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INTRODUCTION

This manual is a reference for the workshop series on Health Care in
Correctional Institutions, part of the Executive Training Program in Advanced
Criminal Justice Practices (ETP). The Exccutive Training Program is sponsored
by the National Institute of Law Enforcement and Criminal Justice (NILECJ), the
research center of the Law Enforcement Assistance Administration, U. S. Department

of Justice.

The manual is designed tc provide information about strategies and. techniques
corrections officials can use in attempting to resolve the myriad issues involved
in providing “adequate" health care to inmates within theixr custody. The manual
not onity focuses attention on a subject which quite often has been relegated to a
position of low priority, but also raises issues--both legal and administrative--
hat correctional officials confront daily in improving health care to inmates.

It explores means for assessing, developing, and managing-a viable health care
delivery system, including identifying gaps in service delivery, and reviews
legal decisions and standards affecting health care in correctional institutions.
Finally, the manual discusses strategies for change that can improve health care

in correctional institutions.

This manual is not intended to be all-inclusive. Rather, we attempt to
provide an overview of some of the more significant issues and problems of health
care in correctional institutions. For example, such topics as problems unigue
to facilities housing women or juveniles, protecting the pre-trial detainee's
right to health, among others, are aot explored here.

Although this manual is for participants of the ETP Workshops on Health Care
in Correctional Institutions, we hope that it will also be of interest and use to
persons who have not participated, but who, nevertheless, are concernsd about
this important issue.

The Executive Training Program is a nationwide training effort that offers
corrections personnel in states and local jurisdictions the opportunity to learn
about improved criminal ijustice procedures and put them into operation. The
National Institute of Law Enforcement and Criminal Justice, which sponsors the
program, supports wide-ranging research in the many legal, sociological, psycho-
logical, and technological areas related to law enforcement and criminal justice.
It also follows through with the essential steps of evaluating research and
action projects and disseminating information on them to encourage early and
widespread adoption. The ETP is one of the Institute's priority efforts at
applying research results in police departments, courts, and correctional
institutions across the country.



The workshop on Health Care in Correctional Institutions has been designed
to assist medical and administrative corrections officials, public health
officials, legislators, and government executives in recognizing current trends
and their impiications for health care delivery within correctional settings.

a1l of these actors must be involved if health care services in correctional
institutions are to be improved. While each has a different role to play in
making these improvements, all must have a common understanding of the issues and
problems, as well as an appreciation of the need to interact and cooperate in
their solution.

To improve health care in correctional institutions, these policymakers will
need to implement new programs; try innovative approaches to staffing, funding,
and service delivery; assess and, in many instances, reorganize the administration
of health care delivery; monitor the quality of care provided; and identify and
make other needed changes. Policymakers will also have to give health care in
corrections high priority, and they will need adequate knowledge and skills to
make appropriate and sffective decisions.

Once these executives are provided with appropriate training, the delivery
and quality of health care services in corrections should improve. As a result,
the number 2f prisoner-initiated civil suits should be reduced; judicial inter-
vention will be minimized; contrel of communicable diseases will improve; and
inmate mortality rates will be reduced. Then, rehabilitation objectives of the
correctional institution can be enhanced--that is, the outlook of the inmates is
improved, the ability of the inmates to work is increased, and so forth.

The workshop is based upon some of the research developed by the National
Institute's Health Care Prescriptive Package. It offers a variety of practical
suggestions to corrections officials for improving the quality and efficiency
of health care available to inmates, as well as advice from an expert panel.

The purpose of the workshops on Health .Care in Correctional Institutions--
and of this manual--is to increase the participants' knowledge of and skills in
the use of a framework for systematically assessing the delivery of health care
in correctional settings, identifying needed changes, and in the use of approaches
for implementing needed change.

The Executive Training Program was designed, and is conducted and managed,
by University Research Corporation (URC), a national training organization based
in Washington, D.C. For the past 12 years, URC has designed, managed, and
provided training to diverse local, state, and national organizations to improve
the delivery of services to best meet people's needs.

About the Project Team

The development of this manual was a team effort of University Research
Corporation staff members Norma B. Gluckstern, Ed.D. the HCCI Team Leader, and
Margaret A. Neuse, M.A., M.P.H., trainer; and the HCCI team consultants, Jay
K. Harness, M.D., Ralph W. Packard, M.S., and Cecil Patmon, M.A.

The project was coordinated and directed by Dr. Gluckstern, who is a
correctional specialist and psychologist at University Research Corporation and
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an adjunct faculty member in the Institute of Criminal Justice at the University
of Maryland, where she teaches courses on the treatment of juvenile offenders and
adults in the community. She is also a faculty member of the Psychology Depart-
ment at Catholic University in Washington, D.C., and has supervised special
education teachers who are working with dropout- and delingquency-prone
adolescents. For the past four years, she has worked with Berkshire County
(Mass.) House of Corrections as director of a project to develop management
models for jails, and has recently been awarded a grant from the National
Institute of Correcticns to evaluate the Berkshire County project. She is co-
author of four video-based training manuals in communication skills, as well as
author of a number of articles in the field of corrections and psychology.

Ms. Neuse, the other URC staff member, has worked for seven years in the
health services delivery field. She received her masters in public’health from
Tulane University's School of Public Health and Tropical Medicine with speciali-
zation in family health and population- studies. As a health educator and
researcher, she worked in clinic programs in El1 Salvador, Haiti, and Louisiana.
Since joining URC in 1974, she has provided training and technical assistance to
international, state, and local health care programs in self-evaluation procedures
to be used in assessing and improving a variety of services, including family
planning, primary medical care, dental care, and health education. In addition
to her work with’health care programs and their administrators, she has also
worked with correctional administrators and evaluators while providing training
on management-oriented evaluation procedures for corrections, a workshop series
conducted under a grant with LEAA in 1975-76. .

Dr. Harness is currently the director of the Office of Health Care of the
Michigan Department of Corrections. He is also the founder of the Washtenaw
County Jail Medical Facility in Ann Arbor, Michigan, and Prison Projects. Both
programs, under the auspices of the University of Michigan Interns-Residents
Association, use fully licensed and resident physicians from University Hospital
to provide full-time medical care to inmates of the Washtenaw County Jail as well
as some services to the State Prison of Southern Michigan at Jackson and the
Detroit House of Corrections, Women's Division, in Plymouth. Dr. Harness has
also served as a consultant to Michigan's Governor William Milliken's Committee
on Health Care in the Michigan State Correctional Institutions. Key to Health
for a Padlocked Society was published as a result of his work on that committee.
He is a member of the American Medical Association's Advisory Committee to Improve
Medical Care and Health Services in Correctional Institutions and a faculty
member of the University of Michigan's Department of General Surgery.

Mr. Packard has worked in corrections for eighteen years. He started as a
line officer and has spent the last four years developing a model for correctional
change. He is currently director of the Model Education Program, developed in
collaboration with the University of Massachusetts, at the Berkshire County
(Mass.) House of Corrections and is responsible for training the correctional
staff. He has lectured at the University of Alabama, University of Massachusetts,
Berkshire Community College, Holyoke Community College, and Boston University.

He has also presented papers on corrections counseling for the past two years

for the American Personnel and Guidance Association and the American Psychological
Association, and he is presently a principal investigator of a prerelease center
in Berkshire .County that is funded through LEAA.



Mr. Patmon is a medical services administrator with the Il1linois Department
of Corrections. He is responsible for the overall medical services administration,
including budgeting, personnel policies, staffing, and training, for local
institutions. He also provides consultant services in program development and
implementation for facility administrators. Previously, he has worked in planning
and implementing new programs in the health service areas. As a former public
relations director for a hospital, he has experience in fundraising, community
relations, and communications. Mr. Patmon has served as faculty advisor for the
University Without Walls program at Chicago State University and has been
responsible for training high school dropouts for jobs in medical service
delivery systems.

Mr. Frederick Becker, Jr., provided valuable guidance to the team as the
liaison with the Office of Developwent, Testing, and Dissemination, National
Institute of Law Enforcement and Criminal Justice, Law Enforcement Assistance
Administration, U. S. Department of Justice.
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CHAPTER 1. THE NEED FOR HEALTH CARE IN CORRECTIONAL INMNSTITUTIONS

During the past five decades at least, technological, organizational, and
other improvements in the delivery of health care services have increased the
quality, guantity, and range of medical services available to most people in
America. However, health care available to inmates at most of the country's
correctional institutions has failed to keep abreast of these advances. Poorer
care for inmates has resulted as sexrvices have continued to deteriorate.

Increasingly, the present inability of correctional systems to provide
adeguate health care, the expanding numbers of law suits and court orders requir-
ing better services, greater attention from a variety of professional and
voluntary organizations about stancdards for health care, and the proliferation
of new programs and approaches to the delivery of services are forcing correc-
tional, State executive and legislative, and local policymakers to take steps
to improve health services in their institutions.

But improved health care for inmates is part and parcel of the broader issue
of correctional reform. That fact, in and of itself, makes the issue of improved
health care for inmates a controversial one. Are individuals who have been con-
victed of so-called crimes against society to be coddled, or are they to be
punished? Must society, then, bear the burden of paying for health care services
to those who violate its laws? The broader issue of correctional reform changes
under various societal pressures. However, the specific isswe of the provision
of prison health care services may be decided in the courts if it is not solved
in the institutions.

Only recently has great attention been given to health care in corrections.
Pressures from both inside and outside corrections have been mounting to focus on
discrepancies in health care planning and delivery and to effect changes. The
strongest pressure to date has come from state and Federal courts. As a ¥result of
many legal actions, the courts are ordering that the same level and quality of
medical care be made available to inmates as is available in the outside commu~
nity. For, although an individual may lose some of his constitutionally guaranteed
rights once incarcerated, he does not surrender his right to have access to health
care services. Correctional officials, thus, are obligated--by the United States
Constitution and by court order--to assure access to medical care for inmates in
their custody.

In a major 1976 decision, the U.S. Supreme Court ruled in Estelle v. Gamble
(U.S., 97 S.Ct. 285) that "deliberate indifference of prison officials and
personnel to the serious medical needs of a prisoner constitutes cruel and
unusual punishment proscribed by the Eighth Amendment and gives rise to a claim
under 14 USC 1983." 1In the same decision, the high court also established the
government's obligation to provide medical care to inmates. Consequently, many
corrections officials are under court order or the threat of prisoner-initiated
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legal action to upgrade health care services in their systems. 1In addition, a
variety of professional associations, voluntary groups, and inmates are also
studying and evaluating correctional health services and proposing, among other
changes, standayds for the delivery of health care services. These groups include
the American Coﬁgectional Association (which participated with the National
Institute of Law Enforcement and Criminal Justice in developing the Health Care
Prescriptive Package), the*American Bar Association, the American Medical
Association, and the American Public Health Association.

