten officers are
needed. for round-the-clock surveillance of one inmate pa-
tient. Even at $5 per hour, this works out at $1,000 or
$2,000 per week per inmate patient.
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portation and throughout their hospital stay. Cor-
rectional officers assigned to this duty should be
briefed on ways to carry out their functions with
a minimum of disruptive effcct on hospital routines.
They should wear civilian clothing on this assign-
ment, and weapons should be carried only when
clearly essential. Use of weapons in a hospital setting
should be avoided at almost any cost; occasions have
been reported in which hospital bystanders have been
wounded or killed during an attempted inmate escape
or an altercation.

Correctional officers on hospital duty must live
up to the expectation of the hospital staff that they
will scrupulously perform their duties. 1f the hospi-
talized inmate offers little security risk and if he is
well-known and liked by the correctional officers,
they may be tempted to take their duties casually,
perhaps even to leave him unattended for brief inter-
ludes. So far as the civilians in the hospital know,
however, the unattended or casually attended inmate
may be a mass murderer—certainly a dangerous
person or a guard would not be posted.

One way to minimize these and numerous similar
problems of inmate hospitalization is to maintain a
secure unit within the hospital; this approach is dis-
cussed in the following section. Another way is to
place the inmate on furlough for the duration of his
hospitalization. Several state and local correctional
systems now permit this in appropriate cases, and we
recommend furlough whenever it is feasible. The de-
cision to furlough, moreover, should be made in the
light of the inmate’s physical condition. Even an
escape-prone inmate is unlikely to elope from an
intensive-care or coronary-care unit following a heart
attack. If changes must be made in laws or regula-
tions before medical furloughs can be granted, such
changes should be sought.

If the hospital lacks a secure unit, a member of
the health care staff of the correctional institution
should visit each hospitalized inmate daily, or at a
minimum his status should be monitored by means of
daily phone calls. Among other advantages, this will
minimize the likelihood of unnecessarily long and
unnecessarily costly hospital stays, and will make
possible continuity of care following his return to
the institution.

3.8, The “"Secure Unit"’ in the Civilian Hospital

The trend toward outside hospitalization is likely
to be hastened by the successful establishment of
“secure units” for inmates in a number of civilian




hospitals. The New York City, Los Angeles, San
Francisco, and Minnesota correctional systems are
examples. The most obvious advantage of the secure
unit in a civilian hospital is that it permits many
inmates to be hospitalized simultaneously without
requiring more than one or two correctional officers
on duty at a time. A less visible but at least equally
important advantage is that the secure unit improves
the quality of care received by inmates in the hospi-
tal.

This is accomplished in several ways. In hospitals
as elsewhere, there is a prejudice against inmates. A
hospitalized inmate is highly conspicuous, for the
officer posted at his bedside is a constant reminder
that he is a danger to the community. If inmates are
handcuffed, they are even more conspicious. Hospi-
tals are generally loath to admit inmates, and loath
to establish secure units. Indeed, establishment of
the San Francisco secure unit was delayed betause
the hospital administration feared that nurses and
other personnel might refuse to serve in the unit.

The problem in San Francisco was met head-on
by calling meetings of the hospital staff at which the
new unit was explained; its pioneering nature and
the challenge it provided were stressed. The new
unit was then staffed by hospital employees who
volunteered for the unit. Morale has been high ever
since, and hospital employees are proud of their as-
sociation with the secure unit,

Much the same approach can be taken with re-
spect to correctional staff. Assignment to guarding
a hospitalized inmate is often likened to be sent to
Siberia. The post is considered unremittingly boring,
and the correctional officer feels isolated from his
fellows and his familiar scenes. Permanent assign-
ment to a hospital secure unit changes all this. Vol-
unteers from the correctional staff are integrated into
the functioning of the unit. They handle all visitors
and a variety of other ancillary duties, so that the
task is no longer boring, And they soon establish
new friendships in the now-familiar hospital setting

They, like the hospital personnel, develop a pride
in their roles within the unit.

A physician should be in charge of the unit, and
he should function, in effect, as the personal physi-
cian of the hospitalized inmates. It is a part of his
task to see that all of the hospital’s other services
are available to inmates as needed. In other respects,
the hospitalized inmate is on a par with other hos-
pital patients. If he is in for surgery, he is registered

as a regular patient on the surgical service. If he is
in for medical care, he is enrolled on the regular
medical service. The house staff makes the rounds
of the secure unit as of other units,

Correctional systems and institutions should peri-
odically review the possibility of establishing a secure
unit serving two or more correctional systems. In
one county hospital we visited, the state had recently
established a secure unit for inmates in several of
its institutions. The county sheriff was planning to
construct a similar unit on the grounds of the same
hospital. We fail to see why a secure unit cannot
serve the inmates of several correctional institutions,
whether or not the institutions are part of a single
statewide system. Ultimately a statewide plan might
be built around a series of strategically located se-
cure units serving inmates of all the state, county,
and city correctional institutions within the state.

A secure unit should be geographically located
as close as possible to the heart of the hospital com-
plex rather than across the street or down the block.
If it is geographically separate, it is likely to be per-
ceived as separate—as a sort of hospital ghetto rather
than a regular component.

Secure windows, secure doors, and other security
features are needed for a hospital secure unit. They
need not, however, be overly conspicuous. Secure
screens, for example, may be as effective as bars
in preventing escape under hospital conditions. A se-
curity officer sitting at a desk inside is quite as ef-
fective (and considerably less conspicuous) -than one
posted outside the unit’s door. In general, security
features should be designated for compatibility with
the hospital milieu as well as for effectiveness.

As noted above, a secure waiting room for inmates
brought to the hospital for outpatient services may
also prove useful in some situations.

3.9. The Major Medical Center

While most of the hospital needs of inmates, as
of civilians, can be met by even a small JCAH-ac-
credited general or community hospital, the need oc-
casionally arises for sophisticated health care serv-
ices of a kind available only in teaching hospitals
affiliated with medical schools or in other major
medical centers. Open-heart surgery and organ trans-
plantation are two well-publicized examples. We
recommend that lines of communication be opened
up with such a medical center in advance of need.
The physician in charge at the institution should
know at the very least who to call at the medical
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center and what the conditions of admission are.
Among other advantages, this may avoid, in an emer-
gency, the transportation of an inmate to a small
hospital first, the waste of time there, and his sub-
sequent transportation to the center to which he
should initially have been taken. The problem of fi-
nancing very costly procedures at major medical
centers is considered on page 63.

3.10 Transportation

Some correctional institutions maintain and staff
their own ambulance; others depend on the regular
community ambulance service. The Vienna Correc-
tional Center in Vienna, Illinois, offers what may
be a unique service; its ambulance, staffed by trained
and trusted correctional inmates, is available for
emergency transportation of civilians in the sur-
rounding community as well as for inmates. In addi-
tion to providing a needed service, this arrangement
has contributed much to the acceptance of the cor-
rectional center in the community.

Most states now license ambulance services and
require minimum standards of both equipment and
personnel training. Whether a correctional institution
maintains its own ambulance or utilizes a community

service, the service provided should meet all rele-
vant state standards,

In the event of a disaster or other multiple-cas-
ualty emergency, the need may arise for the immedi-
ate transportation of substantial numbers of inmates.
Wherever possible, standby arrangements should be
made with other ambulance services in the event of
need. (For more on diaster planning, see page 30).

In some situations, the use of a plane or helicopter
for transportation may be feasible and potentially

life-saving. Air transportation may be available
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through a state agency such as the National Guard
or through a licensed commercial service. Each state
correctional health system should make a feasibility
study of air transportation. While it may rarely be
needed, the availability of the service may contri-
bute to inmate morale, to the morale of the health
care staff, and to the reputation of the correctional
health care system.

3.11. Forecare and Aftercare

The high and rising daily cost of hospitalization
in a civilian hospital is well-known. Hence, measures
for shortening an inmate’s stay in a hospital are
essential.

One determinant of length of stay is the range
of services available in the infirmary of the inmate’s
regular institution. Upgrading the quality and range
of care in the infirmary may practically pay for itself,
or more than pay for itself, by shortening hospital
stays. As noted above, a well-equipped and well-
staffed infirmary in a correctional institution may
perform various preadmission functions and thus
shorten hospital stays prior to surgery or other major
procedures.

Hospital stays may similarly be shortened by pro-
viding aftercare in the institutional infirmary-—if the
infirmary is staffed and equipped to provide it. The
aftercare problem is complicated by the fact that
most inmates naturally prefer the hospital to the
institution; they may use considerable ingenuity to
prolong their hospital stays.

Accredited hospitals maintain “utilization com-
mittees” to discourage unnecessary hospitalizations
and ‘unnecessarily prolonged stays. The records of
correctional inmates, like those of other patients,
should be reviewed by these utilization committees.




CHAPTER 4. HEALTH CARE SERVICES IN WOMEN'S, JUVENILE,
AND OPEN (MINIMUM-SECURITY) INSTITUTIONS

Most of the policies and procedures presented
throughout this Manual are applicable to correctional
health care in general. In this chapter we present
some additional considerations relevant to health
care in women’s, juvenile, and small open institutions,

4.1. Women's Institutions

The special health care procedures for women’s
institutions recommended below are drawn primari-
ly from the experience of Montefiore Hospital and
Medical Center in providing health care services at
the women’s correctional institutions on Rikers Is-
land, under contract with New York City’s Depart-
ment of Health and Correction. Only those proce-
dures are discussed which are unique to women’s
institutions—or which require major changes for
adaptation to women’s institutions.

Cancer. A Pap smear for cancer of the cervix
should be taken in the course of each female inmate’s
initial physical examination. This is true even for
adolescent females, since the incidence of abnormal
findings in an adolescent female inmate population
may be higher than among well-to-do suburban
women a decade or two older. The specimens should
be sent to a nearby hospital or cancer control pro-
gram for evaluation; and all abnormal findings should
be followed up in accordance with the usual policies
of the hospital or control program,

A careful manual examination for breast cancer
should also be part of the initial medical examina-
tion; and the female inmate should at the same time
be taught the technique of breast self-examination.

As will be noted below, the employment of a
woman physician in a woman’s institution is an ad-
vantage for these examinations as for numerous other
procedures; the presence of a female nurse or other
female member of the health staff during the physi-
cal examination is imperative.

Sexually transmitted infections. Most males in-
fected with syphilis or gonorrhea suffer relatively
prompt symptoms sufficiently troubling or alarming

to bring them to a physician or clinic. Most infected
females, in contrast, are aware of only apparently
trivial symptoms—or none at all. The importance
of promptly diagnosing and treating these asympto-
matic female venereal infections can hardly be over-
estimated-—not only for the protection of the female
inmates but for the protection of the outside com-
munity. This is especially true with respect to women
and female adolescents held in short-term detention
facilities, through which rotate large numbers of
women with multiple sexual partners (many of whom
are prostitutes). The release of one woman inmate
with an undiagnosed untreated venereal infection
may be followed by scores of subsequent infections
on the outside. In the case of a prostitute, diagnosing
and treating one infection inside the institution may
prevent several hundred subsequent outside infec-
tions.

The initial physical examination for each woman
admitted to a correctional institution should accord-
ingly include (as for men) a serological test for
syphilis. Since syphilis often has a relatively long in-
cubation period and the test does not become positive
until after the infection has become established, the
serological test should be repeated three months after
admission. Further, secondary syphilis (which ap-
pears wecks or months after the initial infection)
can be transmitted through kissing as well as more
intimate relations; hence a repeat serological test for
syphilis should be run annually.

Culture specimens for gonorrhea should be secured
along with Pap smears during the initial physical
examination; and repeat cultures for gonorrhea
should be available to all female inmates at their
request, especially on return from furloughs or home
visits, Both the serological specimens for syphilis
and the gonorrhea cultures should be sent to the
state VD laboratory or other laboratory where civil-
ian VD tests are run, and the VD control program
in the institution should be deemed a part of the
civilian VD program, cooperating fully with it in
contact-tracing and other control activities.
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Diagnostic and treatment facilities for other sex-
ually transmitted infections—notably yeast and tri-
chomonal infections and genital herpes—should also
be available.

Contraception is a right with which states may not
interfere. It can be argued that a woman runs a mini-
mum likelihood of becoming pregnant while an in-
mate, but such incidents do occur. Thus a woman
who requests or demands continuing contraceptive
protection during her stay has a reasonably good
case. The case is even stronger for making medical
contraception service available for women inmates
about to leave on furlough or work release, or about
to be released on parole or unconditionally.

An interesting question has been raised concern-
ing the possibility that a woman on oral hormonal
contraceptives may, if her pills are taken away from
her on admission, become pregnant as a result of
an act of intercourse occurring prior to her admis-
sion. No decisive evidence on this point is available,
but prudence suggests that a woman on oral con-
traception be permitted to continue at least to the
end of that monthly cycle—even in institutions where
continuing protection thereafter is not provided.

These are in any event medical decisions. They
are, moreover, decisions within the peculiar compe-
tence of the obstetrician-gynecologist. They should,
accordingly, be determined by the medical staff, in-
cluding the staff gynecologist or the institution’s
gynecological consultant,

Pregnancy. A proportion of women are pregnant
on arrival in a correctional institution; a few may
become pregnant after admission. A pregnancy test
should accordingly be a routine part of the initial
physical examination of all women of childbearing
age; and repeat tests should be subsequently availa-
ble at the inmate’s request.

Continuing prenatal care for pregnant women is
a principle of health care which has proved its worth
in terms of both maternal and infant health. Com-
parable prenatal care, including the usual laboratory
tests, diet, diet supplements, exercise, counselling,
and biweekly or weekly obstetrical examinations dur-
ing the last three months, should be provided for
women incarcerated during their pregnancies. A
higher-than-usual incidence of premature births can
be expected among babies born to women inmates.

While prenatal care should be under the super-
vision of an obstetrician, and he should be personal-
ly involved in that care many of the routine prenatal
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procedures (as in civilian practice) can be perormed
under his supervision by another physician, a nurse,
or a nurse-midwife.

Abortion. Since January 1973, the courts have
held that abortion is a right with which states may
not interfere during the first three months of preg-
nancy; abortion during the next three months may
be regulated but not prohibited. No good reason ap-
pears why a woman should lose this right by reason
of being held in a correctional institution. On the
other hand, some pregnant inmates reject abortion
for religious or personal reasons, even under cir-
cumstances which may seem to the medical staff
to dictate abortion as the only rational solution. While
the availability of abortion should be brought to a
pregnant inmate’s attention, no direct or indirect
pressure should be placed on her either to choose
or to reject abortion.

To avoid charges of “undue influence,” it is pru-
dent institutional policy to transport a pregnant in-
mate to a nearby hospital or clinic where she can
receive the same pregnancy counselling (including
abortion counselling) she would receive if not in-
carcerated. This should be done without delay when
pregnancy is diagnosed. It is similarly prudent, if an
inmate requests abortion, to have it performed in a
civilian hospital or clinic rather than in the insti-
tution.

Childbirth. Relatively few women reach term and
deliver their babies while they are inmates in a cor-
rectional institution. The number should be reduced
to an irreducible minimum by means of medical fur-
loughs or other alternatives.

As a pregnant woman approaches term, a decision
must be made whether she is to be delivered in the
institution’s infirmary or hospital or taken to an
outside hospital where adequate nbstetrical and neo-
natal care facilities are available. In all but the most
exceptional circumstances, delivery should be in an
outside hospital. Even where the institution’s facili-
ties are adequate for the actual delivery (often a
debatable point), they are rarely adequate to handle
the myriad of problems which may arise in the new-
born infant, especially a premature infant.

Infant care. After the baby is born, complex prob-
lems of infant care and custody arise. Some institu-
tions permit the mother to keep and care for the
baby for a year or longer—perhaps even until re-
lease. In such cases, medical care for the baby is
the responsibility of the instituion and may on oc-




casion require pediatric consultation. If the baby is
to be sent outside, the mother’s views should wher-
ever possible govern the choice among the available
alternatives: care by relatives, temporary placement,
or adoption.

Menstrual problems. Amenorrhea, dysmenorrhea,
and a variety of menstrual irregularities are common
problems in women’s correctional institutions, re-
quiring the services of a gynecologist or gynecologi-
cal consultant. Sanitary napkins and belts as well as
other feminine hygiene needs should be available
without delay and without embarassment. Inmates
are sometimes refused access to vaginal tampons for
security reasons, on the grounds that they may be
used as hiding places for drugs or other contraband.
We see no justification for this rule, since drugs can
be secreted without tampons as easily as with them.

Douching, except when presoribed, is frowned on
by some medical authorities, and douche supplies
are not made routinely available in some women’s
institutions. Where a woman accustomed to douch-
ing requests supplies, however, we see no adequate
ground for refusing her access to materials readily
available on the outside—along with appropriate
warnings or precautionary advice. Privacy for douch-
ing is another right which should be respected.

Anemia, especially iron-deficiency anemia, is more
frequent in women than in men. Appropriate blood
tests should, accordingly, be run upon admission of a
woman patient and periodically thereafter as indi-
cated.

Psychoactive medication. In women’s as in men’s
instituions, there is a constant and vociferous demand
for medication—especially for tranquilizers, pain re-
lievers, and other psychoactive drugs (see page 22).
In women’s institutions, menstrual problems are often
cited as a justification. Neither tranquilizers nor pain
relievers, however, constitute the treatment of choice
for menstrual dysfunction. This does not mean that
a woman in need of temporary tranquilization or
pain relief should be deprived of it; but sound policy
requires that these drugs be prescribed only as indi-
cated, and that mere medication not take the place
of competent medical care.

Female staff. An all-male medical staff for a fe-
male institution is as unwise as an all-female medical
staff for a male institution. A female nurse or para-
professional should be present at all hours wherever
possible, and at all physical examinations. There are
advantages in the employment of a female physician.