In recsponse to these needs and pressures, many corrections systems are seeking
or implementing changes in:

® Organigzational structures and the role of medical care administration in
them;

e Modes of service delivery;
e Pattesrns of staffing, funding, and delivery of services;

e Laws to allow for innovative uses of staff, allocations of funds, and
budgeting; and

e Leyels of funding.

However, to date, improvements in correctional health care have been scattered.
While some state systems and institutions have made great advances, ohers have
not taken the first steps. If improvements are to be made in more prisons and
jails, more key executives and corrections decisionmakers need to become aware of
the problem and to acquire the knowledge and skills needed to handle critical
issues and take effective action.

Across the country, correctional administrators have indicated that

persons working in the field are primarily concerned about health care in sevegal
respects:

@ Court orders and rulings and their legal implications;
e The development and implementation of health care standards;

® Options or alternatives for health care service delivery and the
acquisition of resources; and

e Managing the health care delivery system.

Our purxpose is to focus on these issues and several related ones, including
assessing service deliwery and strategies for change. Because of the wide range
of correctiong systems in the country being addressed and the options available
for improving health care in corrections facilities are so numerous, this book
is necessarily limited tc looking at some alternatives, either in quite general
terms or through specific examples. . But, at this early point in the development
of health care models in the correctional setting; we believe that the exchange of

information is essential to effecting the changes that may be imposed haphazardly
if they are not deliberately attempted.



CHAPTER 2. HEALTH CARE: THE CONSTITUTIONAL ISSUES

One of the guarantees of the "Bill of Rights" may be of little
interest to Americans, unless they are accused or convicted of a
criminal offense. The Eighth Amendment of the Federal Constitu-
tion guarantees, in part, that "cruel and unusual punishments
(shall not bé) inflicted." Although modern concepts of penology
have drawn away from medieval tortures, branding, dunking, and
the like, recent court decisions show that the right to freedom
from cruel and unusual punishment is still a viable and necessary
protection for inmates of correctional institutions--both those
awaiting trial and those convicted of crimes.l

Traditionally, when a person violates the criminal code and is convicted
of a crime, he forfeits certain rights. He forfeits the right to hold public
office, the right to vote, and the right teco be a juror; but today, in all but
a handful of states, most of his other civil rights remain 1ntachp\1nclud1ng the
right to bring civil actions. N
Thus, most inmates can initiate medical malpractice suits when they are
denied medical care or find it inadequate. These suits usually attack a single
act or omission, are governed by the laws of individual states, and are similar
to any other malpractice suit. (They will not be considered here.)

Prisoners who suffer injuries while incarcerated or who want to seek re-
dress for denial of medical care can alsc bring an action under the Civil Rights
Act. These suits generally attack the totality of medical care and conditions
and are the ones that ‘have forced prison or jail administrators to begin re-
vamping their health care systems.

To bring a civil rights action, the injured party or parties must allege
a violation of one or more of their constitutional rights. In civil rights
suits that have attacked medical conditions within a correctional facility, the
eighth amendment's prohibition against cruel and unusual punishment is most
often cited as the right violated. Court interpretations of the prohibition
have included the following important decisions:

* Punishments which are incompatible with the "evolving
standards of decency that mark the progress of a maturing
society" are repugnant to the eighth amendment.

Trop v. Dulles, 356 U.S. 86, 101 (1958)

lIsele, William Paul. Constitutional Issues of the Prisoner's Right
to Health Care. American Medical Association, Chicago, Ill., 1976.
(Reprinted on page 9.) ‘




* Punishments which "involve the unnecessary and wanton
infliction of pain" violate the eighth amendment.
Gregg v. Georgia, 96 S.Ct. 2909, 2925 (1976) (plurality
opinion)

* The cruel and unusual punishment clause of the eighth
amenément embodies "broad and idealistic concepts of
dignity, civilized standards, humanity and decency..."
Jackson v. Bishop, 404 F.2d4 571, 579 (1968)

In 1976, after reviewing principles established over the last twenty
years, the Supreme Court clearly stated the inmate's right to have medical cdre:

(The) principles (behind the guarantee against cruel
and unusual punishment) establish the govermment's
obligation to provide medical care for those whom it
is punishing by incarceration. An inmate must rely
on prison authorities to treat his medical needs; if
the authorities fail to do so, those needs will not
be met. Estelle v. Gamble, U.S. 97 S.Ct. 285.

“his sweeping decision still leaves to various Federal courts the work of
building up a body of case law to define the nature of the medical care that
should be guaranteed to inmates. Slowly, these definitions and standards are
evolving. For it has only been during the last few years that health care in
corrections has gained much attention. Generally, those who have looked at
health care delivery systems in prisons and jails, both judges and civil rights
activists, have found them to be largely inadequate--in quality, quantity,
accessibility, continuity, and efficiency.

As a result, the decisions that are coming from the courts are requiring
corrections officials to make numerous and sometimes radical improvements,
based on the eighth amendment guarantees.

Although the courts have also placed some limitations on what they under-
stand the eighth amendment guarantees to be in terms of medical care, they
are still very much in the thrces of deciding what must be made available to
inmates; that is, what is reascnable or even adequate medical care. But as
William Isele points out, the courts have generally taken "a negative approach,
defining what is considered to be inadequate or unreasonable medical care."2

Howevar, in the Gamble decision, the Supreme Court did set forth a
standard for judging complaints when it concluded:

...deliberate indifference to serious medical needs of
prisoners constitutes the "unnecessary and wanton in-
fliction of pain,”...proscribed by the Eighth Amendment.
This is true whether the indifference is manifested by
prison- doctors in their response to the prisoner's needs
or by prison guards in intentionally denying or delaying
access to medical care or intentionally interfering with
the treatment once prescribed. (97 S.Ct. at 291)3

21bid.
31bid.



The court cited at least four major areas that apparently constitute
"deliberate indifference":

Denial of treatment,

Failure to provide prescribed treatment,
Delay in providing treatment, and
Providing inadequate treatment,

In addition, judges have decided that a shortage of funds is not justifica-
tion for denying an inmate his right to medical attention. (Gates v. Collier,
501 F.2d4 1291, 1302, 1974).

Litigation has clearly put prison administrators under pressure and, in
some cases, mandated them to provide both more and better quality medical
care. Administrators of jails which house pretrial detainees--persons not
convicted of any crime--have perhaps even greater responsibility to some of
those incarcerated and in their charge since a person is considered innocent
until proven guilty in a court of law. Again, as Isele points out, the only
difference between a person detained and one who is not may be financial, and
our system demands that no person ke punished except by due process of law.
Therefore, cases involving medical services for pretrial detainees will
usually center on thé-.due process clause.

Isele has cléarly discussed, in detail, the general legal principles that
currently affect prisoners' rights  to medical services in the paper reproduced
on the following pages.

Appendix I contains a detailed outline and citations of court decisions
that have affected the delivery of medical care in both jails and prisons.
Of course, specific types of decisions can vary from state to state and even
among the Federal circuits.

This article should provide a2 basis for understanding the implications of
recent court decisions. Such understanding, in conjunction with knowledge of
various standards being written (the subject of chapter 3) should lay the
foundation for directing future developments and improvements in the delivery
of health care services in corrections.

4Isele, William Paul, Legal Obligations to the Pre-Trial Detainee,
American Medical Association, Chicago, Ill. 1977, p. 13.

SThe AMA has also prepared studies on the rights of pretrial detainees
to medical services, the legal implications of using allied health personnel,
and other legal aspects of health care in correctional facilities that may be
of particular interest to certain institutions.
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In this paper, an attempt is made to set forth the general
principles of law which govern the rights of the confined.

With respect to specific issues not addressed by the United
States Supreme Court, the reader will note that court decisions
and statutory law do vary somewhat from state to state and that
differences do exist among the various Federal Circuits. ' For
authoritative legal advice on specific problems, competent
local legal counsel should be consulted.
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INTRODUCTION

One of the guarantees of the "Bill of Rights" may be of little interest
to Americans, unless they are accused or convicted of a criminal offense. The
Eighth Amendment of the Federal Constitution guarantees, in part, that “cruel
and unusual punishments ([shall not be] inflicted." Although modern concepts of
penology have drawn away from medieval tortures, branding, dunking and the like,
recent court decisions show that the right to freedom from cruel and unusual
punishment is still a viable and necessary protection for inmates of correctional
institutions--both those awaiting trial and those convicted of crimes. The proper
health care of prisoners--the medical condition of individuals as well as the
health-related conditions of the prison environment--has become the subject of
numerous prisoner-initiated lawsuits, and the focus of Federal Court rulings that
the Eighth Amendment imposes certain duties on prison officials.

This paper will examine what the courts understand such care to be, as well
as the difficulties recognized in providing for the health needs of prisoners.
_Specifically, attention will be paid to the duty of the State with respect to
providing health care, the right of the prisoner to receive it, and -the develop-
ment of standards to define the extent of health care required.

For purposes of this paper, the term "jail"” will be used to refer to
institutions where persons are detained awaiting trial ("detainees") or, follow-
ing conviction, are serving short term sentences; "penitentiary" will refer to
institutions housing those already convicted of crimes and serving long term
sentences; "prison” and "prisoner" will be used generically to refer to either
or both.

DO PRISONERS HAVE ENFORCEABLE
LEGAL RIGHTS?

Oone of the anomalies of discussing the Constitutional “"rights" of prisoners
is that, traditionally, a person forfeits certain rights when he is convicted cf
a violation of the criminal law, including the right to bring civil suit to en-
force basic rights. As the law now stands, only eight States still retain "civil
death" statutes, i.e., laws which provide that certain convicts forfeit all civil

rights, including the right to bring civil suit.l! Two additional States have
Statutes which affect the status of convicts.2 Those imprisoned awaiting trial,

of course, retain all the rights of free citizens, except those necessarily sus-
pended by the fact of their confinement.

lplaska Stat. 11.05.070 (1962); Arizona Rev. Stat..Ann.
13-1653 (1956); Idaho Code Ann. 18-311 (1948); Missouri Ann.
Stat. 222.010 (1959); New York Civil Rights Law 79 (1973);
Oklahoma Stat. Ann. 21-66 (1951); Rhode Island Gen. Laws
13-6-1 (1956); West Virginia Code Ann. 28-5-33 (1971).