Security classification. Most states classify their
male inmates in terms of degree of security required,
and send each inmate to an institution providing the
appropriate level of security. Men in minimum-se-
curity institutions may be given “medical furloughs”
so that they can be cared for in civilian hospitals or
clinics without the need for guarding (see page 30).
All women inmates in a state system, in contrast,
may be held in a single maximum-security institu-
tion. In such states, the security classification of the
inmate rather than of the institution should govern;
medical furloughs should be available to a minimum-
security risk even though she is lodged in a maxi-
mum-security institution.

4.2. Juvenile Institutions

Children and adolescents held in custody require
access to almost all of the health care services nec-
essary for adult inmates—plus a range of additional
services for the unmet health care needs they bring
with them to the institution,

Dr. Iris F. Litt of the Division of Adolescent Med-
icine at Montefiore Hospital in the Bronx, New
York, has described the needs uncovered during
thorough intake examinations and evaluations of
31,000 females and males aged 8 to 18 admitted
to New York City detention facilities over a 5
year period. For most of these youngsters, Dr. Litt
informed a subcommittee on juvenile delinquency
of the United States Senate in 1973, intake evaluation
at the detention center represented “the first thorough
examination since infancy. Consequently, the fact
that approxiately 50 percent of the healthly-ap-
pearing adolescents admitted for detention are found
to have physical illness, exclusive of dental or phy-
chiatric problems, may not be surprising.

“These health problems generally fall into thrse
categories: First, those common to all adolescents
during the period of rapid growth and body change
that is the essence of adolescence. In this category
are the orthopedic, gynecologic, endocrinologic and
dermatologic conditions which plague teenagers of
all socio-economic backgrounds. The second category
is that which encompasses the medical or physical
cemplications of the life style of some adolescent
patients and includes venereal disease, unwed preg-
nancy, and complications of drug abuse. Four and
one-half percent of the girls, with an average age of
14.5 years, were found to be pregnant at the time
of admission. Most were previously unaware of their
pregnancy, and none had used any form of contra-
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ception. One-third of the adolescents admitted to
the facility have been found to be users of drugs.
- On the basis of screening liver function tests on those
drug users who had no symptoms of hepatitis and
who had negative physical examinations, 39% or
3,700 were found to have a form of hepatitis. The
third large category of illness includes those usually
discovered at an earlier age but, because of the pat-
tern of poor medical care available to the youngster’s
families, were not detected until the time of their
examination at the center. Congential abnormalities,
ranging in severity from heart disease, kidney and
endocrine defects, to hernias requiring surgery make
up the bulk of this category. The majority of these
defects could have been corrected surgically at a
younger age, at a lesser cost to the patient and to
society. In some cases, the presence of these defects
may have actually contributed to the youngster’s
school difficulty with resultant truant behavior, and
roay have, in fact, been a factor in their difficulty
with the law.”

Specialists in adolescent medicine. To manage this
very heavy backlog of unmet health needs, the serv-
ices of a general practitioner are not enough. Each
juvenile institution should have on its full-time or
part-time staff, or (for very small institutions) avail-
able as a consultant, a pediatrician or internist with
a special interest and training or experience in ado-
lescent medicine.

Juvenile health care standards. A program for
meeting childhood and adolescent health care needs
was developed in 1973 by the Committee on Youth
of the American Academy of Pediatrics. Entitled
“Health Standards for Juvenile Court Residential
Facilities,” it was endorsed in principle by the Na-
tional Council of Juvenile Court Judges and is re-
printed below as Appendix B. We recommend it to
all juvenile institutions.

In broad outline, the recommendations in these
standards follow the recommendations above for
adult institutions: screening or inspection on admis-
sion, a health evaluation or assessment based on a
thorough medical history and physical examination
soon thereafter, a sound medical records system, ac-
cess to all levels of care from ambulatory care in
the institution to hospitalization, and so on. Em-
phasis is placed on a multidisciplinary health coun-
cil empowered to set policy for the institution’s health
program—a . council composed primarily of senior
health staff members, advised by a technical ad-
visory committee of outside professionals and ex-
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perts. Emphasis is also placed on dental care and
preventive dentistry, on mental health considerations,
on environmental health, and on health education.

Consent. Although it is unnecessary to secure the
consent of parents for the examination and treat-
ment of minors suspected of having VD, it is sound
correctional policy to secure the consent of the minor
himself or herself, and of a parent or guardian, for
all but routine procedures. The consent of the juve-
nile court judge is legally sufficient in many states
if parent or guardian consent is not available.

Financing. The financing of health care in juve-
nile facilities is in some respects easier that in adult
facilities. Appropriating bodies are likely to be more
generous for facilities serving minors than for those
serving a population which is conceived of as “hard-
ened adult criminals.” In addition, all of the com-
munity agencies concerned with childhood and ado-
lescent health can and should be enlisted in the care
of detained minors. Finally, many minors may be
entitled to services under a parent’s Medicaid or
other health insurance coverage. While services ren-
dered within a detention facility can rarely be charged
to these plans, both outpatient and inpatient care
rendered in a civilian hospital may be covered in
some circumstances. (For further discussion, see sec-
tion 9.3.)

Aftercare. Large numbers of minors are detained
for only brief periods—perhaps a week or two. This
is time enough to ascertain their health needs but
not to meet them. Society’s responsibility for juvenile
health does not end, however, when a minor is re-
leased from detention. Every effort should be made
to assure continuity of care for childrep and ado-
lescents following release. Among the recommended
measures are the following:

® A suitably worded summary of each minor’s
health evaluation should be prepared and for-
warded to the child’s parents or guardian, with
recommendation for followup care. Findings
which may give rise to family dissension (such
as venereal infection) need not be included if
there are other ways to assure adequate fol-
lowup treatment.

® If a minor is released on probation, a copy of
the evaluation summary should also be for-
warded to the probation officer—with a re-
quest that he discuss it with the parents or
guardian and that he take whatever other steps
may be necessary to assure followup care.




@ In some communities, a pattern of followup, in
use at Montefiore Hospital for New York City
juvenile detainees, may be necessary or advisa-
ble. “Community outreach workers” are em-
ployed to function as liaison between the re-
leased child, his family, and community child
health resources. These outreach workers are
“indigenous paraprofessionals”—residents of
the neighborhoods from which detained minors
come, and belonging to the same ethnic groups.
They are not skilled in health care delivery but
are thoroughly familiar with the health care
services available in the community; and they
are trained in their central function—bringing
the child and his family into effective contact
and communication with the needed services.

4.3. Minimum-Security and Open [nstitutions

In addition to conventional prisons and jails, de-
partments of correction are increasingly making use
of small community correctional facilities—farms,
camps, halfway houses, and other establishments
where security is a minor consideration. Residents
in these “community correctional facilities” may go
out to work during the day, or home on furlough
during weekends, and may have other privileges per-
mitting free circulation in the community during part
or all of the week.

We regret to report that in some states small facili-
ties of these kinds have been established in outlying
areas with little or no advance planning for health
care service delivery. In the absence of careful plan-
ning, serious consequences may result for the in-
mates, the correctional system, and the outside com-
munity.

Before any inmate is sent to a small, outlying,
open institution lacking its own health service, a
full physical examination should be performed, in-
cluding laboratory tests as indicated; and a summary
of findings and health care recommendations should
be prepared both for the inmate and for the director
of the institution. If facilities at the institution make
it feasible, the inmate’s complete medical record
should -accompany him. Standing orders should
describe what medical conditions do and do not
constitute a bar to transfer to an institution without
health care facilities. A chronic condition which is
under good control—for example, a seizure disorder
well-controlled by Dilantin—should not constitute
a bar to transfer.

Since security is not a problem in these open in-
stitutions, health care delivery is in one respect great-
ly simplified. Residents can patronize physicians’
offices, clinics, and hospitals in the community with-
out the need for continuous, costly surveillance by
security officers. In the event of serious illness, the
inmate can also be returned to a nearby correctional
hospital or infirmary for treatment or can be re-
leased on medical furlough,

Health care is more difficult if the small open in-
stitution is located in an outlying area lacking civil-
ian medical facilities; in such situations it may be
necessary to provide transportation. A roster of the
nearest physicians, clinics, and hospitals should in
any event be prepared, and copies made available
to the staff and perhaps also to inmates—together
with instructions for securing care.

The department of corrections remains responsi-
ble for paying for health care services so long as an
inmate remains in its custody. If the inmate in an
open institution is employed in the community, how-
ever, he may be covered by health insurance in con-
nection with his employment; or he may be expected
to pay reasonable amounts for care out of his earn-
ings. Where a small open institution is located in a
community served by a prepaid group-practice plan,
a medical society foundation, or a health maintenance
organization (HMO), the possibility should be ex-
plored of having its inmates enrolled as a group in
such a plamn.

If inmates are not in a prepayment plan, their
access to elective, non-emergency health care services
at the expense of the correctional system should be
subject to prior approval by the director of the cor-
rectional institution. In the absence of such a prior
approval requirement, very large bills may be run
up for unnecessary services. The director should be
aware, however, that unwarranted denial of approval
may have serious medical and legal consequences.

It should be the responsibility of the health care
director in a state correctional system to explore all
of these and related problems before a new small
open institution lacking its own health care service
is established, and to periodically re-examine health
care policies at existing institutions of this type. De-
partmental policy should be set forth in clear lan-
guage, and the director of the small open institution
should be responsible for compliance with that poli-

cy.
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CHAPTER 5. HEALTH CARE SERVICES IN LOCAL
DETENTION FACILITIES (JAILS)*

The term “jail™ covers a very broad spectrum of
local and county institutions. Some are empty during
much of the year and rarely hold more than a few
inmates at any one time. Others are among the larg-
est of all institutions, holding thousands of jailed
persons on any given day—-and admitting tens of
thousands during the year. Some are located next
door to hospitals offering a full range of health
services, which may (or may not) be available to
the jail inmates. Others are in remote communities,
lacking adequate health care facilitics even for the
outside population.

Jailed persons, morcover, are an astonishingly
varicgated group. Most have been convicted of no
crime but are being held. awaiting trial, A few are
not even accused of a crime but are being held as
material witnesses, Some may stay only a few hours
or days until bail is posted, or they are released on
their own recognizance. Others, however, stay a year
or longer-—either awaiting trials which are delayed,
or awaiting the outcome of a prolonged serics of ap-
peals, or because they are serving consecutive one-
year sentences for misdemeanors. For some, the jail
is almost a permanent residence; their repeated peri-
ods of incarceration are punctuated by only brief
“vacations™ on the street between offenses. In many
communities the jail also serves as the dumping
ground for drunks and persons under the influence
of drugs; these alcohol, barbiturate, and heroin ad-
missions often constitute a large proportion of total
jail admissions. A significant proportion of those
admitted are mentally disordered—-and mental dis-
order rather than criminal behavior may be the rea-
son for the incarceration.

To expect the county sheriff or the jail warden
personally to establish and maintain adequate health
care services in these institutions, in addition to car-
rying out his countless other responsibilities, is in
most cases wholly unrealistic. The warden or sheriff

*Model jail health programs are currently being devel-
oped under a grant to the American Medical Association
by the Law Enforcement Assistance Administration.

is not selected for his competence in the field of
health care administration. In this chapter, according-
ly. we shall first be concerned with ways of securing
competent health care administration and services
for the thousands of jails in the country, and then
with the major problem which distinguishes local
detention facilities from long-term institutions—the
flooding of the jail health care system by vast num-
bers of very-short-stay admissions. We shall also call
attention to potential uscfulness of the jail as 2 cru-
cial clement in the overall case-finding activities of
community health care services—and the resulting
benefits to the health of the entire community.

5.1. Administrative Considerations

Wherever feasible, health care services in local
and county correctional institutions should be made
the responsibility of a competent civilian health care
delivery organization rather than of the law-enforce-
ment or correctional agency.

In some situations, the city or county health de-
partment, or a city or county hospital, may be the
appropriate agency to administer health care services
in the jail. Elsewhere, health care services may be
“contracted out™ to a community hospital or clinic,
a prepaid group health plan, or a health maintenance
organization (HMO): or a medical partnership may
be employed to provide and administer services
{much as some hospitals “contract out” their emer-
geney room services to a medical partnership). Santa
Clara County. California, is an excellent example
of jail health care delivery provided by a county-
operated community hospital. San Francisco is an
example of health care delivery in the city-county
jail, recently transfered under court order to the
city-county health department.

There are, no doubt, a few warranted exceptions
to this principle of “contracting out™ jail health care
services, In a few large cities and counties where the
warden or sheriff has already established an adequate
health care system, no purpose may be served by
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transferring health care to an outside agency. The
same may be true in cities or counties where no
civilian organization exists which is capable of de-
livering adequate care. With thesec and perhaps a
few other exceptions, however, health care in jails
should be organized, administered, and delivered by
an agency or organization whose primary mission is
health.

5.2. Statewide Standards

Health carc standards for jails in a state should
be set by state law or regulation. California, Kentuc-
ky, and other states have taken or are currently tak-
ing steps in this direction.

Technical assistance in meeting these standards
should be sought from local and county medical so-
cietiecs and other local health organizations; and in
addition state departments of corrections should be
given the responsibility, by law or regulation, of pro-
viding technical assistance in upgrading the health
care services of local and county jails.

After a reasonable period for achicving compli-
ance, the state departments of corrections and state
health departments should monitor compliance with
the health care standards, and jails unable to meet
those standards should be superseded by regional
jails with adequate health care facilities.

At least two states, Connecticut and Alaska, have
gone much further and operate all of the jails in the
state as part of the statewide correctional system.

5.3. Cooperative Health Care Plans

The independent local and county jail has deep
roots in American constitutional law, history, and
tradition. This does not mean, however, that the
health care’services in each jail must be operated
as an isolated and independent enclave. Cooperation
in health care delivery among jails, and between jails
and state correctional institutions, is today the ex-
ception rather than the rule. Yet cooperation might
do much to provide quality health carc at moderate
cost in both jails and state institutions,

One example is California, where state law man-
“dates the treatment of jail inmates in the state cor-
rectional hospital under certain circumstances. An-
other example is Minnesota, where a recently opened
secure unit in the St. Paul Ramsey County Hos-
pital serves patients in need of hospitalization from
the Ramsey County Jail as well as from state
corréctional institutions. In some states it may prove
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feasible to establish a statewide correctional health
care system in which all of the state’s inmates from
the jails as well as the state institutions, are served
by a limited number of geographically well distri-
buted state correctional hospitals and secure units
in civilian hospitals.

Traditionally, resistance to jail regionalization has
come from county sheriffs who are made responsible
by the state constitution for the administration of the
county jails. This resistance is certainly understand-
able. In at lcast some states, however, as a result of
litigation and other pressures, county sheriffs may
alrcady sce hecalth care delivery in their jails as a
problem they would be delighted to delegate to a
compcetent outside agency. As health care becomes
even more complex, as the gap between health care
in jails and health care outside continues to widen,
and as pressures to close the gap continue to build
up, more and more county sheriffs and local jail
wardens are likely to see the “contracting out” of
jail health care services as an opportunity rather than
as a threat to their autonomy.

5.4. The Large Jail and its
Revolying-Door Problem

Even a jail which houses only a dozen inmates on
any given day may admit and discharge hundreds
during the course of a year. A jail with an average
daily population of a thousand may admit and dis-
charge fifty thousand per year. So long as this re-
volving-door policy continues, it will remain diffi-
cult to provide for all jailed persons the basic health
services described throughout this manual. The short-
est route to a significant upgrading of jail health
services is to reduce the flow of unnccessarily in-
carcerated persons through the jails.

1t is not just the “criminal clement” whose health
is threatened by current revolving-door policies; the
jail without adequate health care constitutes a men-
ace to the entire community—a health menace likely
to remain so long as our jails continue to admit vast
numbers ol persons unneccssarily.

The principal approaches to reducing unnecessary
jail admissions are (a) bail reform and (b) the di-
version of alcoholics and drug users from the jail
to treatment centers.

Bail reform. In New York City, the average
cost per jail admission is $246; many persons are
jailed at this cost for lack of $50 or $100 in bail. A
nationwide jait study indicates that 40 percent of all




jail admissions are persons eligible for bail but un-
able to raise it.

Alcohol and drug diversion. Public drunken-
ness is the cause of another very large proportion of
all jail admissions. This continues to be the case in
some jurisdictions despite repeated court holdings
that drunkenness constitutes a medical rather than a
criminal justice problem.

Using the jail as a dumping ground for drunks
is also a dangerous policy; for delirium tremens (a
common complication of “cold turkey” alcohol with-
drawal) is a life-threatening condition. Continuous
nursing surveillance under medical supervision and
well-controlled medication during withdrawal are
necessities. The jail is inherently unsuitable as the
scene for alcohol detoxification.

Barbiturate detoxification is closely parrallel to
alcohol detoxification, and the same considerations
apply.

Heroin detoxification is rarcly as dangerous as al-
cohol and barbiturate detoxification, but it is also
better and more cconomically managed in a treat-
ment center rather than a jail,

Changes in policy affecting bail, drunks, and drug
cases can readily cut jail admissions in half in al-
most any jurisdiction. Excessive jailing is damaging
to those unnecessarily incarcerated, socially counter-
productive, and grossly wasteful of community re-
sources and tax funds—in addition to inundating the
jail’s health care service with burdens far beyond its
capacity.

The sheriff or jail warden, of course, is not re-
sponsible for these self-defeating intake policies. Un-
der the law, he must take custody of all persons
brought in by Hduly constituted authoritics. Yet jail
crowding and substandard jail conditions are inevita-
bly blamed on his department. In sclf-protcction as
well as in the interest of improved jail conditions, he
should take the lead in urging that unnecessary jail
admissions be reduced to minimum.

5.5. Admission Procedures in Jails

The admission procedures recommended in Chap-
ter 1 — immediate screening by qualified health
care personnel for trauma, infectious diseases, other
mental and physical illnesses, and for alcohol or
drug intoxification, plus the subsequent taking of a
complete medical history, a physical examination in-
cluding indicated laboratory tests, and a health eval-

uation—is even more jmportant in a jail than in a
long-term correctional institution; for those admitted
to jails come straight in off the streets and are far
more likely than those admitted to long-term insti-
tutions to suffer health or mental health problems
requiring immediate identification and care. Provid-
ing these costly intake services to the vast numbers
of persons admitted has benefits which extend far
beyond the boundaries of the jaill, A basic change
in the philosophy governing the provision of these
admission services is therefore recommended.

Each city, county, and statc has a responsibility
to foster the physical and mental health of its resi-
dents. This responsibility goes beyond assuring that
medical care s available for those who seek it. Case-
finding programs to identify and bring into treat-
ment persons in need of care has for decades been
a basic function of city, county, and state health
scrvices. These case-finding programs include the
tracking down of contacts of persons with infectious
diseases, the screening of large numbers of apparent-
ly healthy people for non-infectious diseases (hyper-
tension, heart discase, cancer, ctc.), a wide range
of mental health outreach programs, and other exam-
ples. Voluntary health organization—the heart as-
sociation, the lung association, the cancer society,
and so on—also mount large-scale and valuable case-
finding programs in many communities. The purpose
is to protect the community as well as to serve the
individuals screened. Expericnce has shown that a
dollar spent in case-finding may save hundreds of
dollars in subscquent community costs for the long-
term care of chronic disease and disability.

The ideal focus for almost all such public health
and voluntary case-finding programs is the popula-
tion which circulates through the local jails. The in-
cidence of unmet health needs is much higher in this
population than in any other. No other high-risk
population is as readily accessible in a single place
at convenicnt times. The cost of case finding per
case found will almost certainly prove to be much
lower in jails than elsewhere as a result of these two
combined factors.

Yet, curiously enough, instead of being recognized
as the population warranting the highest priority, the
jail population is often overlooked in these public
and voluntary case-finding programs.

One example among many is the public health VD
program. Numerous studies have shown that the
asymptomatic female with gonorrhea is one of the
major factors in the current nationwide gonorrhea
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epidemic. Accordingly, a nationwide program for
screening asymptomatic females for gonorrhea is
fostered by the U.S. Center for Disease Control. The
program is funded jointly by Federal, state, and local
public health agencies. More than five million women
without symptoms were screened last year. Among
the groups screened in this program have been subur-
ban housewives attending family planning clinics, col-
lege undergraduates, and the patients of private phy-
sicians. The cost of the screening program per case
found in such groups is very high, since the ratio of
positive to negative findings is quite low. The screen-
ing of women admitted to city and county jails would
be far less costly per case found; and since many
prostitutes and other women with multiple sex part-
ners pass through the jails, the number of subse-
quent infections prevented per case found would no
doubt be very high. Yet in very few jails is screen-
ing for asymptomatic gonorrhea made available to
all females entering the jail system.

Closely related to screening for asymptomatic gon-
orrhea is Pap test screening for cancer of the cer-
vix. The number of cases of this form of cancer and
the age at which it occurs are related to intercourse
at an early age, to experience with multiple sexual
partners, and to other factors frequently found in
jail populations. Women entering jails are a high-
risk group for cancer of the cervix as well as for VD.
Specimens for the Pap test can be secured at the
same time as the gonorrhea culture specimen, with
a trivial increase in the amount of time required. Yet
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only in a few jails, are routine Pap tests for cancer
of the cervix made available to all women admitted
to the jail system.

Tuberculosis case-finding constitutes an equally
dramatic example of the importance of case-finding
in the jail setting. When a single case is found, many
subsequent tuberculosis infections in the outside com-
munity can be readily aborted or prevented. This is
done in part by rendering the patient himself or her-
self non-infectious as early as possible, in part by
educating him or her in sanitary measures for pre-
venting further spread, and in part by providing pro-
phylactic medication for close associates already ex-
posed. At few other sites in the community can
fresh TB infections be diagnosed at so low a cost
per case found as in the jail.

5.6. Summary

Jail health services should (with some exceptions)
be delivered and administered by a community or-
ganization whose primary mission is health care.
Minimizing jail admissions through bail reform and
through diversion of alcohol and drug cases is an es-
sential preliminary step toward adequate jail health
care and community health protection. The jail
should be viewed as a central resource in case-find-
ing activities. In other respects, jail health care should
closely parallel the patterns of health care delivery
described in other portions of this study.




PART Il

ORGANIZING A CORRECTIOMAL
HEALTH CARE SYSTEM




I

CHAPTER 6. THE NEED FOR STATEWIDE ORGANIZATION

6.1. Role of the Health Care Administrator

In our visits to health care units in correctional
institutions, we noted many specific shortcomings:
an institution with X-ray and physical therapy equip-
ment but with no personnel capable of using them,
an institution with trained personnel but inadequate
equipment, and so on through a very long list. Many
correctional health services (not all) were inade-
quately funded. Particularly -distressing was the al-
most total lack, in many states, of administrative
machinery to correct basic shortcomings.

To illustrate, let us review what happens when
the physician in charge of.health care in an institu-
tion of modest size prepares his health care budget
for the coming year. In many cases, he must file his
budget request with an assistant warden of the insti-
tution in which he works. Therc it is merged with
requests from other units in the institution and is
passed on to the warden. From the warden the re-
quest typically travels to an assistant commissioner
of corrections at the state capital, where it is merged
with budget requests from the state’s other correc-
tional institutions, then to the commissioner, and
ultimately it becomes a part of the department’s re-
quest to the Governor’s budgeting agency. If it passes
that hurdle and is accepted by the Governor, it is
included in the budget he submits to the state legis-
lature, where it runs the gamut of committee hear-
ings, legislative debate, and ultimately enactment in-
to law.

Once the budget request leaves the physician’s
hands, it is processed throughout all the subsequent
stages by laymen unskilled in evaluating medical
budgets. Wholly unwarranted expenditures may as
a result be approved at each stage. Much more
commonly, the budget request may be cut back at
stage after stage — not because anyone really wants
to curtail needed health care, but because the re-
quest has lost its medical identity before it leaves
the local institution.

There are in many states at least a few legislators
genuinely concerned with correctional health prob-
lems; and from time to time entire legisiatures "ate
aroused by press accounts of woefully inadequate

health care. But when legislatures review the state
correctional budget, they find no place to intervene
in favor of better health care because there is no
item in the budget labeled health care. In the ex-
treme case (Wisconsin until a few years ago), the
budget submitted to the legislature concealed med-
ical equipment requests under the rubric “main-
tenance and repairs.” In most states, health care
requests are buried without trace in the overall
budget requests of each correctional institution.

Even the state commissioner or director of cor-
rections can accomplish little when he is separated
by so many non-medical bureaucratic layers —
an assistant commissioner, a warden or institutional
director, an assistant warden, and perhaps. others
— from the personnel actually delivering health
care in the institutions supposedly under his control.
Any order he issues or request he makes must filter
down through those non-medical layers to the health
services of cach separate institution.

While health care personnel at the institutional
level are impotent, and know they are impotent,
with respect to planning and carrying out improve-
ments under this organizational pattern, they are
free to let things slide with little or no fear of super-
visory intervention. Consider, for example, the phy-
sician in a correctional institution who finds he
hasn’t time to examine newly entering inmates and
therefore stops making physical examinations. It is
unlikely that the assistant warden of the institution
who supervises medical care (among many other re-
sponsibilities) will even notice a deterioration in
quality of care unless a law suit or a riot follows.
Neither will the warden, the assistant commissioner
or the commissioner—and certainly not the Gover-
nor, his budget agency, legislative committees, or
the legislature. Health care personnel in such an
organizational structure are at the same time im-
potent to foster improvement and free to tolerate
deterioration. This is a recipe for chaos. A change
in this organizational structure is the most impor-
tant initial step which any state can take toward
improving correctional health care — more impor-
tant cven than increasing appropriations.
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Some states in the past few years have taken a
fiest gingerly step toward improving health care
administration within their departments of correc-
tion. This first step is usually the appointment of a
health care coordinator, a member of the state cor-
rectional staff whose task it is to maintain liaison
with health care personnel in the various institu-
tions and to advise or recommend improvements.
Typically, the coordinator has no direct administra-
tive authority and is two or three steps removed
from .the center of authority, the commissioner. He
can negotiate change, but he cannot give orders or
demand compliance.

This approach is not enough. Health care is a
crucial and central responsibility of the state de-
partment of corrections. The department’s organi-
zational chart must reflect that central position.
The health care administrator should (as in New
York State) be an assistant commissioner or have
comparable status in the department. He should
be responsible directly to the commissioner of cor-
rections, invested with the same administrative pow-
ers, and receive the same pay as the assistant com-
missioners in charge of other essential correctional
functions.

Each correctional institution should similarly have
an administrator responsible for health care activi-
ties in that institution. He should have direet ac-
cess to the warden or director. In all professional
matters, however, he should report directly to the
statewide health care administrator,

With this chain of command, health care improve-
ments can be encouraged and deterioration of care
prevented at every administrative level. The health
care administrator in the institution {to return to
our opening example) presents his next vear’s bud-
get request to the statewide correctional health care
administrator. It is there merged with health care
requests from the other correctional institutions and
goes to the commissioner. The commissioner's bud-
get request to the Governor then carries a specific
item or items for health care services. The Gover-
nor’'s budgetary agency, the Governor, the state
legislative committees, and the legislators can thus
give correctional health care the attention it de-
serves. If the health care budget is cut at any level,
the cut is fully visiblc — not disguised as a cut in
“repairs and maintenance™ or in some other non-
medical function. Budget reviewers and legislators
concerned  with correctional health caré can see
precisely where to intervene.
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This chain of command is essential for orders
filtering down as well as for requests handed up.
At the recommendation of the statewide health care:
administrator, for example, the commissioner may
order o complete physical examination for each in-
mate entering the correctional system. That order
then goes, through medical channels, to the admin-
istrator in charge of health care at cach of the state’s
correctional institutions. By means of periodic medi-
cal audits, the statewide health care administrator
can (and should) determine the level of compliance
at cach institution; and take whatever measures
are necessary o improve compliance in laggard in-
stitutions,

In some states the statewide administration of
correctional bealth care is Jodged in a physician; his
title is usually medical director rather than admin-
istrator. This pattern goes buck to the days when
hospitals and mental hogpitals also had physicians
in charge, and when it was commonly believed that
only someone with an MLD. after his name could
administer a health care institution. As physicians
became busier and as health care administration
became more complex, however, lay administrators
have gradually taken over administrative responsi-
hilities from physicians. A new profession of health
care administrator has arisen, and has proved its
uselulness. Sometimes, too, authority is lodged in a
teann -— a physician in charge of professional mat-
ters plus an administrater for other affairs. We rec-
ommend that state departments of correction take
one of these routes and lodge overall responsibility
for healtihh care in the hands of a professional ad-
ministrator or of a physician-admijnistrator team.

Where a physician is qualified to fill the post of
statewide correctional health care administrator by
reason of his administrative experience and skills,
we see no reason why he should not be appointed or
retained as sole administrator. Indeed, his M.D, is
an added qualification, and he can speak with dual
authority, But it should be clear that he is being
appointed to administer, not to practice medicine.
In too many cases, the physician appointed to ad-
niinister an understaffed  state  correctional health
systemt has his time preempted by medical rather
than administrative functions — filling in for miss-
ing physicians in the state’s institutions or even (in
several states) being expected to administer  the
statewide system during whatever time he can spare
from treating patients in one of the institutions
where he functions as a physician, Administering
i statewide correctional health care system s -(ex-




cept perhaps in a few very small states) a full-time
job requiring a full-time administrator.*

Each correctional institution within the state may
not require a full-time administrator. In a small in-
stitution — one employing only one physican and a
few other health care personnel, for example—the
physician, a nurse, or some other qualified health
care professional may function simultaneously as
administrator. As soon as health care in an institu-
tion expands enough to warrant a full-time admin-
istrator, however, there should be a lay adminis-
trator or a team composed of a physician and lay
administrator. Physician hours are too scarce in
most correctional institutions to devote them to ad-
ministrative paperwork.

6.2. Duties of the Statewide Administrator

Every competent administrator is, in effect, a sort
of one-man “committee to take care of things that
come up.” The buck stops on his desk, and he must,
therefore, perform many miscellaneous functions. In
addition, a statewide correctional health care ad-
ministrator should have at least ten clearly deline-
ated fields of responsibility:

(1) The development of programs for recruit-
ing, training, and retaining of personnel.

(2) Securing the other necessary facilities —
space, equipment, supplies, etc.

(3) Preparing and defending the annual health
care budget.

(4) Monitoring the quality of care.

(5) Controlling the cost of care.

(6) Handling complaints and litigation.

(7) Maintaining liaison with outside agencies,
professional societies, and the public.

(8) Preparing and revising a Health Care Man-
ual for the state’s correctional institutions.

(9) Planning ahead, and establishing a statis-
tical and reporting system which will sup-
ply an adequate data base for sound plan-
ing,

(10) Concern with health care in local and county

correctional institutions (jails).

*This does not mean, of course, that a physician in
charge of administering a statewide system must cease
functioning as a physican or lose contact with inmate
patients. To the extent that he has time available, he may
see patients on his tours of local institutions, in concert
with the institution’s medical staff,

Personnel recruitment, facilities, and budgeting are
treated below in Chapters 7, 8, and 9. We shall here
review the remaining seven fields of responsibility.

6.3. Monitoring the Quality of Care

In recent years the American health care deliv-
ery system has been going through a quiet (and at
times not-so-quiet) revolution. Many procedures have
been introduced to monitor the quality of the care
patients are receiving.

The first of these procedures was called into being
a generation ago, when it was suspected that much
unnecessary surgery was being performed in some
hospitals. Each hospital was accordingly urged to
establish a “tissue committee,” headed by a path-
ologist, to which all tissue removed during an op-
eration was sent for examination. Even the most
skilled and honest surgeon, of course, may some-
times make a mistake; but if a surgeon made too
many — operated too often in cases where the tis-
sues removed showed no need for the operation —
he was called to account by the tissue committee,
“Medical audit” committees were similarly set up
by some hospitals to monitor the quality of medical
care. The Joint Commission on Accreditaton of Hos-
pitals (JCAH) was established: to set standards of
accreditation, to inspect hospitals seeking accredita-
tion, and to reinspect periodically. More recently,
hospital “utilization committees” have been set up
to curb unnecessary hospital admissions and unnec-
essarily prolonged stays. Blue Cross, Blue Shield,
Medicare, Medicaid, and commercial insurance com-
panies have also set up review machinery of vari-
ous kinds, addressed both to quality and costs of
care. Currently, a controversial Federal network of
“Professional Standards Review Organizations”
(PSRQ’s) is being established to monitor medical
care. None of these audit, review, and accreditation
programs has to date included correctional health
care services within its purview, except perhaps in-
cidentally (as when a correctional hospital applies
for JCAH accreditation.) We see the establishment
of an effective audit-and-review machinery as a basic
function of the statewide correctional health care ad-
ministrator.

The place to begin monitoring is with the quality
of medical records maintained in each correctional
institution (see page 13). Until each inmate’s medi-
cal record truly reflects the care he has in fact re-
ceived, there is no effective way to review the quality
of that care. Once the medical record system is
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functioning properly, a large part of the audit-and-
review process can be performed through a review
of medical records in each institution.

The administrator or a reveiw committee under
his authority, for example, can periodically collect
from all of the state’s correctional institutions the
medical records of patients with a particular diag-
nosis — diabetes, or gonorrhea, or knife wounds.
Any institution which is providing less than optimum
‘care, as measured either by the care in the better
institutions cr by the care rendered outside the cor-
rectional system, can thus be identified and improve-
ments instituted. The records of patients sent to an
outside hospital or clinic can also be reviewed, from
the point of view of both the quality and cost of the
care rendered.

Similarly, the statewide administrator should es-
tablish within each institution of moderate or large
size internal machinery for improving and monitor-
ing the quality of care. The physicians should hold
periodic meetings, and there should be regularly
scheduled meetings of the entire health staff at which
medical records can be reviewed (with the names
of doctor and patient deleted), shortcomings in
treatment noted, and plans for improvement devel-
oped. Each of the institution’s health services —
the admission screening, the physical examinations,
the laboratory, the pharmacy, and so on—can be
reviewed in sequence at these meetings, as in the
staff meetings of a well-organized hospital or clinic.
Correctional staff should participate whenever prob-
lems of mutual concern are under discussion. Large
institutions should have a Health Care Advisory
Committee where the health care staff can meet
periodically with health authorities from the com-
munity, whose advice can be valuable and whose
help can be invaluable.

Whenever possible, a statewide administrator
should in addition seek to have the services under
his control audited and reviewed by the same ma-
chinery which audits and reviews services outside
the institutions. Clinical laboratory services are a
case in point. There exist, both statewide and nation-
wide, facilities for checking on the quality of the
test procedures performed- in clinical laboratories.

The tests performed by clinical laboratories in
correctional institutions should be monitored and
evaluated by these existing outside services. Each
institution’s pharmacy should be checked by the
state pharmacy board. A competent statewide ad-
‘ministrator will be alert for other ways in which
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he can make use of existing outside audit and review
machinery to maintain quality standards within his
institutions.

As the statewide administrator iearns, through
effective audit and review processes, what manner
of care is actually being delivered in the institutions
under his direction, he can more effectively face the
most important of all decisions: which health care
services should be performed within the system and
which should be “contracted out”? (See Chapter
10).

State correctional health care systems, as noted
above, are under increasing pressure from the courts
to raise the quality of health care to the level avail-
able on the outside, Much of the current response
to this pressure is delayed and fragmented. A state
system may wait until a complaint is filed, or even
until a court order is handed down, before institut-
ing change — and the change may then be limited
to the practice complained of. A continuous moni-
toring of the quality of care should be able to elim-
inate all but the most frivolous complaints before
they arise.

6.4, Controlling the Cost of Care

One way to improve the quality of care is to se-
cure larger appropiiations. Another way is to mini-
mize waste and thus make funds available for need-
ed improvements out of existing appropriations.