2Hawaii Rev. Stat. 353-38 (1958) causes all property of a
convict sentenced to life imprisonment to vest in his heirs
at time of conviction. Maine Rev. Stat. Ann. 19-631 (1964)
dissolves the marriage of a person imprisoned to life, with-
out need of divorce proceedings.



Of the eight States' Statutes which still suspend a prisoner's civil rights,
only six suspended those of persons sentenced for less than life terms (New
York's specifically recognizes the right to sue of those sentenced to less than
life terms; Rhode Island's specifically restricts only the making of wills and
conveyances: the right to sue is not directly mentioned). Of these six, Missouri
and Arizona provide that "injury to person" remains punishable as if the person
were not convicted and sentenced; court decisions in Missouri have further limited
the Statute such that it is held not to bar actions by convicts under the Federal
Civil Rights Statutes.3 Consequently, only four states (Alaska, Idaho, Oklahoma
and West Virginia) might be seen as suspending, for the term of the sentence, the
right of a prisoner serving less than a life term to sue under the Federal Civil
Rights Statutes. Court decisions in two of these States have recognized that
the right to sue is a protected right of parolees, irrespective of their original
sentences.4

The majority of States, either by simply repealing "civil death" Statutes
or by enacting specific protections, have restored to convicts the right to bring
civil suit.® The statement made by the Judicial Council of Kansas in 1968, as a
Statute was enacted restoring the rights of imprisoned persons in that State, may
be considered representative:

Under this section, the convicted person who is confined to prison

loses his right to hold public office, his right to vote and his

right to be a juror. Otherwise, his civil rights will remain intact, .
excepting of course, those rights that must be limited in oxder to c= )
make his imprisonment effective. No distinction is made between )
life termers and other prisoners, since many persons sentenced to

life imprisonment are eventually released.®

Consequently, a prisoner currently has, under the law of all but a handful
of states, two possible causes of action if he is deprived of a basic consti-
tutional right and suffers injury while confined: he can bring an action under
the Civil Rights Act (42 U.S.C. 1981-1987 (1964) or he can bring.a civil action
in the proper jurisdiction.)

A CONSTITUTIONAL RIGHT
TO MEDICAL CARE

Basic among the rights which prisoners do not lose is the right to those
things necessary to sustain life. The United States Supreme Court has recently
stated that:

{The) principles {(behind the guarantee against cruel and unusual
punishment) establish the government's obligation to provide medical .

Swilson v. Garnett, 332 F.Supp. 888 (D.C. Mo., 1971). BReishir v.
Swenson, 331 F. Supp. 1224 (D.C. Mo., 197.).

4payis v. Pullium, 484 P.2d 1306 (Ok., 1971). Bush v. Reid, 516
P.2d 1215 (Alas., 1973).
5

21 Am. Jr. 2d. Criminal Law 626 (1965).
6Kansas Statutes Annotated 21-46135 (note) (Supp. 1971).
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care for those whom it is punishing by.incarceration. An inmate
must rely on prison authorities to treat his medical needs; if
the authorities fail to do so, those needs will not be met.
Estelle v. Gamble,-U.S.-,97 S.Ct. 285 (1976).

This ruling by the Supreme Court, while c¢learly establishing the prisoner's
right to medical care, leaves many questions unanswered. Must every "medical”
need be met, including elective or cosmetic procedures? If not, to what extent
must medical care be provided? Various Federal Courts have faced these questions.
Following earlier unconditioned statements that "a prisoner is entitled to
reasonable medical care "7, Mills v. Oliver, 366 F.supp. 77 (E.D. Va., 1973),
set forth this qualification: .

This does not mean that every prisoner complaint requires immediate
diagnosis and care, but that, under the totality of the circumstances,
adequate medical treatment be administered when and where there is
reason to believe it is needed.

* * *

Delays in necessary medical treatment are always undesirable, ard
this court, alert to the precarious position of a prisoner totally
dependent upon prison officials for even the most rudimentary medical
care, will look closely at cases where abuse of that fundamental
duty is alleged.

This Court's recognition of the fact that the prisoner is "totally
dependent upon prison officials for even the most rudimentary medical care"
is significant. The position of the prisoner is clearly one of dependence;
but what duties are owed to the priscner with regard to health care?

Mills defines "reasonable medical care" as that which is "adequate
under the circumstances." Two questions are raised by this definition: what
is meant by "adequate" and what is the "totality of circumstances" which must
be considered in determining the reasonability of the care provided?

A. "Adegquate" Medical Care

From the outset, it should be noted that the Courts tend to treat "reason-
able" and "adequate" as equivalent terms. Attempts at further qualifying the
extent of care required do not set positive standards to be followed by prison
physicians and officials, but rather take a negative approach, defining what
is considered to be inadequate or unreasonable medical care.

This approach is evident in the Supreme Court's discussion in the Estelle
case. The Court concluded that: .
deliberate indifference to serious medical needs of prisoners
constitutes the "unnecessary and wanton infliction of pain,"...

Tedwards v. Duncan, 355 F.2d 933 (C.A.4, 1966) and Blanks v.
Cunningham, 409 F.2d 220 (C.A.4,1969).
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proscribed by the Eighth Amendment.  This is true whether the indifference
is manifested by prison doctors in their response to the prisoner's needs

or by prison guards in intentionally denying or delaying access to medical
care or intentionally interfering with the treatment once prescribed.

(97 s.Ct. at 291) ' ' 0

Nevertheless, a review of other decisions on this issue can at least establish
certain parameters in an effort to define the prisoner's constitutional right to
medical care more clearly.

In Church v. Hegstrom, 416 F.2d 449 (C.A.2, 1969), the Second Circuit
delineated the applicable criteria for determining whether a prisoner's claim
of inadequate medical treatment is sufficient to constitute a cause of action
under the Civil Rights Act. The Court stated that:

A complaint claiming failure to provide medical care...must suggest
the possibility of some "conduct that shocks the conscience,”...or
"barbarous act"...Mere negligence in giving or failing to supply
medical treatment alone will not suffice. (416 F.2d at 451)

The Court held that where no "severe and obvicus injuries" were alleged, nor any
allegation that "any of the defendants knew that the treatment was required for
the preservation of...life, that [the prisoner] ever requested such treatment,
or even that any defendant was aware of his condition,” no Constitutional de-
privation was made.

The Second Circuit applied the Church criteria in Martinez v. Mancusi, 443
F.2d 921 (C.A.2, 1970) where a prisoner was not provided prescribed medication
and was made to stand and walk, contrary to doctor's orders, on a leg which had
just undergone surgery for correction of a polio condition. In a suit against
prison. officials and the prison physician, the Court stated:

Obviously, courts cannot go around second guessing doctors. But neither
can they ignore gross misconduct by a doctor, especially when it violates
specific orders by specialists in charge of the case.

Clearly, then, the defendants' conduct... was more than mere negligence
or poor medical judgement; it is charged to have been deliberate indif-
ference to, and defiance of, explicit medical instructions, resulting

in serious and obvious injuries...We hold that the facts as alleged are
sufficient to constitute a violation of {prisoner's] constitutional rights
and thus to state a cause of action under the Civil Rights Act. (443 F.2d
at 924-925)

The Martinez case thus defines inadequate care somewhat more closelv. While
it might appear at first glance that the Court has reversed itself on whether
"mere negligence" can be sufficient to designate the care given as Constitu-
tionally "inadequate," a closer look will show that the Court here is speaking
of "gross negligence." ' The Martinez Court reaffirms that principle that, if
medical care is given at all, "mere negligence" does not make such care so
"inadequate"” as to be a denial of prisoners' rights. However, the Court does
assert that "gross negligence" as well as "deliberate indifference" are examples
of "conduct that shocks the conscience,” and therefore unreasonable.

12



Still another Court has taken additional steps in an attempt to define
"reasonable" health care. In Stokes v. Hurdle, 393 F.Supp. 757 (D. Md., 1975)
tlie Court asserted that the deprivation or inadequacy of “"essential" medical
care is unreasonable. The Court continued:

In determining whether medical care was "esdential” in a given case,

the question is whether a physician exercising ordinary skill and care
would have concluded that the symptoms evidenced a serious injury; whether
the potential for harm by reason of delay or denial of medical care was
substantial; and whether such harm did result. [citations ommited].
Hence, a deprivation of medical treatment that seriously endangers the
prisoner's well-being would be actionable [under the Civil Rights Act].
(393 F.Supp. at 761)

Thus, inadequate or unreasonable health care can be seen to have a threefold
definition, represented by these three cases: if the lack of care is such as to
"shock the conscience of the Court," i.e., "deliberate indifference" to the
prisoner's condition; if the treatment of the prisoner is "grossly negligent" or
constitutes "barbarious acts;" or if a deprivation of care would, in the judgement
of a physician exercising ordinary skill and care, seriously endanger the prisocner's
well-being, the Courts will consider such treatment inadequate and therefore
sufficiently unreasonable to constitute a violation of the prisoner's Constitu-
tional rights. Nearly all of the Federal Circuits have accepted one or more of
these tests.8

As far as they go, these negative definitions of "adequate" care are
helpful. It can be determined from them that prison officials and physicians
are not obligated to provide "optimal"” care to prisoners, but rather "care...
that is reasonably designed to meet their routine and emergéncy health care needs.
Battle v. Anderson, 376 F.Supp. 402 (E.D. Ok., 1974)

B. Circumstances Affecting Medical Care in Confinement

For care to be considered reasonable, as is established above, it must be
"adequate under the totality of circumstances." A designation of inadequate
treatment does not sufficiently address the question of the competence of the
physicians employed to render care; it does not address the question of what

8In addition to the cases cited above, see, €.g.: Hoitt v. Vitek, 497
F.2d4 598 (C.A.1, 1974); Gittelmacher v. Prasse, 428 F.2d 1 (C.A.3, 1970);
and Roach v. Kligman, 412 F.Supp. 521 (E.D. Pa., 1976); Hirons v. Director,
351 F.2d 613 (C.A.4, 1965); Blanks v. Cunningham, 409 F.2d 220 (C.A.4,
1969); Newman v. Alabama, 503 F.2d 1320 (C.A.5, 1975); and Campbell v. Beto,
460 F.2d 765 (C.A.5, 1972) inter alia; Fitzke v. Shappell, 468 F.2d 1072 '
(C.A.6, 1972); U.S. ex rel. Knight v. Ragen, 337 F.2d 425 (C.A.7, 1964);
Jones v. Lockhart, 484 F.2d 1192 (C.A.8, 1973) inter alia; Tolbert v.