In our field visits, we (and other observers as
well) have noted many kinds of waste. There was
the overstaffed and over-equipped health care unit
in one correctional institution just 15 miles from
another which was woefully understaffed and under-
equipped—and with no statewide machinery for re-
distributing resources. There were even two insti-
tutions a few hundred yards apart with a shocking
disparity in services, There was the institution with
one part-time physician which was spending $150,-
000 a year escorting inmates to and from a hospital
for costly diagnostic and treatment services, an es-
timated 90% of which might better have been per-
formed by a second part-time physician in the in-
stitution, There was the statewide system buying
services at retail from the most expensive hospital
in the state, with no control over utilization — so
that more than half of the state’s correctional health
care budget went to one outside hospital while other
urgent health needs went unmet throughout the
system. No doubt the amount of such wastes varies
from state to state; but a competent administrator




can no doubt find ways to eliminate excess costs in
any system which has previously lacked an effective
central administration.

Two common forms of waste—perhaps the most
common—deserve particular emphasis:

® Performing within an institution health care
services which can be more economically se-
cured on the outside without sacrifice of qual-
ity, or even improvement in quality; and

® Sending inmates out for services which can
be more economically, more promptly, and as
effectively performed within the institution.

Patterns of medical care change rapidly; costs
change rapidly (mostly in the upward direction).
Thus, deciding what should be done inside and what
should be contracted out is not a one-time decision,
but an area of decision requiring continuous review.

6.5. Handling Complaints and Litigation

As the volume of inmate litigation alleging im-
proper or inadequate medical care has grown, more
and more states have begun to improve their ma-
chinery for handling complaints before they reach
the courts. That machinery is a responsibility of the
health care administrator. He, or a member of his
staff, should be continuously available to review
complaints.

A few correctional institutions have established
policy committees composed jointly of inmate rep-
resentatives and health care staff members. These
committees meet periodically to review procedures
and make recommendations. A well-functioning joint
committee may favorably affect both the level of
inmate satisfaction with the health care delivery
system and the quality of the care being delivered.

Special complaint procedures established in two
states impressed us favorably:

® In Minnesota, an “Ombudsman for Correc-
tions” has been appointed by the Governor, with a
staff and budget independent of the Department of
Corrections, to handle medical as well as non-medical
inmate complaints., The Ombudsman’s staff has
direct access to inmates within the state’s correc-
tional institutions, and the inmates have direct and
immediate telephone access to the Ombudsman and
his staff. The Ombudsman acts as representative of
the inmate in pressing the complaint; he has no
power to issue orders, but he does have one major
power. He can simply wash his hands of the matter

—in which case the Department of Corrections faces
a court action brought by the inmate’s attorney.
Thus, the Department of Corrections is faced with
a clear choice in each case: to settle through the
Ombudsman or to face litigation. Correctional of-
ficials, health care staff, the Ombudsman and lawyers
concerned with inmate rights all reported that the
Minnesota system was working well

® Somewhat similar is the Wisconsin plan, under
which an assistant state’s attorney is assigned to re-
view inmate complaints. He faces the same choice
as the Minnesota Department of Corrections: either
to settle the case informally or to prepare to defend
it in the courts.

® We do not recommend any single system of
handling complaints concerning improper or inade-
quate health care. We call attention, however, to
another study in this LEAA “Prescriptive Package”
series which reviews 16 types of grievance mech-
anisms established in correctional institutions, and
discusses their implementation. Entitled “Toward a
Greater Measure of Justice,” it is available from the
National Criminal Justice Reference Service, Wash-
ington, D.C. 20531.

6.6. Maintaining L.laison With Outside
Agencies and With the Public

Generations ago, as noted above, the jailhouse,
like the poorhouse, was a part of the community.
Times have changed. Some correctional institutions
today are almost wholly cut off from the communi-
ties around them; they are enclaves forgotten by
the public — until trouble breaks out. The cor-
rectional health care system in particular can bene-
fit enormously from re-establishing its ties with out-
side agencies.

One place for a statewide correctional health
care administrator to begin is with the state medi-
cal society. If the state society displays no interest,
he can approach its committees. If that fails, liaison
with one or more county medical societies should
be explored, and with individual physicians out-
side the correctional system. The goal should be to
impress physicians outside the system with the re-
sponsibilities and the opportunities available within
the system. In one state, the state medical society
displaved little interest until the state bar associa-
tion took an interest in correctional health care
problems; a joint correctional health care commit-
tec of the bar association and medical society is
now functioning effectively.
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The Minnesota Department of Corrections has
a Health Care Advisory Committee concerned pri-
marily with planning ahead, Members of the com-
mittee include key legislators, department of cor-
rections representatives and representatives of the
state health department, an engineering school pro-
fessor concerned with environmental health and phy-
sicians and health care planners from outside agen-
cies. Subcommittees have been established to plan
ahead for improved health care—both institution by
institution and problem by problem. The presence of
concerned legislators on this committee is of particu-
lar importance in converting plans into action pro-
grams.

~ Contact with the mass media is a further example
¢f the correctional health care administrator’s many
liaison duties. In most states, the correctional health
care system makes news only when litigation arises
or when a scandal erupts; steps taken to improve
health go unnoticed. Among the many disadvan-
tages of this situation is the increased difficulty in
recruiting competent health care personnel, for no
one wants to work in a health care system with an
unsavory public reputation. A competent statewide
health care administrator can do much to balance
the unfavorable publicity a correctional system in-
evitably receives with information about the sys-
tem’s merits and achievements. Equally important,
the administrator can respond to unfavorable pub-
licity by announcing frankly and precisely just what
is needed to improve health care services — thus
building support for an adequate correctionai health
care budget.

6.7. Planning Ahead

In our visits to correctional institutions, we were
repeatedly impressed by the need to plan much
further ahead for health care needs than is now the
common practice. We visited a bright new correc-
tional institution, for example, with many hundreds
of inmates and with a spacious 14-bed infirmary,
but with no staff for the infirmary. Because govern-
mental budget procedures are slow and complicated,
two years would elapse after the institution was
opened before funds became available for staffing.
Worse yet, the infirmary had been planned and
constructed without consultation with the health care
officials who would be responsible for its operation;
it therefore had numerous costly defects. A state-
wide health care administrator should have been in-
volved in the planning of that new institution at least
three or four years in advance, to make sure that
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the physical plant would match the needs and avail-
able resources of the institution.

Up to this point, the functions of a lone state-
wide health care administrator have been discussed.
It should by now be clear, however, that the admin-
istrator must have an adequate staff. For, except
in very small states, performing these manifold du-
ties and the equally arduous duties to be described
in Chapters 7, 8, and 9, exceed the capacity of any
one man. A staff assistant for personnel (see Chap-
ter 7), one for budget (see Chapter 8), and one
for quality control and future planning may be ade-
quate for a department of moderate size. Alloting
8 or 10 percent of the state’s total correctional
health care budget to administrative costs seems a
reasonable yardstick. Another yardstick is to allot
to health care administration the same proportion
as is alloted for the administration of other func-
tions.

6.8. Concern With Local and County
Detention Facilities

As noted above in Chapter 5, a state’s jails as
well as prisons should be subject to statewide health
care standards, should be inspected periodically to
ensure compliance with those standards, and should
receive technical assistance from state correctional
health care personnel.

Cooperation between the state correctional health
system and the jail health systems should be en-
couraged in all ways possible. Many or most of
these jail-related functions can be carried out by
an adequately staffed Office of the Health Care Ad-
ministrator in the state department of corrections —
preferably by an assistant administrator specifically
concerned with jail problems.

6.9. Control of Medical Experimentation

According to an American Correctional Associa-
tion survey made in the spring of 1974, medical or
pharmaceutical experinentation with inmates as sub-
jects was under way in 18 out of 38 states (with
the other states not reporting). The establishment
of policies concerning such experimentation and the
enforcement of the policies established should be a
responsibility of the Office of the Statewide Cor-
rectional Health Administrator; individual correc-
tional institutions should not be free to set their own
policies.

For states which permit experimentation, two ba-
sic sets of guidelines are called to the particular at-
tention of administrators:




Protection of Human Subjects: Policies and Pro-
cedures. Regulations promulgated by the National
Institutes of Health, U.S. Department of Health,
Education, and Welfare (Federal Register, Vol.
38, No. 221, pp. 31738-31749, November 16,
1973),

Protocol for Medical Experimentation and Phar-
maceutical Testing. 3 pages, mimeographed, plus
Appendix. Available free from the American Cor-
rectional Association, 4321 Hartwick Road, Col-
lege Park, Md. 20740.
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CHAPTER 7. RECRUITING, TRAINING, AND
RETAINING CORRECTIONAL HEALTH CARE PERSONNEL

7.1. The Challenge of Correctional Health Care

Very few physicians, nurses, or other profession-
als and paraprofessionals are looking for jobs in a
prison or jail. Experience in New York, Chicago,
and San Francisco, in the Federal correctional sys-
tem, and no doubt elsewhere has repeatedly shown,
however, that personnel of very high calibre can be
quite readily recruited to help launch a humane and
innovative program for bringing competent health
care to a medically underprivileged group—the in-
mates of correctional institutions.

Sometimes a “bold new program to clean up the
correctional health care system” arises in the wake
of a major scandal or of a court decree in a class
action suit. Sometimes it follows the transfer of pow-
er to a different political party, or the election of a
new governor (or, in the case of a jail, a new sher-
iff), or the appointment of a new commissioner of
corrections. There is no good reason, however why
a bold new program capable of bolstering the mor-
ale of existing personnel and attracting new appli-
cants cannot be launched without waiting for a trig-
gering event — either by a newly appointed state-
wide health care administrator or by an adminis-
trator already in office By first developing and then
announcing a bold new plan, an administrator may
be pleased to discover that the battle for implement-
ing it is already half won, and that his personnel
recruitment problems in particular have been eased.

7.2, Adequate Pay

An, at least equally, essential factor in making a
correctional health post attractive to physicians,
nurses, and other health care personnel is an ade-
quate pay scale. This scale is usually set by the state
civil service agency, based on its understanding of
the duties and responsibilities involved. In a state
lacking a statewide health care administrator to ne-
gotiate adequate civil service levels, pay scales may
lag so far behind as to attract only unlicensed per-
sonnel or personnel not employable outside the
system for other reasons. A major function of the

administrator, accordingly, is to draft job descrip-
tions for personnel throughout the correctional health
care system which truly reflect the very broad range
of responsibilities in that system. (For a model job
description, see page 18). If an administrator finds
the established pay levels insufficient to attract qual-
ified personnel in competition with other agencies,
he must fight for competitive levels.

In California, and perhaps some other states, this
has led to a recognition on the part of the state civil
service agency that paying a physician, nurse, or
other correctional health employee the same amounts
paid by other state institutions is not enough. The
peculiar responsibilities of service in a correctional
institution are recognized by offering a differential
pay incentive, over and above what the same post
would pay in other branches of the state service.
The differential can be pegged at a level sufficiently
high to ensure the recruitment of qualified profes-
sionuls and paraprofessionals.

Objections have been raised to this concept of a
correctional pay differential. In some states, it is
noted, the mental hospitals have already secured
differentials which place them ahead of the correc-
tional institution. The whole nursing profession is
replete with pay differentials for operating-room
nurses, obstetrical nurses, psychiatric nurses, pedi-
atric nurses, intensive care nurses, and so on. In
such a competition, it is argued, correctional insti-
tutions are more likely in the long run to lag behind
rather than forge ahead. In place of inherent differ-
entials, it is said, the correctional system should cam-
paign for differentials based on merit. In view of
these objections, ‘a correctional pay differential is
not here recommended—but it is called to the atten-
tion of administrators as one possibility, especially
in states where other state agencies have already won
differentials.

7.3. Working Conditions

Working in a correctional institution has certain
unavoidable disadvantages; working in a poorly lit,
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poorly ventilated, poorly equipped, run-down insti-
tution without privacy and without simple ameni-
ties constitutes an unnecessary additional handicap.
In one state not long ago, negotiations between
the state department of corrections and a new state
medical school for the staffing of the institutions by
the medical school raised high hopes on both sides
until medical school representatives visited the in-
stitutions—whereupon negotiations collapsed. “Our
people just won’t work under such conditions,” a
medical school official explained.

7.4. Academic Faculty Appointments

These are invaluable aids in recruiting and hold-
ing not only exceptionally well qualified physicians
but also nurses and other professionals and para-
professionals. Other significant advantages of af-
filiating a correctional health care service with a
teaching institution will be discussed below.

7.5. Opportunities for Continuing Education

These opportunities constitute yet another incen-
tive in attracting health care personnel. The health
care system as well as the individual employee bene-
fits. Time off and travel allowance to attend profes-
sional meetings, opportunities to enroll in advanced
training courses, with tnition paid in appropriate
cases, and in-service training programs all play their
role in raising the quality of a health care stafi—and
in attracting qualified personnel.

Both academic faculty appointments and oppor-
tunities for continuing education help solve another
problem in correctional health care: the tendency of
full-time staff members to “burn out,” losing their
interest in the job and their ability to empathize with
their inmate patients. Both measures give the staff
member a sense that he or she remains in the main-
stream of medicine,

7.6. Opportunities for Advancement

No one wants to stay long in a dead-end job. Far
too many correctional health employees are cur-
rently in such jobs. The opportunity for a clerical
employee to become a medical records technician,
for a nurse to become a nurse-supervisor or a nurse-
practitioner, for a physician to become a medical
director — as many such opportunities as possi-
ble should be built into the organizational structure
of a correctional health care system, as they are
into other well-administered health care services.
Far more can be accomplished along these lines
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when the entire state correctional health service is
organized as a functioning system than when each
warden is responsible for personnel in his own in-
stitution.

Loucal conditions may suggest other recruitment
inducemenis. One jail system, for example, adver-
tised repeatedly for physicians with little success.
Then it added a special inducement based on what
was happening among recent medical school gradu-
ates in the area: “Ideal for physicians between
training programs or not yet ready to finalize a
long-term career objective.” The responses were ex-
cellent in both quality and quantity.

7.7 Liability Protection

A major problem facing health professionals is
the cost of professional liability coverage (mal-
practice insurance). Some physicians will not work
in a correctional setting, and some have withdrawn
from correctional posts, because they simply cannot
afford insurance protection (which may cost many
thousands of dollars a year). Administrators, too,
face this problem with respect to administrative lia-
bility coverage,

A very simple solution to this problem is in use
in the Federal and California correctional systems,
in the Los Angeles County system, and perhaps
elsewhere. The Federal government, most states,
and many cities and counties already have “tort
acts” under which (a) suits against officials and
employees for actions taken in the course of their
employment are defended by government attorneys,
and (b) any awards in such cases are paid by the
government, This means that physicians and other
correctional health personnel need not carry indi-
vidual liability (malpractice) insurance. If a cor-
rectional system’s physicians and other health care
personnel are not already covered by the appro-
priate state or local tort act, immediate steps should
be taken to arrange for their inclusion. Consultants
to the correctional health care system should also
be covered. Tort act coverage converts what was a
recruiting handicap suffered by correctional institu-
tions into a recruiting advantage.

There have been reports that tort act coverage
does not work well in some states because the state’s
attorney general or department of justice does not
provide correctional personnel with full legal de-
fense services, as a result of which they feel it ne-
cessary to employ private counsel despite tort act
coverage. The attorney general’s office, it is also




sometimes said, is more interested in protecting the
state treasury than the correctional employee; hence
a conflict of interest may arise. In states where tort
act coverage works well, the employee’s defense is
in the hands of a particular attorney or unit which
is specially charged with employee protection —
as distinct from the lawyer or unit defending the
state’s interests.

7.8. Publicizing the Package

Once the state administrator has an acceptable
package of advantages to offer —participation in
a challenging and innovative effort to improve health
care, competitive pay scales, decent working con-
ditions, good housing, opportunities for education
and advancement, malpractice protection, and so
on— the task still remains to make this package
known to potential employees at medical society
and nursing association meetings, at educational in-
stitutions, among health care personnel retiring from
the Armed Forces, and in other ways. Aggressive
recruitment efforts should be the rule rather than
the exception.

7.9. Physician’s Assistants and
Nurse Practitioners

A correctional system which, despite measures
like those described above, is still unable to fill all
of its M.D. vacancies should ask whether it needs
to fill them all. As pointed out in Section 2.2, some
of the work still being performed by physicians
in some correctional health systems can be equally
well performed by various physician-substitutes or
physician-extenders — physician’s assistants, nurse-
practitioners, medical technical assistants (MTA’s),
ete.

Unfortunately, however, trained personnel at this
level are as scarce in most parts of the country as
physicians., Thus, they should not be viewed as
a panacea for the short-term needs of an under-
staffed health care system. Rather, they should be
added to staff as they become available, and plans
for effective utilization of their skills should be laid
well in advance.

7.1C. Part-Time Physicians and Nurses

A common phenomenon in correctional health
care is the physician or nurse who comes aboard
with energy and enthusiasm, and performs his or
her duties with dedication — then, after a longer or
shortar period, slacks off, becomes unsympathetic

and slovenly, fails to keep up with the changes in
medical practice — or else quits altogether.

To minimize or at least delay this slacking off,
the employment of two or more part-time physicians
instead of one full-time physician should be con-
sidered. Their combined skills may contribute more
to inmate health care than the skills of either alone.
A physician is kept on his toes when he practices
in a setting with a peer whose respect he values.
Two. part-time physicians are also an advantage
when one physician falls ill, goes on vacation, or
quits.

A hazard to be guarded against, however, is the
employment of a half-time physician who gradu-
ally cuts his daily working hours from four to three,
then to two, and eventually drops in for a few min-
utes from time to time. This is particularly likely
to occur where physician pay scales are so low that
no qualified replacement can be found willing to
devote a true half of his time for the amount avail-
able.

Applicants for a part-time post are often “moon-
lighters” who have full-time responsibilities else-
where. Limited use of moonlighters may be war-
ranted — provided the total workload is not exces-
sive. As a safeguard, all of a moonlighter’s em-
ployers should know, evaluate, and approve his
total time commitments.

Whether part-time nurses can be effectively used
in a correctional health care setting, we cannot say.
To minimize nurse “burn-outs” and to build nursing
skills, however, the rotation of nurses through out-
side health facilities is worth considering. For ex-
ample, arrangements may be made for each nurse
in a correctional institution to exchange jobs with
a nurse in a nearby hospital or clinic for a one-
week or two-week period once or twice a year.
Both nurses and both institutions may benefit from
such an exchange schedule.

7.11. Employment of Women in Male
Correctional Institutions

1n our field visits to correctional health care fa-
cilities, we found many with all-male staffs. We
found many others — including maximum-security
adult male institutions — where women were em-
ployed as physicians, nurse-practitioners, nurses,
technical assistants, laboratory technicians, secretar-
ial and clerical employees, and in other roles. In
general, the institutions with all-male staffs ex-
plained that it is impossible to recruit women for
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work in male correctional institutions, and impos-
sible also to assure their security. The institutions
which did employ women, in contrast, reported
very few recruitment, security, or other problems;
a proposal to return to an all-male staff would arouse
strenuous opposition in these institutions.

Equality of employment opportunity is today na-
tional policy and the policy of most states; we see
no reason why correctional institutions should be
an exception. In an era when securing competent
health care personnel is exceedingly difficult, no cor-
rctional institution should deliberately hamper its
own recruitment efforts by rejecting on priniciple
one-half of the human species. Women bring to a
correctional health service a humanizing influence
which it urgently needs. If a correctional health
care facility is in fact unsafe for female personnel,
it is probably unsafe for male personnel as well, and
steps should be promptly taken to make it safe for
personnel of both sexes.

7.12. Relations With Medical and
Nursing Schools

By establishing training relationships with medi-
cal and nursing schools, some correctional institu-
tions have been able to secure accreditation as
places where residents, nurses-in-training, and other
health care personnel can work and study as a part
of their professional preparation. To achieve this
type of accreditation, the correctional institution
staff must include personnel qualified for faculty
appointments in the medical or nursing school. Re-
lationships of the same kind with schools of phar-
macy, technical institutes, community colleges, and
other educational institutions where allied health
care personnel are trained can also be established.
The correctional institution benefits both from the
training opportunities which such a program brings
to its own staff members and from the services
which the trainees render.

A third benefit may be the ability to secure high-
quality personnel who are uninterested in an ordi-
nary correctional health post but may be attracted
to one which includes a faculty appointment and
an opportunity to teach health care skills. The health
care administrator in a state department of correc-
tion should be continuously alert for opportunities
to introduce additional training programs of vari-
ous kinds into his system.

We call particular attention to the suitability of
correctional institutions for the training of physici-
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an’s assistants, nurse-practitioners, and other health
care providers, Many medical schools are currently
launching or expanding training programs for such
roles, and might welcome the inclusion of correc-
tional institutions as training sites.

7.13. Secretarial and Clerical Assistance

As noted briefly above, it is a waste of both
money and scarce human resources to leave admin-
istrators, physicians, and other health care person-
nel without adequate secretarial and clerical serv-
ices. In one state we found a psychiatrist, employed
as medical director for an entire statewide correc-
tional health care system, including jails as well as
long-term facilities, who was functioning without
even a part-time secretary or clerk-typist. In many
places we observed physicians laboriously writing
out by hand their orders and medical-record nota-
tions, wasting time that should have been spent
functioning as physicians. Registered nurses, too,
were observed spending far too much of their time
on essentially clerical duties. An adequate supply
of secretaries, typists, medical records technicians,
and clerks can significantly increase the producti-
vity of administrators, physicians, nurses, and other
costly and scarce personnel and can thus relieve
the pressure for more administrators, more physici-
ans, more nurses.

7.14, Use of Inmates in Health Care Services

Understaffed correctional institutions are inevit-
ably tempted to use inmates to perform services for
which no civilian personnel are available. “Inmate
nurses” are a common example; they are not in
fact nurses at all, and many have no nursing train-
ing whatever. Yet they may be found not only
nursing the sick but also diagnosing illnesses, dis-
pensing medicines, giving injections, suturing wounds,
and otherwise practicing medicine in some institu-
tions today. Untrained and inexperienced inmates
may similarly be found operating X-ray equipment,
performing laboratory tests, giving physical therapy
treatments, and performing other duties for which
they are wholly unqualified.

This use of untrained inmate personnel can no
longer be tolerated. It violates state laws, invites
litigation, and brings discredit to the entire correc-
tional health care field. Two principles in particular
seem to us unchallengeable:

® No inmate personnel should under any cir-
cumstances be used to handle medical records




or drugs, and none should have access to medi-
cal records or drugs; nor should inmate clerks
contro] the scheduling of health care appoint-
ments or access of other inmates to health care
services.

® The use of unqualified inmate personnel to
perform health care services of any kind should
be forthwith discontinued, and civilian person-
nel should be secured to take their places.

This leaves unanswered a highly controversial
question: Should qualified inmates be employed in
a health care service in any capacity?

Many competent authorities insist that inmates
should be excluded altogether from correctional
health facilities except in the role of patients. Others
make an exception for routine maintenance chores
such as floor-swabbing after hours. These authori-
tics argue that the risks of employing inmate person-
nel far outweigh the benefits. Even an inmate who
is personally well-qualified and trustworthy, they
point out, may be subject to such pressures from
other inmates that he is forced to violate his trust,
perhaps in serious ways. From this point of view,
it is unfair to an inmate himself as well as hazard-
ous to staff and other inmates to place him in a posi-
tion where the temptation is so great and the pres-
sure perhaps irresistible.

At least two considerations point in the oppo-
site direction, One arises out of the fact that cor-
rectional health care facilities are chronically un-
derstaffed and underbudgeted. The money saved
through the use of inmate employees can be used to

meet other urgent health care needs. No matter
how good a health care system is, the proponents
of inmate employment point out, its services can be
further improved and expanded through judicious
use of carefully selected and adequately trained in-
mate assistants functioning under close supervision.

The other and more basic argument arises out of
the belief that a correctional institution should be
a place where inmates can receive vocational train-
ing. Learning a skill can lead to desirable employ-
ment following release and thus lessen the likeli-
hood of recidivism. As concrete examples of what
they advocate, proponents point to the significant
number of inmates trained as dental laboratory
technicians who following release  secure highly
skilled jobs at good pay — rarely recidivate. Em-
ployment and training of selected inmates for health
care services, these observers add, is especially nec-
essary and feasible under current conditions when
correctional institutions hold a variety of young
people who are in no sense “hardened criminals”.
One San Francisco report which takes this position
goes so far as to recommend that inmates fully
trained in paraprofessional health roles while serv-
ing time be given priority in employment within the
correctional system following. their release.

The depth of disagreement over inmate employ-
ment in health care roles is witnessed by the fact
that it is the only major issue of principle on which
the authors of this “Prescriptive Package” are them-
selves in disagreement. A statewide health care ad-
ministrator is likely to face few decisions as thorny
as this one concerning inmate employment.

57




CHAPTER 8. ASSEMBLING THE OTHER RESOURCES

8.1. Space

Among the most distressing situations we oberved
on our site visits were institutions in which person-
nel were working in quarters so crowded that sound
health care was impossible. Physicians and nurses
were performing their duties with inmates, sick
and well, crowding around them and looking over
their shoulders. Inmates were forced to discuss their
most intimate problems with other inmates listening
in. Corridors were jammed during sick calf for lack
of a waiting room. Both drugs and medical records
require secure handling, which is impossible without
sccure and separate areas for their storage.

Physicians, nurses, and other health care personnel
are demoralized by such conditions. Securing ade-
quate space—properly heated, ventilated or cooled,
lighted, and partitioned for privacy in each of the
states’ institutions should be high on the priority list
of the state administrator.

One county jail health service we visited had re-
cently expanded into a bright new addition to the
jail.

“How did you get the money?” we asked the phy-
siciun.

I brought the county commissioners out to see
for themselves”, he replied.

State legislators, too, can be invited to see for
themselves why adequate amounts of suitable space
are needed for health care services.

8.2. Equipment and Supplies

Expenditures for equipment and supplies take
only a small proportion of the total budget in a cor-
rectional health care system. Yet the failure to spend
that small portion effectively — to have equipment
and supplies available when and where they are

needed — can seriously deteriorate the quality of
care,

In some institutions the need may not be for more
money, but for better judgnient and better schedul-
ing of present expenditures. It is not unusual in a
correctional health service to sec some kinds of sup-
plies piled up [ar beyond current need while others
are out of stock. Methods of requisitioning, of in-
ventory control, and of meeting without delay emer-
geney needs for items unexpectedly in short supply
should be a continuing concern of one individual
in the Office of the Statewide Health Care Admin-
istrator.

The procurement and control of prescription drugs
is separately treated in Chapter 2,

8.3. Library

Some institutions lack a medical library — even
the standard reference works which are basic tools
of the medical and nursing professions. Also often
absent are subscriptions to medical periodicals need-
ed to keep the staff up to date. Providing a satis-
factory library is essential both for improving medi-
cal care and for improving staff morale,

One stale, Minnesota, has a correctional health
care newsletter which is of considerable value in
bringing news of current developments to interested
persons in and out of the system. This Minnesota
Prison Health Newsletter is published, interestingly
enough, by a state legislator — the chairman of a
legislative subcommittee particularly concerned with
health care in correctional institutions. A national
correctional health care newsletter is, we believe,
an urgent need in the field. Such a publication is
currently being planned by the newly formed Amer-
ican Correctional Health Services Association (see
footnote to page 3).
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CHAPTER 9. FINANCING CORRECTIONAL HEALTH CARE

9.1. Costs Per Inmate Per Year

How much money should a state spend on the
health of its correctional institution imates?

No answer in terms of dollars is possible. Under
applicable court decisions, as much must be spent
as is necessary to supply adequate health services
— which in most tespects means services compara-
ble to those available on the outside.

In general, the costs per imate per year are likely
to be higher in small correctional institutions than
in large ones; hence, the statewide cost will be de-
pendent upon the nature of a state’s institutions as
well as on local salary levels and other cost levels.

Some states are currently spending more than
$1,000 per inmate per year for correctional health
care; yet the care in these states is admittedly less
than adequate. Other states make do with less. There
is no way to prescribe or even to suggest a proper
figure.

It is possible, however, to set standards with re-
spect to adequacy of service. In general, a state or
local government should spend, and is legally bound
to spend, whatever sums are necessary to provide
the range and quality of services described in this
study.

9.2. How Much Is Mow Being Spent?

Each correctional health care administrator should
make a thorough study of costs within his own sys-
tem. Such a study should include as much detail as
possible — with separate entries, for example, for
dentistry, pharmaceuticals, and so on. As such cost
figures become generally available, it will be pos-
sible for administrators to make comparisons be-
tween their own state’s correctional health care ex-
penditures and those of neighboring states. Such
comparisons are common (and useful) in educa-
tion, welfare, and highway maintenance; they are
needed for correctional health care services.

9.3. Where the Money Comes From

So far as we have been able to determine, only
insignificant sums for health care have flowed into

the correctional system from the U.S. Department
of Health, Education, and Welfare, from other Fed-
eral and state non-correctional agencies, or from
private foundations. That none of the tens of billi-
ons of Federal dollars spent on hospital construction
under the Hill-Burton Act went for correctional hos-
pital construction is one dramatic example among
many of this underfunding. We believe that far more
outside financial support could be secured if a con-
certed effort were made. The newly formed Ameri-
can Correctional Health Services Association is the
logical group to make such an effort. Securing a
Federal or foundation grant to finance the organi-
zation itself may be a good place to begin.

So far as we have been able to determine, simi-
larly, benefits are rarely or never paid for the health
care of correctional inmates by Medicare, Medicaid,
Blue Cross, Blue Shield, or private insurance com-
panies.* Inmates may be excluded from benefits by
law, by custom, or by the terms of a health care
contract. The impact of these exclusions can be
seen from the table below. Of the nearly $500
per year per person paid for health care in 1972,
more than 70 percent came from health insurance
(including Medicare, Medicaid, and the Blue plans)
and from government agencies:

$145 per person per year paid out of pocket by
the health care recipient

$170 per person per year for insurance coverage

5185 per person per year spent by Federal, state,
and local governments

$500

No one correctional health care administrator,
of course, can “buck the system” and secure reim-
bursements not provided by law, regulation, or con-
tract, AHCSA, however, might have some success
in securing changes in the laws, regulations, and con-

tract provisions which currently exclude services to
inmates.

*Medicaid in New York State does pay for inpatient

and outpatient care in civilian hospitals, of children of
Medicaid families held in juvenile detention centers.
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At this writing, in mid-1975, both the Congress
and the Ford Administration have under considera-
tion a variety of National Health Insurance plans.
The desirability of having correctional inmates cov-
ered under any such plan is obvious. The American
Correctional Association at its 1974 meeting passed
a resolution urging that the fullest possible inmate
coverage be included in any plan which may be en-
acted. This proposal should also have the support
of correctional administrators, legislators, and others
concerned with correctional health care. Providing
the same health insurance benefits for inmates as
for others would mark a major turning point in the
history of inmate health care.*

9.4, Securing Appropriations

These alternative sources of financial support,
however, are at the moment “pie in the sky.” The
hard fact is that correctional institutions are today
and for the immediately forseeable future depen-
dent almost entirely on state, county, and local ap-
propriations out of tax funds. If improvements are
to be made in correctional health care, they must
be funded by legislative bodies under enormcus
pressure to curtail rather than increase appropria-
tions. To secure funds in the face of this trend re-
quires both a sound case and skill in presenting it.

The sad fact is, however, that under present cir-
cumstances in many states, counties, and cities, cor-
rectional health care has neither a case nor an op-
portunity to be heard. As noted above, budget re-
quests may lose their distinctive health care char-
acter as soon as they reach the assistant warden of
a correctional institution. Correctional health care
needs may have no effective spokesman within the
department of corrections, or before the budgeting
agencies, or before legislative committees, city coun-
cils, or county boards of commissioners. In at least
some states, the case for adequate correctional health
care funding is being lost by default.

The solution has been outlined in Chapter 6: a
separate category for health care expenditures within
the correctional budget, plus a health care admini-
strator capable of defending his requests all the way
through the budgeting and appropriating processes.

The first time a health care administrator ac-
companies the commissioner of corrections to a bud-~
get hearing and explains his budget requests may

*The Province of Quebec currently provides inmate
coverage under its Health Insurance Act
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prove a golden opportunity. In the brief time avail-
able, he must make as many points as he can, such
as the following:

® The various ways in which he is eliminating
wastes in the system and thus securing more
for each dollar currently available.

® The clear legal duty, enforceable in the courts,
to provide correctional inmates with access to
the same quality of care available on the out-
side, and the likelihocod of litigation if this
standard is not met.

® The ways in which this standard is not cur-
rently being met, as documented by the reports.
of objective outside groups.

¢ The steps proposed to improve care — with
emphasis on those steps which give promise of
producing major improvement at relatively small
cost.

But preparing and defending budgets is not merely
an annual or biennial matter; it should be a continu-
ing process throughout the year. Depending on the
state’s fiscal pattern, an administrator in 1975 may
have to be planning his health care budget needs
for 1977 or even 1978; and he should be continu-
ously building support for his budget requests.

The ways of building that support are numerous
and vary widely from state to state. Learning how
the appropriations machinery works in a particular
state and then making use of that knowledge is the
best over-all recipe we can offer. In addition, knowl-
edgeable administrators with whom we consulted
made two quite practical suggestions:

® There is a natural tendency of almost all ad-
ministrators to put their best foot forward, to
point with pride to their services, and to resent
and rebut criticisms. In the field of correctional
health care, this can be a self-defeating stance.
If all is going well, how can improvements be
justified? The correctional health care admin-
istrator who makes constructive use of outside
criticism to stress his department’s needs, and
who stresses those needs himself even in the
absence of outside criticism, may accomplish
more.

® Seeing is believing. Budgeting officials and key
members of the legislative appropriations com-
mittees can be invited (or, if necessary, urged)
to inspect for themselves the health care facili-
ties in a correctional institution — not at bud-
get time when they are busiest but during the




course of the year. Legislators representing the
districts where correctional institutions are lo-
cated can similarly be invited in. Reporters for
the mass media who publish sensational al-
legations may, at least in some cases, become
interested in the reasons why correctional health
care falls short of reasonable standards, and in
proposals for improvement. In some situations
this study, Health Care in Correctional Insti-
tutions, may prove helpful in fostering an un-
derstanding of the problem and in enlisting
budget support.

9.5. Funds for Extramurai Care

Mention should be made of a special problem in
preparing an annual or biennial correctional health
care budget. One element in that budget is the pay-
ment for extramural services for inmates whose ill-
nesses cannot be treated within the system. These
costs may vary from year to year, and in some years
the sum set aside may be inadequate — yet surely
an inmate should not be deprived of needed extra-
mural care merely because his illness happens to
occur late in the fiscal year, after the designated
fund has been exhausted. We have three suggestions
in this connection:

(1) Expenditures for extramural care fluctuate
much more widely for a particular institution than
for the statewide system as a whole. One small in-
stitution may have its entire annual allotment ex-
hausted by a single costly illness or by an outbreak
of violence requiring very costly care for traumatic
injuries; another small institution nearby may have
no need for extramural care during the same year.
To take advantage of this “averaging out,” funds
for extramural care should be alloted on a state-

wide basis and paid for out of a statewide fund
rather than institution by institution.

(2) In other situations where costs cannot be
adequately estimated in advance — for example,
welfare costs — a legislature may set standards and
then appropriate a “sum sufficient” to meet those
standards. One Wisconsin study has suggested a
“sum sufficient” appropriation for extramural cor-
rectional health care in that state. This solution is
particularly recommended for the unpredictable ex-
tramural care costs of county and local jails which
cannot make use of “averaging out.” If this path
is followed, of course, adequate controls should first
be established to curb over-utilization.