Eyman, 434 F.2d 625 (C.A.9, 1970); and Runnels v. Rosendalo, 499 F.2d 733
(C.A.9, 1973).
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medical facilities should be provided within the prison or 'in what situations
prisoners should be provided the opportunity of seeking outside medical care.
These are some of the "circumstances" which must be considered. Although, for
the most part, Courts have not set specific standards in these areas, they de-
serve discussion.

1. Physician Competence

Regarding the competence of physicians employed to render care in prisons,
the Courts have not allowed prisoners to bring civil rights actions when there
is merely a disagreement between the prisoner and the physician over what treat-
ment is needed. When the prisoner's complaint is one of professional negligence,
he is normally left to his remedies under normal principles of tort law.

When there is a disagreement between physician and prisoner over what
constitutes "adequate” medical care, the Courts have clearly recognized the
physician's right to exercise his professional judgement free from constitutional
challenge by his prisoner-patient. In Coppinger v. Townsend, 398 F.2d 392
(C.A.10, 1968), the Court stated:

The prisoner's right is to medical care--nct to the type or scope

of medical care which he personally desires. A difference of opinion
between a physician and a patient does not give rise to a constitutiocnal
right or sustain a claim under 1983. (398 F.2d at 394)9

It is made clear in this situation that what constitutes "adequate" medical care
is a medical determination, with which the Courts indicate their desire not to
interfere. This has been sclidly established in a series of decisions by the
Eighth Federal Circuit. In Seward v. Hutto, 525 F.2d4 1024 (C.A.8, 1975) the
Court, quoting trial Judge Eisele, asserted:

In light of this, the petition exhibits a mere disagreement between

the inmate and the prison physician as to what is necessary and proper
for his medical care. Such matters, in the absence of allegations

of intentional neglect or mistreatment, should be left to the medical
judgement of the prison physician. (525 F.2d at 1024) (emphasis added)10

It should be fairly evident that "intentional neglect" of a prisoner's medi-
cal needs could constitute the sort of cruelty prohibited by the Eighth Amendment.
It may not be as clear how to differentiate "mistreatment” from what has come to
be known as "malpractice." One example appeared in the case of Williams v. Vincent,
508 F.2d 541 (C.A.2, 1974). There, a prison physician made no attempt to reaffix
a prisoner's severed ear, but threw away the ear and stitched the stump. The

- 7See also: Stiltner v. Rnay, 371 F.2d 420 (C.A.9, 1967); U.S. ex rel.

Lawrence v. Ragen, 323 F.2d 410 (C.A.7, 1963); Jones v. Lockhart, Supra.,
(C.A.8, 1973); U.S. ex rel. Hyde v. McGinnis, 429 F.2d 864 (C.A.2, 1970);
Walnorch v. McMonagle, 412 F.Supp. 270 (E.D. Pa., 1976).

10See also: .Courtney v. Adams, 528 F.2d 1056 (C.A.8, 1976) and Ellingberg
v. Lloyd, 491 F.2d 728 (C.A.8, 1974).
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Court determined that such choice of the "easier and less efficacious treatment”
may be attributable to "deliberate indifference...rather than an exercise of
professional judgement.” The Supreme Court is clear in upholding the lower
courts in this regard, affirming that

Medical malpractice does not become a constitutional violation
merely because the victim is a prisoner, absent acts or omissions
sufficiently harmful to evidence deliberate indifference to serious
medical needs. (Estelle at 292)

Thus, where some medical care has been provided to a prisoner, such that he
cannot claim total neglect of his medical needs, he must show rather grievous
intentional acts to support his claim that his right to medical care has been
denied. It has been clearly stated that:

Prison officials and medical officers have wide discretion in treating
prisoners, and a simple claim of malpractice does not give rise to a
claim under Sections 1981 or 1983 of the Civil Rights Act , Tolbert
v. Eyman, 434 F.2d 625 (C.A.9, 1970) at 62611

and elsewhere:

To state the issue succinctly, the Federal Civil Rights Act was designed
to protect constitutionally guaranteed rights, not to provide a Federal

forum for trial of actions for alleged medical malpractice. Mayfield v.
Craven, 299 F.Supp. 1111 (E.D.Cal., 1969) at 1112

Essentially, injury to the prisoner resulting from simple negligence
("malpractice") is not a violation of the Eighth Amendment guarantees. Courts
have recognized that negligent injuries are an "apparently unavoidable frequent
occurrence of life...not...cruel and unusual punishment.” Ramsey v. Ciccone,

310 F.Supp. 600 (W.D.Mo., 1970) at 605. The prisoner has remedies available
under State laws and in State Courts when he states a claim requesting damages
for personal injuries. He has no constitutional right to "perfect” or "superior”
medical treatment, and must pursue his claim for professional negligence in the
State Courts.

The competence of prison physicians may be of concern in another sense,
however. Many states provide that physicians who are not fully licensed may
in some circumstances be employed in State institutions, such as prisons and
mental hospitals. In addition, many local jails do not have "in-house” medical
staff, and must rely on the services of the physicians of the surrounding
communities, frequently on a voluntary "on-call" basis. Although individual
limited license and voluntary physicians might be quite competent, it must be
recognized that the system is not attractive to the average physician. The
charge frequently made was summed up by one recent commentator as follows:

11See also: U.S. ex rel. Lawrence v. Ragen, Supra.
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medical graduwates, doctors with drinking or drug problems, older doctors--
wind up treating society's undesirables. Pay has been low; benefits poor.
Working conditions remain, at best unattractive. Back-up facilities are
poor or non-existent. There is also fear--fear of assault or of being
held hostage.l2

Traditionally prisons have been where medicine's undesirables--foreign

Such charges are unfair to the many foreign-trained and older doctors, and
others, who are rendering competent care to the confined. But the question re-
mains whether, overall, the quality of physicians working in prisons equals that
of those outside. The economic and safety factors discussed by Coste are certain-
+ly relevant to the question. Some proposals to deal with these conditions include
arrangements with medical schools (interns and residents) to provide medical
services, merging prison medical facilities with existing community clinics, and
"contracting out" to hospitals and other medical resource centers in the neigh-
boring community. As one physician has stated in his concern for the standard
of care in state mental hospitals:

The ‘direction of state-hospital sta@ffing could be reversed through

the integration of state hospitals with community health centers.

It is mandatory that this be based on common professional standards

and salary scales that community goals will determine as adequate to

attract and reward clinically oriented [physicians]. Furthermore, an

integration of services will broaden the effectiveness of both

community-situated and hospital [physicians] and, permitting treatment

in continuum, will be professiocnally more satisfying than the present

medical dichotomy permits for either.l3

Although this proposal is directed at improving the quality of care in state mental

hospitals, it is equally applicable to medical facilities in state-run prisons.
Some argue that such arrangements remove the immediacy of access to physicians

and the security available when medical care is provided within prison walls.

Others assert that such arrangements provide for a more efficient use of finan-

cial, equipment and medical manpower resources and the access, by and large,

to more highly trained physicians. b

2. Facilities ¢ -~
A substantial diversity in the type and size of correctional facilities

exists. Large state penitentiaries are more likely to have in-house infirmaxieél
than are local jails. Yet, the rights of those confined in local jails pending

] :
“Coste, "Prison Health Care: Part of the Punishment?" 25(4) New
Physician 29-35 (April, 1976). ;

r’.
i
l3Bartlett, F.L. "Present-Day Requirements for State Hospitals

Joining the Community." 276 New Eng. J. Med. 90 (1967).

i
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trial must not be given any less gttention than those convicted and confined; in
fact "distinctions, if any are cehAceivable, should be the other way."
Rozecki v. Gaughan, 459 F.2d 6 (C.A.1l, 1972) at 8

Furthermore, despite statements to the contrary, circumstances surrounding
the rendering of care in prison (whether by a full-time infirmarian or an on-call
physician) do differ from those in the community in general. Access to specialists
and hospital facilities may be more limited in prison than in the community and the
very fact of incarceration a: “ers the confined's access to medical care.

3. Specialized Treatment

The question of availability of specialists or specialized treatment is a
significant one, which has not been treated in great detail by the Courts. In
a recent case, Mosby v. O'Brien, 414 F.Supp. 36 (E.D. Mo., 1976), a prisoner
alleged that he should have had examination at a county hospital for a kidney
condition. He was denied such treatment, and the Court dismissed the suit as
merely a disagreement between the prisoner and physician as to the proper course
of treatment. In most instances where the need for a specialist has been raised,
the Courts have deferred to the prison physician's medical judgement that treat-
ment by a speci ialist was unnecessary.l4

There have, however, been decisions which recognize a prisoner's right to
"the most suitable medical treatment reasonably available" Ricketts v. Ciccone,
371 F.Supp. 1249 (W.D. Mo. 1974) at 1256. A subsequent decision interpreted
this to mean that, where a private specialist can provide the more suitable treat-
ment, procedures not available at the prison, and the prisoner is willing and able
to pay the expense of such treatments, he cannot arbltrarlly be denied access to
them. Bartling v. Ciccone, 376 F.Supp. 200 (W.D. Mo., 1974). There may, however,
be reasonable considerations {(security or cost factors, for example) for denying
such outside access. The Bartling case does not deal with such problems, how-
ever, because the prisoner. had met all requirements for a furilough under the

approprlate statute, and was willing and able to pay for the outsxde treatment.

Excellent standards in this regard have been advanced in the concurring
opinion of Chief Judge Phillips of the Sixth Circuit Court of Appeals, in the case
of Schmidt v. Wingo, 499 F:2d 7C (C.A.6, 1974):

Oince informed of the prisoner's injury or illness, it is my view that

the warden has the duty...to investigate 1) the extent of the injuries,

2) the realistic possibilities of treatment, considering the availability
of medical personnel and medical eqguipment, both inside and outside the
prison, and 3) the consequences of pursuing the alternative methods of N
medical treatment. If one available avenue of treatment, albeit outside -
the walls of the prison, could save the life of an injured or ill prisoner,
then that is the course which the prison warden would be required to follow.

Nothing in this concurring opinion is...intended to imply that a prisoner

14See, e.g. Santiago v. Sowers, 347 F. Supp. 1055 (M.D. La., 1972)

and Sloan v. Zelker, 362 F.Supp. 83 (S.D.N.Y., 1973).
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!
injured with a heart wound, for example, would be entitled to the services of the
foremost heart surgeon in the nation. A #ule of reason, applied on a case by case
basis, must determine the adequacy of medical care provided. (499 F.2d at 75-76)

Such a "rule of reason" was applied in the case of Hampe\ﬁ. Hogan, 388
F.Supp. 13 (M.D, Pa., 1974). In that case, the priscner had been afforded ex-
tensive medical care both in and outside a federal prison. When he sought still
one more specialized procedure, the benefit of which was seen as questionable by
his physicians, the Court concluded that the prisoner had undergone "the most
intensive medical treatment that could be afforded him in the federal prison
system” and that he had no right of access to additional care in 1light of the
speculative advantages of the procedure.