(3) Two states, Illinois and Pennsylvania, have
under consideration the purchase of Blue Cross
coverage for extramural health care of inmates, In
addition to making possible exact budgeting of
next year's extramural health costs, this approach
would use the auditiug, utilization control, and ac-
counting services of Blue Cross to minimize the
likelihood of overcharges or other abuses.

We have not the slightest doubt that during the
years ahead, funds will eventually be found to fi-

" nance adequate health care for correctional inmates.

Increases may come as a result of court mandates.
They may come through the inclusion of inmates in
a National Health Insurance plan, or in other ways
not now foreseeable. Meanwhile, the existing bud-
geting and appropriating machinery must be in-
tensively made use of by responsible health care ad-
ministrators, This cannot be done until health care
costs are extricated from other correctional costs
and skillfully presented to budgeting agencies and
legislative bodies.
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CHAPTER 10. “CONTRACTING OUT"”

The overwhelming bulk of health care in the
United States is delivered by physicians and by
medical organizations such as hospitals and health
departments. The U.S. Indian Bureau once deliv-
ered health care on reservations, but that function
has now been transferred to the Public Health Serv-
ice. Some colleges and universities deliver health
care — but usually through their medical schools
or through independently, organized student health
services. Among the very few places where health
care is still delivered by non-medical organizations
are correctional institutions. Serious consideration
should be given te the delivery of correctional health
care by medical rather than correctional organiza-
tions — that is, to the “contracting out” of the health
care function, in whole or in part.

An extreme example is a contract drafted a few
years ago between the Department of Correction and
the Department of Public Health in Massachusetts
— both of them units in that state’s Department of
Human Services. That contract, which never be-
came effective, would have transferred from the cor-
. rections to the health department substantially all
health care personnel, resources-— and responsi-
bilities. At the local and county levels, too, there
have been recent transfers of responsibility from
corrections to health departments. In San Francisco
City and County, such a transfer has been ordered
by a state court in a class action suit, and is cur-
rently under way.

Whether such a wholesale transfer of responsi-
bilities will work out well in practice depends on a
variety of considerations: whether the department
of health is staffed and equipped to carry out the
correctional health care function; whether it is will-
ing to give this new function the priority it requires;
whether the department of corrections is willing to
cooperate with the new plan; and so on. Such a
changeover is, accordingly, not recommended, but it
should be given consideration. '

New York City’s experience involves “contract-
ing out” at two levels. In 1968, the City of New
York contracted out the medical and' dental care of

children held in the city’s juvenile detention facili-
ties to Montefiore Hospital and Medical Center.
This affiliation contract worked well from the points
of view of Montefiore, the city, and the juvenile
detainees; and it remains in operation.

In 1971, following a series of inmate disturbances,
New York City went much further and transferred
all of its correctional health care responsibilities
from its Department of Corrections to its Health
Services Administration. This transfer did not solve
all problems, and an effort to duplicate the success
of the 1968 Montefiore contract followed. The
Health Services Administration entered into a much
larger contract of affiliation under which Montefiore
agreed to provide intramural health services for in-
mates in the group of very large correctional insti-
tutions on Rikers Island. Relevant portions of this
contract are reprinted in Appendix C,

Another example of large-scale contracting out
is the supplying of health care at Cook County Jail,
and the staffing and operation of the jail’s Cermak
Memorial Hospital, by Cook County Hospital. Some-
what similar is the recent transfer of both intramural
and extramural health care in the Santa Clara Coun-
ty (California) jail system to the Santa Clara Val-
ley Hospital.

At a more restricted level, the U.S. Bureau of
Prisons has entered into a contract with a physician
under which he and his associates provide round-
the-clock medical coverage for the large new Fed-
eral Correctional Facility in San Diego. A some-
what similar contract for medical services at the
Joliet Correctional Center in Illinois will be found
in Appendix D.

Rather more common are arrangements under
which the Department of Corrections continues to
provide intramural health care, but contracts out to
a health départment or hospital the care of inmates
whose medical and surgical needs cannot be met
within - institutional walls.

A rapidly growing feature of the American health
care scene is the prepaid group health plan or health
maintenance organization. The Kaiser Health Plan
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on the West Coast, Group Health Association in
Washington, D.C., and the Health Insurance Plan
of Greater New York are the largest and best-known
examples; but there are scores of others. The paral-
lel between such plans and correctional health care
systems is remarkably close. A prepaid health plan,
like a correctional system, has responsibility for de-
livering full medical care to a known number of in-
dividuals for a fee per person per year which is
fixed in advance; it must therefore be concerned
with the costs as well as the quality of the care de-

livered. We found no example of a correctional

systcm “contracting out” to a prepaid group health
plan or HMO for both intramural and extramural
care of correctional inmates at a fixed annual fee per
inmate; but we believe this possibility may be worth
exploring.

On a still smaller scale, there aré numerous pos-
sibilities of ‘‘contracting out” particular functions
within a correctional health care institution. Many
hospitals, for example, contract out their radiologi-
cal departments to a radiologist or radiological part-
nership. Suggestions have been made that the pro-
curing, stocking, and dispensing of drugs in a cor-
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rectional institution be contracted out to a nearby
community pharmacy. Most states maintain clinical
laboratories which can easily perform a substantial
proportion of the clinical tests needed in correc-
tional health care delivery, and this is in fact com-
mon practice. Exploring these and other “contract-
ing out” possibilities should be a continuing function
of the Office of the Correctional Health Care Ad-
ministrator.

In each case, of course, two determinations must
be made before a function is contracted out. Will
the quality of care be improved or adversely affected?
Will costs go up or down? Administrators should be
particularly on the alert for opportunities to con-
tract out which will simultaneously improve quality
and lower costs. Such opportunities may prove to
be more common than was anticipated,

Along with exploring new contracting-out oppor-
tunities, the administrator should, of course, closely
monitor existing contracts, from the point of view
of both quality of care and reasonableness of cost —
and should terminate contracts which lack a favor-
able cost-benefit ratio.
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CHAPTER 11. INTERPERSONAL RELATIONSHIPS
IN A CORRECTIONAL HEALTH SYSTEM

11.1. Health Care Staff, Correctfonnl
Staff, and Inmates

To be successful, a correctional health care serv-
ice must be alert to the social characteristics of the
correctional institution — and exquisitely sensitive

.to the interpersonal relationships among the people
living and working within the institution.

In any health care system, there are the staff and
the patients. A correctional health care system has
a far more complicated tripartite structure: health
care staff, correctional staff, and inmates.

In any health care system, the staff is in com-
plete command — but its policies are moderated by
the fact that dissatisfied patients can turn to other
providers of health care service. Inmates cannot
turn elsewhere — and the health care staff must
therefore moderate its own policies.

Relationships within the correctional institution
are greatly intensified by the wall or fence which
surrounds it, The health care staff and correctional
staff, though they can leave at the end of their tour
of duty, are aware of that barrier throughout their
working hours. The inmates are aware of it through-
out their waking hours. Uniforms, lock-ins, head
counts and body searches remind the forgetful. For
the inmate, petty annoyances and frictions become
magnified beyond all reason. Untold effort may be
devoted to manipulations designed to achieve the
most trivial advantages. Escape from boredom be-
comes almost as difficult as escape from the institu-
tion. These features of the inmate’s life have re-
percussions on both the correctional and the health
care staffs— and on the relations between correc-
tions and the health care service.

The different missions in life of the three groups
walled in together exacerbate the tensions, The prime
mission of the correctional staff is to maintain se-
curity and good order — two sides of the same coin.
The mission of thc health care staff is to maintain
and improve the health of the inmates. The prime
goal of most inmates is to get out at the earliest

possible date — and, in the meantime, to secure
whatever advantages are available under the con-
ditions which prevail. The possibilities of open con-
flict among these disparate goals is unlimited.

At its worst, the correctional institution is a place
where correctional staff, health care staff, and in-
mates eye each other with mutual distrust and un-
disguised or ill-disguised hostility. A staff member
or inmate who seeks to break through this distrust
and hostility is viewed by peers with suspicion and
his loyalty to his peer group falls under serious
question.

But it doesn’t have to be that way. Many correc-
tional institutions have found ways of achieving a
tolerable modus vivendi — a way of life acceptable
if not welcome to all three groups in the institution.
A few have gone further, establishing a reasonable
degree of mutual trust based on open communica-
tion and fair dealing. In this chapter, a few of the
ways in which the health care staff can contribute
to better interpersonal relations within a correctional
institution will be reviewed.

11.2. The Warden and the Medical Director

The warden or superintendent is the person spe-
cifically charged by law with the custody and care
of persons committed to his institution by the courts.
He is almost always in direct personal charge of
the entire institution, sets its policies and priorities,
makes major program decisions, and in many in-
stitutions decides detailed personal issues as well.
He may take the view that, just as he controls his
institution’s food, housing, and industrial and rec-
reational services, so he must make all decisions
with respect to health care services.

The medical director, in contrast, sees health
care decisions as peculiarly within his own province.
If these two views conflict, the repercussions will be
felt throughout the institution.

A medical director should avoid such a conflict
at almost any cost — by making it as easy as pos-
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sible for the warden or superintendent to accept with
good will the presence in his institution of a relatively
independent enclave to which discretionary powers
have been delegated, and which is exercising those
powers in a responsible manner. The medical di-
rector can achieve this kind of relationship with the
warden through methods such as the following:

Communication. When any change in the health
care system is contemplated which may have even
an indirect impact on the correctional function, the
warden or his deputy should be informed in advance.
It is one thing for a warden to learn in advance that
a change is being made and either approve it or
let it happen without comment. It is quite another
for him to discover late in the day that a change
has already been made in Ais institution without even
his knowledge, much less his consent.

Much the same goes for incidents which occur
within the institution — for example, a confronta-
tion between a correctional officer and a health care
staff member, or between a health care staff mem-
ber and an inmate. The warden or deputy warden
who first learns of such an incident through the in-
stitutional grapevine is very likely to get a distorted
view of what actually happened. If he thereupon
intervenes on the basis of incomplete information,
he may take a stance from which it will be difficult
for him to retreat. To obviate such sources of fric-
tion, brief “incident reports” should be routinely
prepared immediately after any confrontation, and
a copy immediately supplied to the warden or the
appropriate deputy warden.

Except for very small institutions, a correctional
institution is commonly a place with an established
protocol and formalized channels of communication.
The medical director and other responsible members
of the health care staff should familiarize themselves
with these formal channels and make use of them.
In addition, of course, the medical director should,
to the fullest extent possible, develop a relationship
with the correctional administration so that informal
communication occurs naturally,

It is a mistake, however, to limit communications
to times when changes are contemplated or when
incidents occur. It is also essential for meetings be-
tween warden or deputy wardens and the medical di-
rector to occur when all is going smoothly. A brief
weekly, or biweekly meeting, or at worst monthly
meetings should be scheduled, even when there are
no pressing problems, in order to maintain rapport
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between corrections and health care services under
favorable circumstances.

Role definition. The sense of territory is almost
instinctive in man. The warden properly resents in-
trusion of the health care staff into correctional
matters which do not concern them, and the medical
director similarly resents intrusion into medical af-
fairs. The medical director who is punctilious in
avoiding intrusions on the correctional function is
less likely to be intruded upon. The roles, rights,
and domains of the correctional and health care
staffs must be determined and mutually understood
if territorial conflicts are to be minimized.

Conflict resolution. Despite open communications,
role definition, and good will on both sides; con-
flicts of principle will arise between corrections and
health care services. To what extent should the war-
den and his correctional staff have access to privil-
edged medical information? To what extent should
the medical director have power to move a sick in-
mate from his cell or from isolation unit to infirmary
or hospital? Issues such as these — and many more
could be cited — are best not resolved in the heat
of a particular case. Indeed, such points of disa-
greement transcend the boundaries of a- particular
institution. Ideally, given the mode of organization
of a statewide health care system described in Chap-
ter 6, they should be decided in principle after dis-
cussions between the statewide health care admini-
strator and the commissioner of corrections. Once
statewide guidelines have been laid down, it should
be relatively less stressful to apply those guidelines
to particular cases which arise within a particular
institution,

11.3. Correctional Line Officers and
- Health Care Personnel

The correctional line officers have the responsi-
bility of maintaining security and safe environment
for all persons living and working in the institution
— including themselves and the health care staff.
They commonly exercise this responsibility in ac-
cordance with a manual of regulations which pre-
scribes in detail what they may, must, and must
not do.

The health staff must understand and appreciate
this. Physicians, nurses, and other professionals are
not exempt from the security regulations of the in-
stitution. New members of the health staff must be
made aware of these regulations and told they




should anticipate and accept some limits on their
flexibility of movement. They should be reminded
- that their own safety is dependent on the consistent
performance of duties by the correctional staff, and
on their own cooperation.

Conflicts will inevitably arise. When a correc-
tional officer is expected to bring an inmate for a
health appointment at 3 p.m. and the two fail to
appear, for example, or when the physician is in-
formed that no correctional officers are available to
escort an inmate to the hospital for emergency care,
there is a tendency for bristles to arise. As in the
-case of conflicts between warden and medical dir-
ector, these issues at the line level can better be
solved in terms of basic principles, at times when
bristles are not raised. The recommended proced-
ure is not to “chew out” the correctional officer re-
sponsible or file a complaint against him, but to
have appropriate priorities established for health
care needs within the institution’s standing regula-
tions.

When interpersonal relations within an institution
are sound, the correctional officer can be of great
help to the health care service. He spends the most
time with inmates and often knows them best. If he
observes an ill inmate, or a health problem within
the institution, he can and should bring it to the
attention of the health care §taff.

As in the case of relations between warden and
health care director, relations between correctional
line officers and health care staff can be notably im-
proved by regularly scheduled meetings — not just
meetings called to meet a crisis or resolve a con-
flict. At such a meeting, correctional officers should
be free to call attention to ways in which health
care staff are jeopardizing security (by careless han-
dling of needles, syringes, adhesive tape, or drugs,
for example); and health care staff can similarly
call attention to ways in which correctional officers
are impeding, or could contribute to, the effective
delivery of health care services. At such meetings,
the mutual definition of roles can be further refined,
mutual respect fostered, and friction minimized.
The meeting can be a safety valve for relieving ris-
ing tensions; better yet, it can be a regulating de-
vice for preventing tensions from rising.

Correctional institutions are by their nature con-
servative. The way things were done yesterday is
the way things will be done today and tomorrow.
Changes are commonly resisted on the ground that
they will impair security. Health care staff should

be aware of this conservative tendency and be pre-
pared to exert the patient, continuing effort needed
to achieve change. Meetings between correctional
and health care staff can be an effective instrument
for change. Once correctional personnel understand
the reasons for a proposed change, they may be-
come less resistant— and may show astonishing
ingenuity in working out ways in which the change
can be accomplished without compromise of secur-
ity requirements.

11.4. Health Care Staff and Inmates

Even in the most enlightened institution, there is
a necessary (perhaps healthy) tension between the
staff and inmates. Why should an inmate adopt an
attitude toward health care personnel which is dif-
ferent from his attitude toward correctional person-
nel, toward the whole institution which is holding
him  against his will, and toward a society from
which he is, to a greater or lesser degree, alienated?

There are sound answers to those questions. A
health care service which is in fact dedicated to
maintaining and improving the health of the in-
mate population will be perceived in that role by
most inmates most of the time. The result will be
to make the institution a more tolerable place to
live and work for both health care staff and inmates,

This does not mean that the health care staff
must be “softies,” doing special favors for selected
inmates. On the contrary, the “special favor” ap-
proach is the short path to disaster. The physician,
physician’s assistant, or nurse who ignores the rules
is an open target for subsequent blackmail. The
slightest favoritism toward or discrimination against
one inmate is perceived and exaggerated by others;
hence, even-handed fairness to all inmates is the
only viable policy.

Excessive use and misuse of an overburdened
health care system is a natural and proper source
of resentment on the part of overworked health care
personnel. It is hard to maintain professional cour-
tesy and respect toward an inmate you know has
come to the medical unit, not because he is sick,
but because he wants to get away from the blare
of the radios and TV sets, or expects to meet and
“take care of business” with an inmate from another
unit. Anger and resentment, however, accomplish
nothing in such a situation. Readers are referred
back to Section 1.8, on practical ways of minimiz-
ing the misuse and over-use of sick call and other
health care services.
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Inmate “health care committees. Just as open
communications between medical director and war-
den, and between health care personnel and cor-
rectional line officers, make the institution a better
place to live and work, so we strongly recommend
open communications between health care staff and
inmates. The inmates, after all, are the consumers
of the institution’s health care services; to the ex-
tent that the health care staff can see themselves as
they are perceived by the inmates, they can do a
more effective job. One way to oren lines of com-
munication is to encourage inmates.w form a medi-
cal committee to meet periodically with the health
care staff and to discuss problems of mutual con-
cern.

Meetings between health care staff and an in-
mate commiftee offer opportunities to explain and
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interpret health care policy to the inmate community
as a whole; for the grapevine promptly spreads the
news. Equally important, such meetings make it
possible to improve health care policy. For health
care staff and inmates share a common goal—the
health of the inmate population. Inmates may have
little medical expertise, but they are the ultimate
experts on the way in which the institution func-
tions. On that subject, even the most knowledge-
able staff members are rank outsiders. A health
care staff which listens to inmate suggestions, either
during informal contacts or at scheduled commit-
tee meetings, may be surprised at how much this
inmate input can contribute to the smooth and ef-
fective functioning of the health care service,




CHAPTER 12.

Dental care is an essential component of correc-
tional health care. Correctional institutions have a
responsibility to meet the dental needs of inmates
along with their other health needs. The quality of
dental care should be comparable to that available
on the outside,

There is a need for a study of Dental Care in Cor-
rectional Institutions comparable to the present stu-
dy—a need which might be met by the newly formed
American Correctional Health Services Association.