4. Economic Considerations

Many Courts have taken the position that cost should not be a factor in deter-
mining what is "adequate" health care for prisoners. In the colorful language
of the Court in Newman v. Alabama, 503 F.24 1320 (C.A.5, 1975):

It is not without some trepidation that we uphold the finding of a
constitutional violation. Officials in the A[labama] P[enal] S{ystem] are
shackled by anachronistic equipment, inadequate staffing, and parsimonious
funding, factors which render Sisyphean their task of insuring that adequate
medical care is available to inmates.

By the same token, however, we cannot be impervious to the precarious posi-
ition of inmates who, though dependent solely on a prison for medical
attention, find their pleas for attention unheeded. Deep-seated inmate
frustrations can be exacerbated by a perceived callous indifference to
their medical plight. The incidence of frustration thwarts the purported
goal of rehabilitation... (503 F.2d at 1333) '

This principle, that limited budget will not justify insufficient care. has
been clearly acknowledged by numerous Courts. The position of Judge Blackmun
(now a Justice of the U.S. Supreme Court) in Jackson v. Bishop, 404 F.2d 571
(C.A.8, 1968) is representative: "Humane considerations and constitutional require=~
ments,” he said, "are not, in this day, to be measured or limited by dollar
considerations..." (404 F.2d at 580)15

" Thus, when determining whether a prisoner could have access to an outside
specialist, the Court in Bartling v. Ciccone, Supra. set aside the argument that
allowing such treatment for a prisonerjwho could pay would deny equal protection
to similarly situated prisoners who could not. ' The Court held that disparity
merely in the personal resources of prisoners could not raise a violation of Equal
Protection.  Furthermore, the Court asserted that the government "could and should
eliminate disparity by providing sufficient funds to permit [ the prison] to offer
adequate treatment." It would appear that, where specialized treatment is needed,

g 15See also: Finney- v. Arkansas, 505 F.2d 194 (C.A.8, 1974): Gates
v. Collier, 501 F.2d 1291 (C.A.5, 1974); Costello v. Wainwright,
© 525 F.2d 1291 (C.A.5, 1976); Rozecki v. Gaughan, 459 F.2d 6 (C.A.l1,
1972); Rouse v. Cameron, 373 F.2d 451 (C.A. D.C., 1966); James v.
Wallace,Supra., Holt v. Sarver, Supra., and Holt v. Hutto, 363 F.
Supp. 194 (E.D. Ark., 1973).
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the Court would require that it be provided, regardless of the cost.

While the need for medical care and the improvement of prison facilities
is acknowledged, it must be questioned whether such requirements are realistic.
At Téast one Court has recognized the realities of the situation. In the trial
court decision of Schmidt v. Wingo, 368 F.Supp. 727 (W.D. Ky., 1973) (appellate
decision cited Supra) these significant statements were made:

The Court is not unmindful of the contentions that the equipment and
personnel for the medical care of an inmate at {this prison]...were entirely
inadequate. However, it is not believed that it was the intention of the
framers of}. the Civil Rights Act to place liability on the Warden of a
penitentiary for the failure to furnish such equipment and personnel, where
the budget for personnel and equipment are fixed by his superiors, the
Department of Corrections and by the General Assembly of the State of
Kentucky. =

The Court believes that the responsibility of the Warden is to render such
medical care as is available at the institution, under the circumstances,
and that only when he refuses to render that care should he be held liable
for violation of the Civil Rights Act. It is, of course, devoutly to be
hoped that provisions have been made since the tragic death in 1969 of the
plaintiff's decedent for an upgrading of equipment and for a firm arrange-
ment for the provision of such medical aid as may be needed in emergencies,
recognizing, of course, that it is not the duty of the Penitentiary to have
on permanent hire a thoracic surgeon, or a general anesthesiologist.

(368 F.Supp. at 731)

The approach of this Court, to encourage the adoption of reasonable standards
of medical care, equipment and availability of specialists, takes into account
the hard fact that legislatures must provide funds. It is clear that more funds
are needed to provide the sort of health care which the Courts have determined
is a prisoner's right. But the question must be raised: to what extent should
funds presently allocated to other programs (i.e. welfare, education, public
hospitals) be drawn off to provide for ‘this need? Public resources are limited,
and legislators must make decisions regarding their use.

5. Other Factors Affecting Health Care

Because of the éituation of confinement, certain specific duties are owed
to inmates by prison officials. "Medical Care" is simply one ingredient in the
overall health care which inmates deserve as a constitutional right. In addition
to providing treatment by physicians for illness and injury, prison officials
are impressed with a duty to see that hygienic conditions and a reasonably safe
environment are maintained.

Holt v. Sarver, 300 F.Supp. 825 (E.D. Ark., 1969) addressed the issue of
a safe environment. In this case the Court asserted that if:

The State of Arkansas chooses to confine penitentiary inmates.in barracks
with other inmates, they ought at least to be able to fall asleep at night
without fear of having their throats cut before morning, and...the State
has failed to discharge a constitutional duty in failing to take steps to
enable them to do so. (300 F.Supp. at 831)
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The Court added:

Where an unconstitutional situation is found to exist in a given prison,
the prison authorities cannot escape responsibility for it by merely point-
ing to the existence of the same situation in other prisons, or by estab-
lishing that conditions in their prison are "better" or "no worse than"
conditions prevailing elsewhere.

The importance of maintaining sanitary conditions, as well as reasonable
protection from the threat of violence, was dealt with in James v. Wallace, 406
F. Supp. 318 (M.D. Ala., 1976). The Court emphasized that the Eighth Amendment
"must draw its meaning from the evolving standards of decency that mark the
progress of a maturing society." In this light, the Court found that living
conditions in Alabama prisons constituted "cruel and unusual punishment.” Primary
among the Court's concerns were the lack of sanitation in living areas, infirmaries
and food service areas, which presented "imminent danger"” to the health of every
inmate. ‘In addition, the Court cited the lack of opportunity for exercise and
recreation, and the fact that "gross inadequacies" in medical treatment has not
been corrected.l® The Court appended to its order "Minimum Constitutional Stand-
ards" which detailed, inter alia, the number of inmates to be confined in a
single cell, sizes of cells, and sanitary standards. The duty to adhere to
these specific standards was imposed under penalty of closing the facility as
"unfit for human confinement."

Finally, with regard to officials' "affirmative duty to make available
to inmates a level of medical care which is reasonably designed to meet the
routine and emergency health care needs of inmates," the Court in Battle v.
Anderson, 376 F.Supp. 402 (E.D. Okla., 1974) set forth the following test:

[A]l ctionable circumstances result where, as here, the level of medical
care available to a confined and dependent population is inadequate to
meet predictable health care needs because of obvious and sustained de-
ficiencies in professional staff, facilities and equipment. When con-
tinued and systematic deficiencies of this nature exist and have resulted
in the actual impairment of inmate health, and when such deficiencies
continue to post a current and potential threat to the physical health
and well-being of an entire prison population, then inmates are deprived
of the basic elements of adequate medical treatment in violation of the
Eighth Amendment... (376 F.Supp. at 424)

Consequently, the duty of prison authorities is to provide overall health
care, including the environment which will reasonably safeguard the overall
health of the prison population. The finest of medical care, if not provided in
conjunction with sanitary and safe environment, will not improve the health
care sétuation in prisons. Statements that dollar considerations must not enter
into the establishment of a prison health care system may be intended to stimulate
the legislature to act in this regard, but such statements alone will not alter
prison’ conditions. If it is not sufficient, as stated in Holt v. Sarver, Supra.,

6Similar concerns were expressed in Dillard v. Pitchess, 399 F.Supp. 1225
(C.D. Cal., 1975) and Jones v. Wittenberg, 323 F. Supp. 93 (N.D. Ohio, 1971).
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that conditions in one prison be simply "better” or-"no worse” than those in other
prisons, then standards should be established which officials can use as guidelines
in establishing a constitutionally satisfactory system. :Two cases have resulted
in judicially imposed standards: James v. Wallace, Supra.\(State prisons) and
Ramsey v. Ciccone, 310 F.Supp. 600 (W.D. Mo., 1970) (Federal prisons). These two
sets of standards necessarily attract the attention of other prison systems and
governmental agencies. An additional step towards generally applicable standards
is being taken by the American Medical Association. In coope*atlon with the
Federal Law Enforcement Assistance Admiristration, that Association, representing
the medical profession, is currently engaged in a nationwide study of prison
conditions in order tc develop a comprehensive set of health-care standards.

Will the promulgation of such standards mean that the prison officials or
the State are required to provide an environment frequently superior to that with
which the prison inmates are familiar? Would not prisoners in such an environment
be better off in terms of overall health care (sanitation, diet, medical care)
than many "law-abiding" citizens dwelling in poor rural or urban ghetto areas?
If so, the question must be raised, why should those who have violated society's
rules be so "rewarded?" BAn answer to this concern is posed by the Court of Appeals
in Fitzke v. Shappell, Supra.:

An individual incarcerated, whether for a term of life for the
commission of some heinous crime, or merely for the night to “dry
out” in the local drunk tank, becomes both vulnerable and dependent
upon the state to provide certain simple and basic human needs. Ex-
amples are food, shelter and sanitation. Facilities may be primitive,
but they must be adequate. Medical care is another such need. Denial
of necessary medical attention may well result in disabilities beyond
that contemplated by the incarceration itself...Restrained by the
authority of the State, the individual cannot himself seek medical
aid or provide the other necessities for sustaining life and health.
(468 F.2d at 1076) (emphasis in original)

Admittedly, many law-abiding citizens exist even without some of these
"simple and basic human needs." The inequities of the situations are real and
cannot. be denied. The fact that prison inmates are restrained by and dependent
upon the State is certainly one factor which must be considered. However, it
seems necessary to point out that, while the prisoners should not be subjected
to "disabilities beyond that contemplated by the incarceration itself" and a
healthy, safe environment is conducive to rehabilitation, the States cannot ignore
the plight of rural and ghetto dwellers who are not imprisoned. Again, the
difficult question of allocation of limitcd human resources must be faced, and
hard realities must be weighed against the ideals of dur justice system.

C. Conclusion

In brief, then, a prisoner does not lose all of his civil rights during and
because of his incarceration. "In particular, he continues to be protected by
the due process and equal protection clauses [0f the Federal Constitution] which
follow him through the prison doors." Jackson v. Bishop, Supra., at 576. A
prisoner clearly has a constitutional right to adequate medical treatment, under
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both the Civil Rights Act and the prohibhition against cruel and unusual punish-
ment. The general view recognizes that “in the area of medical treatment prison
officials have a 'broad discretion' under the civil rights statutes.”l1?7 Con-
sequently, it is recognized that the extent and manner of medical treatment to be
givenivaries with the individual case, and the specifics of such care will normal-
ly be left to the medical judgement of the treating physician. Although "Courts
should place their confidence in the reports of reputable prison physicians that
reasonable medical care is being rendered," Cates v. Ciccone, 422 F.2d 926

(C.A.8, 1970), they will intervene where there is evidence that no care is being
given, or that there is such gross, intentional mistreatment as to be effectively
a denial of care. Disagreements over what is proper care, and claims of "simple
malpractice" do not raise constitutional questions, but in the majority of States,
prisoners have the same right as non-prisoners to sue in the State Courts for e
personal injury.

Physicians should not be held to any stricter standard of care for prisoners
than for other patients. Their duty is the same in both cases--to render com-
petent professional care. In some instances, as discussed above, physicians will
be handicapped in this regard by facilities and conditions which are not conducive
to the rendering of good medical care. In many cases, ready referral and modern
ﬁ@uipment are a "luxury" to physicians working in prisons. While the prison
vfficials may be held liable for failing to provide equipment and access to
specialized care, can the physician, faced with these conditions, be held to the
same standard of care as his colleagues in the civilian community? The Courts
have not dealt with this question. It has been established that such a physician
will not be held to a greater standard of care than his civilian counterparts,l8
but whether the standard of care should be lower in instances where equipment
and referral are not readily available has yet to be determined. However, the
general standard by which most Courts now judge the performance of such physicians
may lead to a specific "prison standard of care." In Blair v. Eblen, 461 S.W.2d
370 (Ky., 1970) the Court stated:

The defendant [physician] was under a duty to use that degree of care
and skill which is expected of a reasonably competent practitioner in
the same class to which he belongs, acting in the same or similar
circumstances.

Under the standard just expressed, the evidence may include the elements
of locality, availability of facilities, specialization or general prac-
tice, proximity of specialists and special facilities as well as other
relevant considerations. (461 S.W.2d at 373) (emphasis added)

Under this standard, the prison physicians who had limited access to
specialists and modern facilities may not be held to the same standard as a

17Robinson v. Jordon, 494 F.2d 793 (C.A.5, 1974)

18U.S. ex rel Fear v. Rundle, 506 F.2d4 331 (C.A.3, 1974) and

Edwards v. United States, 519 F.2d 1137 (C.A.5, 1975).
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colleague with ready access to such facilities. The prison officials, of course,
might be held liable for not providing adequate facilities to care for the rou-
tine health needs of inmates, but the physician's personal liability should be
conditioned on his use of the facilities available to him.
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CHAPTER 3. STANDARDS: THEIR IMPLICATIONS FOR
HEALTH CARE IN CORRECTIONS

...In setting health care standards for the incarcerated
population in the United States, the intent of the Ameri-
can Public Health Association is not to promote special
treatment for this population but rather to insure that
theirlincarceration does not compromise their health
care.

Only during the past decade have health care services in correctional
institutions come under sericus scrutiny by the courts and professional organi-
zations involved in medical care or corrections. The American Correctional
Association touched on the subject in its 1966 Manual of Correctional Standards.
Last year the American Public Health Association (APHA) provided a more detailed
overview of what health care should be delivered behind bars when it published
its Standards for Health Care Services in Correctional Institutions,

In explaining APHA's reasons for developing health care standards, Richard
Della Penna pointed out that the very "state of incarceration may create or in-
tensify the need for health care services."2 On the outside, both the choice
{depending on income) and the responsibility for keeping healthy rest/mostly
with an individual. Health care for prisoners, however, “becomes a quiic
responsibility..., to be borne jointly by the criminal justice and health care
system."3 This view largely reflects what the courts have been saying.

How to meet the demands, however, is still the problem of corrections.
APHA's work, like most earlier efforts, merely sets out guidelines for health
care services. The standards themselves have no built-in enforcement procedures,
cocnsequently, "no teeth.” A public health rationale for each subject is the

only mechanism APHA has "to reinforce the necessity for compliance requirements."4
Indeed, as the opening quotation suggests, APHA viewed its task in defining

standards as offering benchmarks for concerned institutions to use, not as a way
of establishing absolute rules.

The American Medical Association's (AMA) standards for jail health care and

lDella Penna, Richard, Standards for Health Services in Correctional
Institutions. American Public Health Association, Inc., Washington, D.C.,
1976. p. vii. ‘

21pid.

3
Ibid.

4Ibid. p. ix.
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others under development, however, intend to promote some kind of enforcement
mechanism. The AMA is looking for a system of voluntary accreditation currently.
But enforcement is likely to become even stronger if the courts and legislatures
look to these standards for guidance.

Clearly, the promulgation of health care standards for correctional insti-
tutions is going to affect how services are delivered. Administrators will
need to be prepared to respond to them and justify.their responses to judges
and lawmakers in the future. “

In the paper that follows, research consultant B. Jaye Anno compares
current standard-setting efforts that will affect correctional health care.
But:, as she points out, these efforts to set standards do not ensure change,
but only point the way. Once you adapt or establish standards for your own
institution (as is likely to be required if not done voluntarily), you will
have criteria to evaluate your work--performance yardsticks that will help
profeszsionalize and improve your health services and help you avoid taking a
spasmodic excursion into unknown territory.

i
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ABBREVIATION KEY

ACA - American Correctiénal Association

AMA - American Medical Association

APHA -~ Ameriean Public Health Association

CAC - Commission on Accreditation for Corrections
JCAH ~ Joint Commission on Accreditation of Hospitals
LEAA - Law Enforcement Assistance Administration

NACCJISG - National Advisory Commission on Criminal Justice
Standards and Goals

NILECJ - National institute of Law Enforcement and Criminal
Justice

NSA - National Sheriffs' Assoéiation

SCUCC - Special Committee on Uniform Corrections Code#*

*This is a subgroup of the National Conference of Commissioners on
Uniform State Laws.

<
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STANDARDS ~- THE STATE OF THE ART

Backgrcund and History

Developing standards specifically for health care delivery in correctional
settings is a relatively new phenomenon. Until three or four years ago,
only two professional organizations had made any efforts of note in
this direction. The 1966 edition of the American Correctional Association's
(ACAa) Manual of Correctional Standards included a chapter on “Health and Medical
Services," as did the National Sheriffs' Associaticn's (NSA) Manual on Jail
Administration, published a few years later. In both instances, however, the
sections relating to health care were relatively short and the guidelines they
offered were not very specific.

In contrast to these initial efforts, more recent years have shown an in-
crease in both the number and type of professional organizations involved in
setting health care standards for corrections and in the number and specificity
of the standards themselves. 1In 1973, the National Advisory Commission on
Criminal Justice Standards and Goals (NACCJISG) released its volume, Report on
Corrections, which included sections on "Healthful Surroundings" and "Medical
Care" in a chapter on "Rights of Cffenders." In 1974, the NSA replaced its
Manual on Jail Administration with a series of seven handbooks, almost all of
which contained sections relating to some aspect of health care delivery in
jails. In 1976, the American Public Health Association (APHA) published
the first set of standards devoted solely to health services in correctional
institutions.

In addition to these published works, at least three other major
standard-setting efforts are currently under way. First, the American Medi-
cal Association (AMA) has developed standards for medical care and health ser-
vices in jails. These are due to be released late in_the summer of 1977. Second,
the Commission on Accreditation for Corrections (CAC)™ is in the process of set-
ting standards on all facets of corrections. Those developed for short-— and
long-term institutions will include sections on health care delivery.2 Finally,
the National Conference-of Commissioners on Uniform State Laws has established
a “Special Committee on Uniform Corrections Code" (SCUCC), which is currently
drafting a medical section to be included in its proposed Uniform Corrections Act.

lThis group is supported and endorsed by the American Correctional Associa-
tion but functions as an autonomous body. The standards developed by the CAC
will be adopted by the ACA.

2he CAC is planning to adopt the standards developed by the AMA for health

care services in short-term institutions, but will be establishing new standards
for health care in long-term institutions. '
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All three of these recent efforts are being funded in whole or in part by
the Law Enforcement Assistance Administration (LEAA) or its research arm, the
National Institute of Law Enforcement and Criminal Justice. What distinguishes
thesn latest standards from earlier ones is that all three contain some mechan-
isms for "enforcement" of their recommendations. Those of the AMA for jails and
of the CAC for prlsons are designed to serve as the base for voluntary accredita-
tion programs, whereas the SCUCC medical section will be incorporated intoc a p;ece
of model legislation for correctlons.

Of these three sets of standards, however, only the AMA's are complete
enough to allow for discussion of their content. WNeither of the other two sets
has yet been approved by their rxespective internal boards and neither is sche-
duled for release to the public until later in 1977. Hence, in the pages that
follow, the discussion of health care standards for corrections will of necessity
be limited to those which have already been published or are in approved and
final form, Namely, this includes those of the NSA and the AMA for jails and
those of the NACCJISG: &ad the APHA for prlsons.3 Although published, the stand-
ards contained in the ACA's 1266 Manual will not be reviewed in detail since
they are somewhat outdated and are expected to be largely replaced by those that
the CAC is currently developing. /

Definition; Purposes and Types of Standards

Having given some indication of the types of organizations involved in es-
tablishing standards, it may be helpful now to define the term "standards," to
indicate their usual purposes, and to provide the reader with some examples.

To begin with, the term "standard" implies more than a simple statement of
policy. It is stronger and more specific than a guideline or a recommendation.
The tone is more imperative than suggestive. The use of the term "standards"
‘also implies that there is general agreement as to their content, and that they
can be used as a basis for comparison. In the words of NACCJISG,

When clearly formulated and precisely stated in

measurable terms, they (standards) can serve as the ' %
basis for objective evaluation of programs as well

as development of statutes and regulations relating

to correctional services.

In essence then, a standard is a principle with teeth.

3Str1ct]-r speaking, the standards established by the latter two groups
apply equallyfto jails and prisons, whereas those developed by the NSA and the
AMA are restricted to Jalls.