Pending the publication of such a study, a few
basic considerations are presented here.

# There should be a statewide dental health ad-
ministrator in each state department of correc-
tions. He should in most cases be a dentist.

© The administrator should be guided and assisted
by a Dental Advisory Council composed of
dentists and representatives of the allied dental
professions.

@ There should be a separate and identifiable item
or items for dental services in the budget of each
correctional institution and of the state depart-
ment of corrections (see Chapter 9).

® The duties of the dental health administrator
should closely parallel those of the health care
administrator (see Chapters 6 through 9):

The recruiting, training, and retaining of person-
nel.

The planning -and launching of new dental facili-
ties and the rehabilitation, upgrading, and ex-
pansion of existing dental facilities.

Monitoring the quality of dental care.

Controlling the cost of dental care.

Developing priorities and criteria for care.

Handling complaints.

Maintaining liaison with dental societies, schools
of dentistry, and other outside agencies.

® The dentist himself is the most costly compo-
nent in dental care. His productivity can be

DENTAL CARE

siguificantly increased by supplying him (a)
with the staff he needs—chairside dental assis-
tants and dental hygienists; and (b) with the
equipment and supplics he needs. Inferior e-
quipment or supplies can seriously impair den-
tal productivity.

® No dentist should be expected to perform work
outside his field of competence. He should ac-
cordingly be able to refer inmates to specialists
in oral surgery, periodontia, prosthetics, and
endodontics, as indicated.

@ Dental records, like medical records, are an es-
sential part of health oare. There should be a
uniform set of record forms and coding methods
throughout the statewide system, and dental rec-
ords should accompany an inmate on transfer
between institutions.

® If an institution or statewide system maintains
a dental laboratory, it should be staffed by certi-
fied dental technicians.

® Correctional institutions are proper settings for
the training of non-inmate personnel—dental
students and persons training to become dental
hygienists, dental technicians or dental assis-
tants. For this reason. affiliation with a dental
school and with a college or junior college a-
warding A.A. degrees in dental technology is
recommended. Vocational training programs for
dental assistants may also be a possibility worth
exploring. Some correctional institutions have
reported success in the training of inmates as
dental technicians and assistants.

® Dental personnel should, like other health per-
sonnel, be covered by the state tort act for mal-
practice protection.

® A dental program in a correctional institution
should include teaching inmates how to take
care of their own teeth—dental hygiene.

The statewide dental health administrator and
Dental Advisory Council can readily extend this list
of requirements and recommendations.
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CHAPTER 13.

The five most important factors contributing to
good health or impaired health in a correctional pop-
ulation are all too often considered beyond the pur-
view of the medical staff: a proper diet, plenty of
exercise, personal hygiene, a good night’s sleep, and
a clean, safe environment,

In many institutions, moreover, a considerable list
of other health factors are for the most part ignored
by the medical staff: the milk and water supply,
kitchen and food storage sanitation, the health in-
spection of food handlers, plumbing, sewage disposal,
garbage and trash disposal, air quality, heat in winter
and ventilation in summer, lighting levels, noise le-
vels, and accident hazards.

All of these factors should be concerns of the
statewide correctional health care administrator. His
position as assistant commissioner at the heart of
the correctional system should include his advising
the commissioner of corrections on such matters
and establishing survey teams to review and improve
conditions.

13.1. Food Services

Whether or not a dietician is employed within a
correctional system or institution, menus should be
drawn up in advance, in sufficient detail (including
size of portions) to make evaluation possible, and
these menus should be periodically reviewed by a
qualified dietician (who may be either an outside
consultant or a health department employee).

Special provision should be made for low-salt di-
ets, diabetic diets, or other diets prescribed by a phy-
sician.

Hot foods should be served hot and cold foods
cold, as periodically ascertained with thermometers.
This is important for preventing growth of bacteria
as well as for palatability.

All food handlers should receive periodic health
examinations, as in civilian restaurants,

13.2. Kitchen and Food Storage Sanitation

These facilities should meet the standards set for
outside restaurants, and institutional kitchens should

ENVIRONMENTAL HEALTH CONSIDERATIONS

be periodically inspected for compliance with stand-
ards by the same health department inspectors who
inspect civilian restaurants.

13.3. Water Supply

If the institution is not served by a public water
supply monitored by the health department, water
samples should be drawn at least monthly and sent
to the health department for testing. The water sup-
ply should be inspected at least annually by state
water officials, as arranged by the state health care
administrator.

13.4. Sewerage

If the institution is not served by a public sewer
system, the sewage disposal installation should be
inspected at least annually, perhaps by the local
health department, and cleaned on a regular sched-
ule in accordance with health department recommen-
dations. The entire plumbing system should be
surveyed for cross-conneciions, and all plumbing
changes should be checked for possible cross-con-
nections after completion. The use of chamber pots
for either urine or feces, even temporarily, is a health
hazard to staff as well as inmates and must not be
tolerated.

13.5. Prison Industries

Compliance with the standards of the U.S. Oc-
cupational Safety and Health Agency (OSHA)
should be required and should be under continuous
supervision of state occupational health officials
from the point of view of accident prevention, ex-
cessive noise levels, inhalation hazards, contact with
noxious chemicals, and other potential health haz-
ards. Protective shoes, hats, gloves, masks, and other
equipment should be issued. as indicated. The state-
wide health care administrator should assure himself
that all recommended as well as mandatory occupa-
tional health safeguards are being followed.

13.6. Fire Prevention

This function is properly a correctional staff re-
sponsibility. The health care service, however, should
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have plans for handling of casualties following a
major fire, disaster, or riot, and there should be
periodic fire inspections and fire and disaster drills
in each institution—including the mobilization of ad-
ditional physicians and nurses from the' community.
Security considerations should not impede these
measures; rather, the correotional staff should de-
vise ways to maintain security during drills and ac-
tual emergencies.
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13.7. Adequate lighting and Ventilation,
Moise Control, and Accident Prevention

These environmental properties are in considera-
ble part architectural matters. In addition to its con-
cern with these factors in existing buildings, the Of-
fice of the Health Care Administrator should review
all new building plans or make sure that they are
reviewed by competent environmental heaith author-
ities. The environmental and occupatiomal health
faculties of the state university and its medical school
can be a useful resource in all such matters.




CHAPTER 14. INMATE HEALTH EDUCATION

A repeated comment about inmates is that they
have long neglected their health before admission
and continue to neglect it within the institution. This
is certainly not true of all inmates, but it is true of
enough of them to warrant an intensive health edu-
cation program within each institution. Such a pro-
gram ocan be a part of the institution’s regular edu-
cation activities or can be a function of the health
care service,

As noted earlier, there should be a first aid course
and a dental hygiene education program. Sex educa-
tion is commonly a part of health education and
can properly be included in the program of a cor-
rectional institution. QOutside volunteers can in some

situations be effectively utilized as health educators;
or teachers may be procured from an adult educa-
tion program, a school system, community college,
or medical school.

Many inmates are deeply concerned with their
own bodily functions and anxious about their health.
The only outlet for these concerns and anxieties in
some institutions is attendance (often needless) at
sick call. A health education program tailored care-
fully to the needs and interests of inmates is likely
to prove popular, to take some of the stress off the
sick call system—and to stand inmates in good stead
throughout the rest of their lives.
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APPENDIX A. State Correctional Health Directors,
Administrators, and Coordinators Participating
in This Study

On July 10 and 11, 1975, the following state directors, administrators, and
coordinators of health care in correctional institutions met in Alexandria, Virginia,
to review the contents of this study. They also formed at this meeting the Amer-
ican Correctional Health Service Association. For further information about the
ACHSA, consult Cecil Patmon, acting secretary, at the address below.

Edwin W. Brown, M.D. David L. Hedberg, M.D.
Medical Director Medical and Psychiatric Director
Indiana Department of Correction Department of Corrections
Regenstrief Institute A 340 Capitol Avenue

960 Locke Street Hartford, Connecticut 06106
Indianapolis, Indiana 46202 Tele. No. (203) 566-5857

Tele. No. (317) 264-7294
» F. L. Hendrix, JIr.

William A. Clermont Health Services Administrat, .
Associate Director - Health Department of Corrections
Dept. of Correctional Services 800 Peachtree, N.E.

Albany, New York 12226 Atlanta, Georgia 30308

Tele. No. (518) 457-1066 Tele., No. (404) 894-5544
J. E. Fischnaller, M.D. Howard L. Johnson

Medical Consultant Health Care Administrator
Department of Social and Health

Department of Corrections
Services Suite 430

State of Washington Metro Square Building
1409 Smith Tower 7th and Roberts Street

Seattle, Washington 98104 St. Paul, Minnesota 55101
Tele. No. (206) 464-6492 Tele. No. (612) 296-2157
Avsistant Direcor O. W. Kelsey, Jr.

. . Chief, Health Care Section
Medical Services .
D : Bureau of Correction

epartment of Corrections
P.O. Box 598

714 P Street, Rm. 540 °
Sacramento, California 95814 Camp Hill, Penna. 17011
Tele. No. (916) 445-9426 Tele. No. (717) 787-4439 or 7492
Ralph Gray, M.D. Richard A. Kiel, Chief
Director of Medical Services Health Services Secﬁog
Department of Corrections Department of Correction
P.O. Box 99 840 W. Morgan Street
Hunstville, Texas 77340 Raleigh, North Carolina 27603
Tele. No. (713) 295-6731 ext. 212 Tele. No. (919) 829-3091
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Fred Kirkpatrick, Director
Division of Health Services
Department of Corrections

P.O. Box 766

Columbia, South Carolina 29202
Tele. No. (803) 758-6318

Robert E. Lee, M.D.

Medical Director

Department of Corrections

200 - 19th St, S.E.

Washington, D.C. 20003

Tele. No. (202) 544-7000 ext. 214
or 215

Samuel J. Lloyd, M.D.

Chief Medical Consultant for the
Department of Institutions and
Agencies

P.O. Box 1237

Trenton, New Jersey 08625

Tele. No. (609) 292-3373

Lester Nelson

Health Services Coordinator

Dept. of Health and Social Services
Division of Correction
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P.O. Box 14

Richmond, Va. 23250
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AMERICAN ACADEMY OF PEDIATRICS
COMMITTEE ON YOUTH

HEALTH STANDARDS FOR JUVENILE COURT
RESIDENTIAL FACILITIES®t

Young people who find themselves in
juvenile court facilities constitute a group
who traditionally have displayed a high
incidence of health problems. Many have
had inadequate care in the past, and enter
with preexisting medical and dental condi-
tions. Whether or not they are in good
physical health, they often are handicapped
in the area of mental health. The conditions
which necessitate removing them from
their homes and placing them in institu-
tions may aggravate, or even cause, physi-
cal and mental health problems.

When society undertakes to remove
children and youth from their homes and
place them in institutions away from the
care of their parents, it assumes certain
obligations. Among these obligations is
care of their physical and mental health.

Health programs in juvenile court facili-
ties must be broad and comprehensive and
must go beyond the mere provision of
medical care. The extent of the health care
which should be offered to an individual
will depend on the length of time he is in
the institution. But, every institution which
confines juveniles should have a health
program designed to protect and promote
the physical and mental well-being of resi-
dents, to discover those in need of short-
term or long-term medical and dental treat-
ment, and to contribute to their rehabilita-
tion by appropriate diagnosis and treat-
ment and provision of continuity of care
following release.

The standards given here are designed
to attain these goals.

ADMINISTRATIVE STRUCTURE OF THE
HEALTH PROGRAM
Health Council
1. Each institution should have a multi-

disciplinary health council to set the poli-
cies of the health program.

2. The council may be organized within
the institution or by the authority which
operates the institution.

3. The following persons should be
members of the council of every institu-
tion: (a) the superintendent of the institu-
tion, (b) a physician who cares for the
residents of the institution, and (c) one or
more mental health workers (a psychiatrist,
psychiatric social worker, ‘or child psy-
chologist) with experience ~with children
and adolescents in a residential psychiatric
treatment facility.

4. The following persons, if available,
may be members of the council: (a) a nurse
working within the institution, (b) a den-
tist who treats residents of the institution,
(¢) an educator who teaches residents of
the institution, (d) a dietitian working
within the institution, and (e) a vocational
counselor.

5. Other persons may also be members
of the council, depending on circumstances.
For example, if feasible, one or two young
people who are residents of the institution
should be members.

6. The council should meet regularly to
consider all matters concerning the physi-
cal and mental health of children in the
institution. It should establish policies and
operating procedures, direct the activities
of health programs in the institution, over-
see the maintenance of high standards of
health care, and recommend necessary
changes to appropriate authorities.

Technical Advice

When appropriate, the health council
should seek advice either from technical

® This statement has been approved and endersed by the Academy’s Council on Child Health and has
been endorsed in principle by the National Council of Juvenile Court Judges.
} Detention centers, training schools, and similar residential facilities.
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advisory committees consisting of suitable
professionals and other experts in the com-
munity, or from a list of experts (e.g., in
communicable disease or drug abuse) who
could be called on to consult with the
health council as needed.

Operation of the Health Program

.1. One full-time or part-time person
should direct the health program and carry
out policies set by the health council. This
person should have administrative respon-
sibility for medical, dental, nursing, and
mental health personnel. The health pro-
gram administrator and his staff should not
be required to implement the custodial
or security functions of the institution.

2. The director of the health program
should designate a physician to: (a) ap-
prove all standing instructions for medical
care and instructions stating when a phy-
sician or nurse should be consulted, and
(b) approve all supplies of medications
kept within the institution and regulations
for their use.

Responsibilities Toward Patients

1. In most instances the court will have
legal authority to approve medical care for
residents. In addition, the principles of
rendering medical care with due regard for
the dignity of the patient require appropri
ate permission to be obtained for the per-
formance of medical and dental proce-
dures. Preferably, an attempt should be
made to obtain this permission from the
child’s parents. However, permission for
dental procedures and permission for rectal
and pelvic examinations, when indicated,
should also be sought from the child.

9. Medical and dental records should
be kept for each child remaining overnight
or longer in the institution. A written record
should be kept of the administrative in-
spection of the condition of each child at
entry (see discussion of Admission In-
spection ).

3. Access to medical and dental records
should be restricted to persons caring for
the health needs of the patient.

4. Medical and dental records should be
reviewed prior to each child’s discharge.
Procedures should be established for en-
suring the continuation and completion of
treatment begun in the institution and for
correcting health problems discovered in
the institution, whether the child returns
home or is transferred to another institution.

5. Health conditions which might affect
behavior, such as epilepsy or diabetes,
should be reported to appropriate authori-
ties in a manner compatible with medical
ethics and the rights of the patient.

6. All medical and dental care should be
rendered with consideration of the patient’s
dignity and feelings. Medical procedures
should be performed in privacy—with a
chaperone present when indicated—and in
a manner designed to encourage the pa-
tient’s subsequent utilization of appropriate
medical, dental, and other health services.

Review Procedures

1. All complaints against the institution,
from any source, should be routinely
screened by the health council or a desig-
nated member of the council to determine
if they imply a deficiency in the physical or
mental health program of the institution.

2. The health council should investigate
and take appropriate action for all claims
of deficiencies in the physical or mental
health program of the institution, and
should inspect and review all aspects of
the program as required to maintain quality
standards.

3, Written policies should require a
formal case review by qualified profes-
sionals of any death within the institution
and other events and conditions which may
bée 'specified by the health council.

HEALTH SERVICES |

Admission Inspection B
1. An initial inspection by the admitting
staff officer should be part of the admitting
procedure. It should include: (a) state of
consciousness (drowsiness, disorientation,
and so forth); (b) state of gross motor
function (severe depression, severe hyper-
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activity, difficulty in coordination, and so
forth); (c) fever or other signs of illness;
and (d) apparent injuries.

2. Written standing orders should define
conditions appearing at the initial inspec-
tion which require prompt medical or
nursing attention.

Health Assessment

All children should undergo a health
assessment at the first possible opportunity
after initial admission to the institution.
Exceptions should only be made for chil-
dren admitted .vith a written record of an
adequate assessment done elsewhere if this
assessment was recent enough that no sub-
stantial change would be expected.

i.ontent of Health Assessment

Medical History

1. Sufficient time should be allowed to
obtain an adequate history of the child’s
past illnesses and treatment, and of any
health problems that are known or sus-
pected. The history should include appro-
priate behavioral, family, and social infor-
mation, including such items as source and
type of routine medical and dental care,
schoo! performance, exposure to venereal
disease, and need for contraceptive in-
formation.

2. If possible, the medical history should
be obtained from a parent or other adult
with whom the juvenile customarily Lves,
in addition to a history from the juvenile
himself.

3. Information about the child should be
requested from his source of routine medi-
cal care, if one exists.

4. The medical history may be obtained
by a physician, a nurse, a physician’s as-
sistant, or a suitably trained health aide
who has no duties in the implementation of
custodial or security functions of the in-
stitution.

Physical Examination

1. A physical examination should be per-
formed as part of the health assessment of
all residents within 24 hours of initial ad-
mission to the institution.

2. The examination should include a
search for signs of communicable disease,
including venereal disease in all exposed
juveniles; for any correctable health de-
fects; and for any signs of medical condi-
tions (such as neurological disease or drug
abuse) which might influence behavior. A
dental inspection to identify children in
need of emergency dental care should be
included.

3. The physical examination should be
performed by a physician or a physician’s
assistant.

Screening Procedures

1. All children should be screened at ad-
mission for vision and hearing defects, im-
munization status, tuberculosis, and such
other conditions as the health council or
its advisory committee may recommend.

2. All sexually active juveniles should be
screened for venereal disease.

Dental Assessment

1. In addition to the dental inspection
performed as part of the physical examina-
tion, assessments should be performed by
a dentist on all resident children, and a
plan should be made for correction of
dental defects.

2. The dental assessment should include
examination of each tooth, bite-wing x-rays
on all children, and periapical x-rays where
indicated. If available, a panographic x-ray
may be substituted for the bite-wing and
periapical films.

3. The dental assessment should classify
children according to the priority of their
treatment needs. The following priorities
are suggesied: (a) Individuals requiring
emergency dental treatment for such con-
ditions as injuries, acute oral infections
(e.g., periodontal and periapical abscesses,
Vincent's infection, acute gingivitis, acute
stomatitis, and painful conditions. (b} In-
dividuals requiring early treatment includ-
ing extensive or advanced caries, extensive
or advanced periodontal disease, chronic
pulpal or apical periodontal disease, heavy
calculus, chrenic oral infection, surgical
procedures required for removal of one or
more teeth, and other surgical procedures
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not included in priority a, insufficient num-
ber of teeth for mastication, restorations
for cosmetic reasons as part of rehabilita-
tive treatment. (c) Individuals requiring
treatment, but not of an urgent nature, for
such conditions as moderate calculus,
prosthetic cases not included in priority
b, caries (not extensive or advanced),
periodontal diseases (not extensive or ad-
vanced), other oral conditions requiring
corrective or preventive measures. (d) In-
dividuals apparently requiring no dental
treatment related to the type of examina-
tion or inspection performed.

Correction of Health Defects

1. All institutions should undertake cor-
rection of health problems identified at
entry to the institution.

2. Health defects should be corrected
wherever possible without cost to the child
or his family, either within the institution
or at suitable facilities in the community.

3. Arrangements should be made in the
community for ready access to all types of
health care not available within the institu-
tion, including outpatient and inpatient
care, diagnostic facilities, specialist con-
sultation, and pharmacy.

4. Referral should be made to health
care facilities in other institutions or to a
source of regular health care whenever a
child is discharged from the institution in
the course of treatment for any health prob-
lem. Following release, appropriate health
records, including x-rays, should be trans-
farred as confidential documents to the new
source of hezlth care.

Care of lliness end Emergencies

1. All institutions should provide for
routine care of illnesses. They should make
provision within or outside of the institu-
tion for care of emergencies, including
dental emergencies, arising within the in-
stitution at any hour of the day or night.
Written procedures should specify these
emergency provisions.

2. lllness and emergency care may be
provided within or outside the institution;

but, if outside, the source must be readily
accessible,

3. Care of illnesses and emergencies
must include all apriicable types of health
catre either at th< point of primary care or
by referrai. Tnese should include outpatient
and invsiiiant care, diagnostic facilities,
special’st consv.ltation, and pharmacy.

4. Car ot illness should be provided
daily, at a time and place known and ac-
cessible to all the residents of the institu-
tion.

5. Routine provisions should be made for
serious or common problems, including
drug toxicity and withdrawal, pregnancy,
venereal disease, suicide threats and other
emotional problems, and learning dis-
abilities.

Dental Care

1. All institutions should make provision
for care of dental emergencies arising at
any time of the day or night.

2. Preventive dentistry should include at
least plaque control, fluoride treatment,
and counseling.

3. All institutions should undertake den-
tal treatment and restoration using the
priorities given in point 3 of Dental Assess-
ment. When children do not remain in the
institution long enough for proper treat-
ment to be accomplished, the institution
should make appropriate referrals for the
treatment to be done elsewhere and ar-
range for transfer of appropriate records,
including x-rays.

4. The extent of restorative dentistry
provided by an institution should be deter-
mined by the health council; however, it
should include, as a minimum, the restora-
tion of adequate masticatory function.
When feasible, quadrant dentistry is the
optimal method.

HEALTH PROTECTION

The health council and the director of
the health program should make them-
selves responsible to ensure the following
minimal standards of a healthy institutional
environment.
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Health Service Facilities

1. Facilities for health services within
the institution should meet standards for
equivalent types of care given in the com-
munity. If direct care of illness is provided
within the institution, the following stan-
dards should be met: (a) A primary physi-
cian should be present at each session.
(b) A registered nurse should be present
at each session. Licensed vocational nurses
may be used for general nursing duties
under the supervision of a registered nurse.
(¢) The following laboratory studies must
be obtainable on the premises or by im-
mediate referral: hemoglobin and/or he-
matocrit; WBC or differential; urinalysis,
chemical and microscopic; serology draw-
ing; microscopic studies of exudates and
scrapings (e.g.,, gonococcus and tricho-
monas); culture (by transfer media where
necessary) of gonococcus and other com-
mon pathogens; urinalysis for narcotics.
(d) The following procedures, although de-
sirable on the premises, may be obtained by
referral: x-ray, blood chemistry, hematology.

2. Preventive medical services such as
immunization and contraceptive service
should be available on the premises or by
referral.

3. All health service facilities should
have the following: (a) sufficient light,
heating, cooling, water, and toilet facilities;
(b) privacy for patient interviews with
nurse, physician, or other personnel; (c)
privacy of examination should be ensured;
(d) if there is one physician, there should
be at least two examining rooms, with
hand-washing facilities; if there are two
physicians, there should be at least three
examining rooms.

Dental Facilities

1. A dentist should be available for
emergencies.

2. A hygienist is optional for dental hy-
giene and dental health education.

3. If dental care is provided on the
premises, facilities must include operatory
with equipment designed for four-handed,
sit-down dentistry.

Physical Environment of Institution

1. Adequate space should be provided
for each resident.> ?

2. Adequate ventilation should be pro-
vided for the number of people within a
building 2

3. Residents should be separated ap-
propriately by sex, age, and the type of
problem they present.

4. There should be sufficient facilities to
maintain cleanliness of residents, their
clothing, and their bedding.

5. Precautions should be taken to protect
children against sexual assault, against
violence by other residents or by them-
selves, and against physical or emotional
injury.

6. Food should be nutritious and attrac-
tively served.

7. A dietitian should be on the staff of
each institution, or available and used for
regular consultation. An outside consulta-
tion should include the dietitian’s presence
during at least one complete meal cycie.
Mental Health Aspects of Environment

1. Recreation: (a) An adequate recrea-
tion program should be available for each
child. (b) The program should include
both gross motor and sedentary activities of
various kinds each day.

2. Education: (a) There should be an
educational program in each institution
making appropriate use of community fa-
cilities. It should include the following,
where appropriate: general education,
compensatory and remedial education, vo-
cational education, and vocational referral
and placement services. (b) Children in
institutions should receive the same educa-
tion as those who live in the community.
For those unable to profit from standard
educational programs—whose mental and
emotional problems necessitate modifica-
tion of the educational program—education
programs should operate a minimum of two
hours a day, three times a week.

3. All institutions should have con-
sultants in mental health (psychiatrists,
psychiatric social workers, or psychologists)
with experience with children and adoles-
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cents in a residential psychiatric treatment
facility. In addition to serving on the health
council, the consultants should be used for
(a) emergency consultation, and (b) in-
service training.

4, All institutions should have on the
premises, or by referral, facilities for diag-
nosis and individual and group treatment
of children with mental health problems in
accordance with recent court rulings recog-
nizing the right of children to appropriate
treatment,

5. Behavior control measures used within
the institution should be reviewed at regu-
lar intervals by mental health consultants.

Health Education

All institutions with education programs
should provide health education. The sub-
jects to be covered should include nutri-
tion, alcohol and drug abuse, communica-
ble disease (including venereal disease),
dental health, and sex education (includ-
ing contraception).

Employees

1. All personnel employed within insti-
tutions should meet health standards sim-
ilar to those required for school personnel.?

2. All food handlers should meet appro-

priate state and local requirements.
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APPENDIX C. The Montefiore -
New York City Contract

In June 1973, the New York City Department of Corrections entered into a
three-year contract with Montefiore Hospital under which Montefiore undertook
to supply substantially all medical services (except psychiatric care, dental care,
and certain services not available in ordinary hospitals) to some 7,000 correctional
inmates housed at Rikers Island, New York—plus specialty clinic services to other
New York City inmates, for a fee of $2.5 million the first year and $4.5 million
per year thereafter. The complete contract is a long document and covers a wide
range of topics; a few extracts describing the services to be rendered are reprinted
below.

AGREEMENT dated between the CITY OF NEW
YORK, a municipal corporation (the “City”), acting by and through the Ad-
ministrator of the Health Services Administration (the “Administrator”) and
the Commissioner of the Department of Correction, and MONTEFIORE HOS-
PITAL AND MEDICAL CENTER, a New York not-for-profit corporation
(the “Hospital”).

“The [Montefiore] Hospital shall provide during the Term of this Agreement
at each of the Imstitutions (subject to the provisions of paragraph (b) of this
Section,) medical services” that will provide every inmate of the Institutions with
high quality medical care (other than hospitalization requiring the services of a
medical center, psychiatric care and dental care) and will provide only infirmary
and specialty clinic services to inmates not housed in the Institutions, as provided
in paragraph (c) of this Section. The Hospital Program will include the services
set forth in Annexes A, A-1, A-2, A-3, and A-4.”

“In addition to medical services to inmates housed in the Institutions, the
Hospital Program shall include specialty clinic services to inmates referred for such
care from any correctional facility operated by the New York City Department of
Correction. The Hospital’s obligation to provide these services to inmates not housed
in the Institutions shall be subject to the adequacy of the facilities and to the
adequacy of the amounts budgeted in Annex B for specialty services.”

“The [Montefiore] Hospital shall name a Physician as Director for the Hospi-
tal Program. The appointment of the Director for the Hospital Program shall be
subject to the approval of the Administrator and of the Commissioner of Cor-
rection, which approvals shall not be unreasonably withheld. The Director shall
have authority and responsibility for supervising the operation of the ... Program
on a day-to-day basis, and shall designate for each Institution a physician to be
the Physician-in-Charge of the medical program at that Institution.”

“The [Montefiore] Hospital shall operate the ... Program in compliance
with all applicable Federal, State, and City laws and regulations.”
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ANNEX A
The Hospital shall provide the following medical services at the Institutions:

1) Each inmate of an Institution shall be given a physical examination after
he is admitted to one of the institutions. The examination (‘“‘admission physical”)
shall be a high-quality work-up, shall include such items as are specified in Annex

A-1 and as the parties may subsequently agree to.

2) All inmates requesting medical attention after the admission physical
set out in (1) above shall be given medical attention, as set forth in Annex A-2.

3) The Hospital shall provide sufficient physician coverage on Rikers Island
24 hours a day at all times during the Term of this agreement in order to render
emergency care.

4) The Hospital shall provide in-house specialized clinic services as are indi-
cated in Annex-3 and such other specialty clinic services as are necessary to meet
the needs of inmates in the New York City correctional system, whether or not
housed in that institution, subject to provisions in Section 3' and Annex A-3.

5) The Hospital shall administer a program of opiate detoxification for heroin
addicts.

6) The Hospital shall provide full staffing for the Infirmary and shall pro-
vide the medical services set forth in Annex A-4.

7) Treatment of all iiliiesses detected or brought to the attention of the
Hospital Program staff will take place, as appropriate, through referral to sick
call, specialty clinic services and infirmary care, or hospitalization. Medical follow-
up care for inmates treated or referred to treatment will be provided by the Hospi-
tal Program staff.

AMNNEX A-1

The admission physical for all inmates shall include the following, unless
medically counterindicated:

hematocrit

urinalysis

serologic test for syphilis
chest X-ray

In addition, the following tests will be given to certain inmates as deemed
appropriate:
sickle cell anemia screening test
pregnancy screening test
gonorrhea screening test.

ANNEX A-2

In all institutions except the Rikers Island Infirmary, a “sitk call” (i.e.,
screening clinic for inmates desiring or needing medical attention after they have
been given their admission physical) shall be held each day.

1. All inmates requesting care must be seen by a member of the medical
staff and if found to require treatment by a physician, such inmates are to
be seen by a physician on the same day.




2. Inmates referred for treatment as a result of the admission physical
examination must be seen the following day unless the physician initially
examining the inmate orders him to sick call on another day.

3, Inmates treated at sick call and whose condition warrants a further
sick call visit shall be seen on the day specified by the initial sick call physi-
cian. '

4, Patients discharged from the Rikers Island Infirmary shall be seen at
sick call for a follow-up visit as specified by the Infirmary staff or by the
physician examining the inmates on their return to their Institution from
the Infirmary.

ANNEX A-3

The Hospital shall provide in-house specilized clinic services up to the amount
of 80 hours per week, with the types of specialty services and the number of each

type being agreed upon by the parties on the basis of experience. An estimate of
such needs is set forth as an example in item 1.

Item 1. Specialized Clinic Sessions/Week
Surgery
Orthopedics
Dermatology
Ophthalmology
Radiology
Neurology
ENT
Gynecology
Urology

RN VNN W

All clinic sessions shall be of at least four (4) hours duration.

Item 2. The minimum adequacy of funds service loads discussed in Section 3(d)
for each specialized clinic is as follows:

Patients/Sessions
Surgery 20
Orthopedics 20
Dermatology 26
Ophthalmology 16
Neurology 16
ENT 16
Gynecology 16
Urology 16

ANNEX A-4

The Hospital shall provide the following medical services at the Rikers Island
Infirmary (also known as ihe “Rikers Island Hospital”).

1. Care for tuberculosis patients;

2. Convalescent care;

3. Subacute medical care.
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ANNEX D

The Hospital shall send the following reports to the City relating to its
activities under this Agreement:

1. A monthly report for each institution, excluding the Infirmary and
Health Center, setting forth the number of admissions, admission physical
examinations, admission X-rays, admission VDRLs and other admission tests.

2. A monthly report on infections and communicable diseases diagnosed
and treated,

3. A monthly report on the number of patients treated in specialty clinics,
indicating the institution of origin for these patients.

4. A monthly report on the number of patients referred to hospitals for
treatment on an outpatient basis, indicating the name of the hospital to which
the patient was sent and the reason for referral.

5. A monthly report on the admissions, discharges, average length of stay
and census of the Infirmary by services.




APPENDIX D. The Lockport-Joliet Contract

The following is the full text of a contract under which Lockport Associate
Clinic in Lockport Illinois, agreed to furnish specified medical services to approxi-
mately 600 inmates of the Joliet Correctional Center for one year beginning July 1,
1975.

CONTRACT AGREEMENT - MEDICAL SERVICES

The signature affixed by the contractor designates an agreement with the party
herewith that the medical services listed below will be extended to the Department
of Corrections, Joliet ‘Correctional Center, Joliet, Illinois 60432 for the fiscal
year 1976 (July 1, 1975, thru June 30, 1976.)

Charges will be paid at the rate of $3,500.00 per month. This contract may be
terminated by either party giving the other party ninety (90) days prior notice
in writing,

Listing of Services:
1. To assure “on call” medical care consistent with the needs of the institution.
. To furnish General Dermatalogical services to residents as needed.
To furnish General Cardiac care services to residents as needed.
. 'To furnish General Orthopedic care services to residenss as needed.
. To furnish Ear, Nose & Throat care services to residents as needed.
To furnish General Internal Medical care services to residents as needed.

To interpret X-rays within the institution.

® N oo oA B

To furnish Emergency Surgery as needed. (Surgical assistants billed sepa-
rately on contractual services.)

9. To furnish sick call coverage 5 days per week, beginning at 8:30 a.m.
until completion. Also— (includes sick call Monday - Wednesday - Friday)

10. To recommend and assist in procedures to update Medical Services when
requested.
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{CUT ALONG THIS LINE)

PRESCRIPTIVE PACKAGE: “Health Care in Correctional Institutions”

To help LEAA better evaluate the usefulness of Prescriptive Packages, the reader
is requested to answer and return the following questions.

1. What is your general reaction to this Prescriptive Package?
[ Excellent (] Above Average [ Average
(] Poor [ Useless

2. Does this package represent best available knowledge and experience?

[] No better single document available

(0 Excellent, but some changes required (please comment)

[ Satisfactory, but changes required {please comment)

[J Does not represent best knowledge or experience (please comment)

3. To what extent do you see the package as being useful in terms of: (check
one box on each line)
Highly Of Some Not
Useful Use Useful

Modifying existing projects |

O O
Training personnel ] | O
Administering on-going projects J O O
Providing new or important information O O O
Developing or implementing new projects O O O

4. To what specific use, if any, have you put or do you plan to put this particular
package?

] Modifying existing projects (] Training personnel
[ Administering on-going projects 7] Developing or implementing
{7} Others: new projects

5. In what ways, if any, could the package be improved: (please specify), e.g.
structure/organization; content/coverage; objectivity; writing style; other)

6. Do you feel that further training or technical assistance is needed and desired
on this topic? If so, please specify needs.

7. In what other specific areas of the criminal justice system do you think a
Prescriptive Package is most needed?

8. How did this package come to your attention? (check one or more)

[ LEAA mailing of package (3 Your organization’s library
(0 Contact with LEAA staff (0 National Criminal Justice Reference
[J LEAA Newsletter Service

[] Other {please specify)
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9. Check ONE item below which best describes your affiliation with law enforce-
ment or criminal justice. If the item checked has an asterisk (*), please also
check the related level, i.e.

(] Federal [ State ] County (3 Local
(0 Headquarters, LEAA 1 Police *

[J LEAA Regional Office [ Court *

{7 State Planning Agency [ Correctional Agency *

] Regional SPA Office [] Legislative Body *

] College/University {7] Other Government Agency *
(] Commercial/Industrial Firm [ Professional Association *

[ Citizen Group [ Crime Prevention Group *

10. Your Name
Your Position
Organization or Agency
Address '

Telephone Number AreaCode:— .~ Number:
(fold here first)

U.S. DEPARTMENT ©F JUSTICE
LAW ENFORCEMENT ASSISTANCE ADMINISTRATION

WASHINGTON, D. C. 20531 POSTAGE AND FEES PAID
U.S. DEPARTMENT OF JUSTICE
Jus-436
OFFICIAL BUSINESS
PENALTY FOR PRIVATE USE $300
THIRD CLASS

Director
Office of Technology Transfer

National Institute of Law Enforcement
and Criminal Justice

U.S. Department of Justice
Washington, D.C. 20531

(told)

11. If you are not currently registered with NCJRS and would like to be placed
on their mailing list, check here. [
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