4NACCJSG, Corrections, Washington, D.C.: J.S. Government Printing
Office (1973), p. 4.
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The purposes to be served by health care standards for corrections--that
is, the reasons professional groups establish them~~include at least the
following:

1. To promote awareness of a problem area previously
ignored;

2. To provide models for institutional self-measurement;
and
3. To facilitate correctt&e change (i.e., to upgrade
existing health care facilities and services). .
s f
It should be noted, however, that standards in and of themselves do not ensure
change. While they often provide the climate and point the direction for change,
. they lack the power to force it. For standards to be effective, some additional
mechanism must be provided for their implementation.

The format and content of the sets of standards to be reviewed here vary
widely from group to group. Those contained in the 1974 NSA Handbooks are the
most general and the least imperative. 1In fact, they are more in the nature of
recommendations than standards. With the exception of a declaration of a
general principle that, "Prisoners have a right to a healthful
environment, to include: ... Adequate medical and dental care rendered promptly
when needed,"” it is difficult to find direct, unequivocal statements with
respect to health care. The NSA's policy statements regarding the jailer's
responsibility for providing health care--including the type and amount that
should be provided and how this should be accomplished--must be extracted from
general discussions of the topic. This task is complicated by the fact that
there is not one section on health care but several. At least five of the seven
handbooks contain paragraphs with recommendations regarding various aspects of
health care. Since there is neither a comprehensive index to the seven volumes
nor an individual index in the back of each handbook, persistence and diligence
are required to locate all of the commentary on health care in jails and to
determine the NSA's position on specific topics.

In contrast to the suggestions on health care delivery found in the NSA
Handbooks, the document developed by the American Medical Association is a set
of standards and not a manual for jail operation. Like the NSA's publications,
the AMA document is restricted to jails. Unlike the NSA's however, the AMA's
work is also restricted to health care delivery. Other aspects of the jails'
operation or management are not covered.

5
p. 13.

NSA, Handbook con Inmates' Legal Rights. Washington, D.C.: 1974,

i
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The format of the AMA standards also differs from that of the NSA. There
are 17 separate sections dealing with issues such as administrative structure,
emergency care, non-emergency medical care, dental care, detoxification, in-
take screening, pharmaceuticals, medical records, etc. Each of these sections
includes first a "performance standard," a statement of the ultimate goal to be
achieved. For example, under the administrative structure section, the per-
formance standard reads: "The jail has an adequate*® agministrative and super-
visory system for health care delivery."”

Each performance standard is then followed by one or more "process stan-
dards" which specify what action, process, or function must occur in order for
the performance standard to be met. Thus, the process standards set down
measurable objectives. For example, those under the administrative section in-
clude directives that each jail have“a responsible physician or qualified medi-
cal authority who assumes- responsibility for medical services, that the
physician be licensed in that state, that his or her responsibilities to the
jail be outlined in a written agreement, that he or she submits an annual
statistical report, and that he or she reviews and reports on the health care
system at least quarterly. )

At times, process standards are followed by a "commentary" which provides
additional explanation or rationale for the process standard.

The NSA and AMA documents relate specifically to jails, the standards of
both the NACCISG and APHA are meant to cover both jails and prisons. Of these .
latter two, those of the NACCISG are the less specific. In point of fact, ex-
cluding environmental issues, what this group has to say about health care
occupies only two of the over GOO pages in its volume on corrtctions. While
Jqualifying as standards in the sense that they are stated in measurable terms,
the NACCJISG's treatment of health care issues is too cursory and too general to
provide much. in the way of meaningful mandates.

Again in contrast to those developed by a correctional body, the standards
developed by the second health care group (the APHA) are devoted solely to
health and medical issues. They are somewhat similar in format to those of the
AMA but are intended to cover prisons as well as jails. In fact, the APHA stan-
dards seem most applicable to the larger, long-term facilities since many of

®Asterisks are used throughout the AMA document to indicate that more
specific definitions of certain words and phrases are available in the
glossary. -

7AMA, "Standards for the Accreditation of Medical Care and Health Services
in Jails." Chicago, Illinois: Spring 1977 (unpublished draft), p. 1.

81bid., pp. 2-3.
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the requirements are unrealistic and virtually unachievable for small, short-
term institutions. In one sense, it can be said that the APHA standards
represent optimal levels for jail health care systems while those of the AMA
represent the minimum acceptable level.

In terms of content, the APHA standards are probably the most comprehen-
sive. In addition to the regular sections on primary and secondary services,
dental and mental health care, staffing, pharmacy services, health records,
and evaluation, there are special sections on health care services for women,
on environmental concerns,and on nutrition and food services. Each section,
which begins with a statement of the underlying principle to be addressed, is
followed by a paragraph which gives the public health rationale for the standard,
and then lists the specific elements that are needed to demonstrate satisfactory
compliance.

Current Problems and Future Trends

There are a number of problems with the standards that have been developed
by the various professional groups to date. In the first place, they are not
comparable with respect to format and depth and breadth of content. What is
emphasized in one set of standards may not be mentioned in another.?2 fThe
difficulty here is that no one set of standards has yet emerged as the defini-~
tive guide for health care delivery systems in jails or prisons or both. Until
this happens, institutions will be able to pick and chcose the standards they
like best among the various sets.

Secondly, all of the efforts to set standards to date (including those that
have not yet been released) lack process elements. They do not
provide any technical assistance sections that explain how a facility can go
about upgrading its health care system to meet the standards.10

Thirdly, the language employed in many of the sets of standards is ambi-
guous and subject to individual interpretation., The AMA and the APHA have been
the most successful so far in stating their standards in specific terms. How-
ever, neither of these groups has been able to eliminate totailI the use of
such vague words as "acceptable," "adequate," "available," etc. 1

9This lack of agreement on the required elements is illustrated further in
the second section of this paper where the four sets of standards are compared
in terms of content.

107t should be noted that the AMA is planning to develop a "how-to-do-it"
manual to accompany its standards, but this task has not yet been accomplished.

llgee B. Jaye Anno, "Health Care in Jails: Realities and Remedies." June,
1976 (mimeographed), especially pp. 59-61.



Fourthly, if standards are to be meaningful mandates, they must not only

: be clearly stated but subject to objective verification as well. Such standards
must be measurable so that compliance or noncompliance can be gauged. Again,
the AMA's and the APHA's are the most satisfactory in this regard, but both of
them fall short. The problem encountered by both professional groups was how
+0 make their standards sufficiently general to encompass a wide variety of
institutions vet sufficiently stringent to be effective.

It is difficult if not impossible to design one set of standards that will
be equally applicable to large, long-term institutions and small, short-term
jails as well. APHA tried to do this, and consequently, their standards are too
stringent for small jails to meet realistically. On the other hand, while the
AMA restricted itself to jails only, their standards will undoubtedly need to
be tightened in the years to come to facilitate accurate evaluations of jails'
health care services.

Finally, as noted earlier, standards in and of themselves are not an
effective source of change. Without some additional mechanism to gauge or force
compliance, there is nothing to ensure that standards will be implemented by
correctional institutions. Of the four sets of standards discussed here, only
those of the AMA are accompanied now by a plan for implementation--namely a
voluntary accreditation program, expected to be under way later this year.

The AMA standards have already been tested in the 30 pilot sites that
are part of its ongoing program to improve health care in jails. The standards
have also been submitted to a number of sheriffs, jailers, and other correctional
and medical personnel outside the program for their review and input. The AMA
anticipates that several of the health care delivery systems in its pilot sites
will be ready for accreditation by late summer, 1977. After that, the AMA will
begin to accredit health care facilities in other jails across the country.

At the prison level, the standards being developed by the CAC are also de-
signed to lead to an accreditation program. This program differs from the
AMA's, however, in that it will encompass all phases of corrections (including
community corrections), and is not restricted to health care. While some of
the standards (e.g., those on adult parole) have already been released, it is
not known when accreditation of correctional institutions will begin.

Having given some indication of the accreditation efforts which are
planned or under way, it is still necessary to speculate what the future trends
with respect to health care standards in corrections will be. Within the
correctional community it is likely that the standards currently being developed
by the CAC will emerge as the definitive guidelines for the profession. For one
thing, this body is already composed of representatives of a number of recog-
nized professional groups in corrections. For another, this effort is funded
by LEAA and the standards developed will undoubtedly be the ones endorsed by
LEAA, both because they are the most comprehensive and because they are tied
to an accreditation program.
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Like others in the corrections field, LEAA is concerned with the burgeoning
sets of standards under design by groups that may even be at cross purposes with
one another. Hence, the policymakers at LEAA have determined that that agency
will endorse only one set of standards. While LEAA cannot force others to
adopt the standards it selects, adherence can be effectively controlled by with-
holding federal funds from institutions and agencies that choose not to comply.
Accreditation seems to be the wave of the future for corrections. ’

Since the CAC standards will cover jails as well as prisons, the question
remains of what will happen to the AMA jail health care standards which are also
being developed under LEAA funding and are also tied to an accreditation effort.
At the moment, the most probable outcome is that the CAC will adopt the AMA
standards in lieu of developing its own health care section for jails. When the
CAC begins accrediting short-term institutions, those that have already re-
ceived accreditation for their health care delivery systems from the AMA will
be given credit for this part of the evaluation by the CAC. However, work on
the CAC jail standards is just beginning. In the meantime, the AMA plans to go
forward with its program to accredit the health care systems of interested jails
within the next few months.

The biggest unknowns at the moment concern the third set of LEAA-funded
standards and the probable actions of the courts. As noted previously, NILECJ
has also funded a program designed to lead to model legislation in the nature
of a uniform corrections code. Whether the SCUCC's section on medical care
will be compatible with other sets of established standards is a matter of
speculation.

The courts are another source of concern. Since they are generally sub-
ject to less pressure than other segments of the criminal justice system, the
need not be bound by the standards endorsed by LEAA. The courts, too, are look-
ing for guidance, however, and it seems likely that if a particular set of
standards on health care 1is officially recognized within the profession, these
standards will also be the ones mandated by most, if not all, of the courts.
Until that time, though, the courts will undoubtedly continue to pick and choose
among the available guidelines of a number of groups and select the ones that
suit their purposes in a particular case. Or, if the standards
adopted by the correctional profession are deemed unsatisfactory, many of the
courts may continue to establish their own standards in particular cases as they
have done in the past.

§
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COMPARISONS OF STANDARDS ON HEALTH CARE IN CORRECTIONAL INSTITUTIONS

Jails Only

Jails and Prisons

System Elements

NSA (1974)

AMA(1977)

NACCISG (1973}

APHA (1976)

Commentary

1. System Management'
A.Monitoring and Evaluating

H. Service Delivery
A. Resources?
1. Personnel Required

2. Matcrials & Equipment

Topic not discussed.

Number and type not specified other than
a recommendation that the jail have a
“qualified physician on call at all times”
(Inmates’ Legal Rights, p. 14) and that
where paramedical staff are employed,
they should be under the supervision of
(not in licu of) a physician. The NSA notes
that “ldeally, a full-time physician and part-
time dentist should be available, but this
objective is unrealistic except for targer
institutions.” (Jail Programs, p. 14).

Topic not discussed.

"
i

The topic of internal system monitoring
{i.c., quality assurance) is not treated other
than in a series of standards that state that
the work of all medical personnel should
be performed under written or direct orders
from the responsible physician (#s 1070-
1073). This same physician is responsible
for reviewing the heaith care system and
the jail environment at least quarterly and
issuing a written ‘report to jail officials
(»1005).

Number and type not specified except that
each jail must have “*a physician or qualified

Topic not discussed,

Number and type not specified
other than - a general guideline

medicai authority who P
bility for medical services.” (#1001) In
addition, all heaith care personnel used by
the jail must be licensed or certified as the
state laws require (#1069). Further, the
ponsible physician isexp d to app
written job descriptions which govern the
work of qualified medical personnel at
various levels (#1070) and to provide
written. standing orders (#1071) for non-
physician staff to follow.

Requires a ‘first aid kit to be on hand
(#1024) and, where medical services are
feli d in the jail, requires that “'adeq
space, equipment, supplies and materials as
determined by the responsible physician™
be provided (#1023).C y includ
a short list of the. basic equipment needed.

which indi that medical services
should be “performed by petsons
with appropriate training under the
supervision of alicensed physician.”
(Standard 2.6.2, p. 36.)

Topic not discussed.

Pages 107-108 mandate that all health
care sy be audited and eval d on a
regular basis by external health care
authorities and that there be “consistent,
ongoing, internal evaluation . . . including
both peer review.and utilization review.,”

Number and type not specified except tor
a general principle which states, “Health
staff should be in sufficient numbers, of
sufficient diversity and. of sufficient train-
ing and expertise to deliver responsibly the

Only the APHA standards insist on strin-
gent quality assurance mechanisms.

All four of these professional groups shy
away from specifying the exact number
and type of health care staff required.
While previous publications® sometimes in-
dicated the ber of staff needed based

services outlined in these standards.” Like
the AMA standards, APHA also reguires
that all health care providers be licensed or
certified and qualified to practice, and that
their qualifications be on file, It is also
required that the working schedule of all
medical providers be available, but how
and to whom is not stated (pp. 111-112).

Requires “emergency cquipment and sup-
plies” and first aid kits but dous not
specify type and amount nceded (pp, 12-
13). (See also “‘Facilities™ section below.)

on the number of inmates in the facility on
an average daily basis, more recent efforts
have recognized that there is no simple
formula for determining appropriate staff
size. The number and type of heaith care
personnel required by an institution is
dependent. not only on its average daily
population, but also on the toial number
of inmates received during the course of
a year, their varying lengths of stay, and
the particular hezlth care necds of inmates
{e.g.. alcoholies, addicts, ete.).

No spevific standards exist.



Jails Only

Jails and Prisons

Svsiem Elements

NSA (1974)

AMA (1977)

NACCISG (1973)

APHA (1976)

Commeniary

3. Facilities

B. Activities or Procedures®

1. Education
a, Staff

b. Inmates

2. Disttibution (

"

Topic not discussed.

C ins @ A that *“‘all staff
should be trained to recognize the need for
quick medical help,” (Jail Security Classi-
fication and Discipline, p. 38) and that “all

perational jail p { be d in first
aid work.” (/nmates Legal Rights, p.14))

Topic not discussed.

Requires that all medications be p ibed

by a phys:cun or other legally authomed
person. ds that “wh pos-
sible , dicati be admini d by

1 ined 1. States that
“no mmnle should be sltowed to administer
medication,” (Jail Security, Classification

Topu. not treated other than in a general

that “adeq space” be

provnded (#1023, as noted above.)

Requires all jailers to be trained in first aid
(#1074) and at least one person per shift
to be lmncd in l‘u’st aid, cardiopulmonary

ing and rec-
ognition of symptoms of common illnesses
(# 1075).

States that patient education should be
carried out “on a planned programmed
basis™ (#1031) and that certain procedures
to ensure personsl cleanliness among in-
mates should be followed (#s 1076-1080).

Essentially the same content as those of
the NSA but has more stringent req

Topic not discussed.

Topic not discussed.

Topic not discussed.

States that *‘the pr)escnpuon, dis-
and adni of

ments regarding who can distribute drugs
and under what condmom (es.. requms a
written policy appi d by the responsit

physician}. However, the AMA standards
do not speclncauy prohibit inmates from

and Duclplmc Pp. 39-39). Also includ

ding the secure
storage of drugs. Slales that they should be
inventoried regularly and all use should be
recarded. Finally, the NSA recommends
that medication be given in a single dose in
the presence of a staff member (Jail Pra-
grams, p.15).

distrib i nor do they insist
that they be issued one dose at a time
(®s 1049-1058).

medlcmon shouid be under strict
medical supervision.” (p. 36)

Contains a section on “‘medical care facility™
(pp. 72-73) which specifies the types of
medical care areas needed (i.c., “examining,
patient and isolation rooms: bath and
toilets: nursing and service areas; central
and general storage") as well as the provi-
sions that must be made for disinfecting
and sterilizing equipment and facilities and
for storing drugs and lab specimens.

Topic not specifically discussed other than
in a genera) requirement that all staff be
qualified (pp. 111-112).

Contains a scction on *‘health education™
which - specifies the types of patient in-
formation that should be given to inmates
for imp d 1 & selfcare,
and prevenmwe measures. (pp. 13-14)

specific dat garding the
prescribing, dispensing, distributing, inven.
tory and storage of ail drugs; insists that
dications be administered by “‘adeq
ly trained health services personml and
that each: dose be properly documented.
Non-health p 1 can distrib drugs
only if the facility is smal), and if they have
been *“adequately trained™ and only under
specific. controlled conditions i.c., only if
the medivations are *‘scaled single doses.
kaged, delivered . daily, adeq
xdennﬁcd and labeled with directions™ (pp
99-100).

None of these sets of standards deals di-
rectly with the issuc of in-service staff
training,

The four professional groups are mostly in
accord regarding the 1 principles for
ordering, dispensing, and distributieg drugs.
Those of the APHA provide the most
specific, procedural guidelines.
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Commentury

C. Scrvices
b Direct
a, Emergency Care

‘b. Non-Emergency Care
1) Physical Examina-
tion

Recognizes that “‘every inmate has a right
1o receive proper and timely medical treat-
ment and care (Inmates’ Legal Rights,
p. 14), that staff should be trained to
recognize emergencivs, and that a physician
should be ilable to treat emer

(Jail Programs, p. 14). Also states that
*Jail administrators must establish policies
and procedures to cover inmate medical
emergencies” and that “all actions taken
with respect to medical emergencies must
be docsmented” (Jodl Ad ation, p.
45). Does not specity that the emergency
policies be written nor give any indication
of what the content should be.

Agrees with the principle that “every new
prisoner should be examined'' but does not
specifically list the type of screening that
should be done nor the type of staff thai
should perform it (Jai! Programs, p. 14).

Requires that provisions be made for *24-

hour emergency medical care availability,”

Requires only that  “cmergency
edical treatment | be uvailable} on

and that these provisions be contained in
a written plan that also includes procedural
guidelines for jail statf to follow (#1025-
1026). The major content areas of this
written plan are specified in the standards,
The jail is also expected ‘to have written
procedures for notifying next of kin
(#1027).

Requires that receiving and screening be
done i diately upon admission to the

a 24-hour hasis™ (p. 36).

Specifies that “a prompt examina-
tion [be performed] by a physician

jail: specifies the extent of the ination;
and indicates that it must be performed
according to written guidelines approved
by the responsible physician. The actual
screening need not be performed by a
physician if other staff (including jailers)
have been specifically trained to perform
this function (#s 1006-1009). This initial
screening must be followed by a more com-
prehensive ‘*health app I (to includ
lab work, ch:tking vital signs, and obtain-
ing physical measurements, as well as other
tests and cxams) within 14 days after

dmissi Written pi also govern
the collection of this data (#s 1010-1014),

upon itment to a correctional
facility™ {p. 36).

Comparable to the AMA's (except that
there is no requirement that next of kin be
notified). In addition to the written plan
governing emergency procedures for indi-
vidua} cases, the: APHA also requires an
emergency plan for medical services “in
the event of fire, riot or disaster” (pp, 12-
13).

States that “each individual committed to
an institution of incarceration or detention,
should receive a reception health assess-
ment.” These standards contain a specific
list of the policies and procedures which
should govern the cntrance examination
and include a detailed list of the jtems that
must be checked during the initial evalua-
tion (pp. 3-7). Essentially, the APHA re-
quires a full-scale physical examination on
admission, including testing for communi-
cable diseases and other Jab work. Addi-
tional information and testing is required
for women inmates beyond that mandated
for males (pp. 7-8). Further, the APHA re-
quires an annual medical evaluation and an
examination upon release (pp. 11-12)

All four professional groups agree on prin-
ciple, only the AMA and the APHA insist
on having written protocols to govern the
delivery of emergency care,

While all four professional groups agree
with the principle of an admission exam-
ination, they differ widely regarding when
it should be performed, who should provide
it, and how cxtensive it should be. Also,
only the APHA requires annual and release
exams in addition to admission evaluations.
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2) *Sick Calf™ tambulas
tory carel

3) Referrals

4) Hospitalication and
isolation

Suggests that i dasly sick call procedure
be set up to assure cach person the oppor-
tunity to receive prompt and adequate
medical attention for illness or injury
Unmuares® Legal Righis, p. 14), but does
not mandate it (Sve also.Jai Progranns, p.
18, and Jail Scewrity, Clussification and
Disciphae, p. 38.)

o pran

States only that the jail’s “health service
progrum should be coordinated with and
utilize other resources in the community
such us the local and state health depart-
tments, hospi clinics, Sical, dentad,
and paramedical organizations' and that
the  physician. should “‘make referrals™
(Juil Programs, p. 14),

States only that provision should be made
for hospitalizing and/or isolating inmates as
aceded (Jail Programs, p. 14).

Requires  that  nonemergency  medical
services be poverned by @ wntten protocol
and that the imnate be notified in weiting,
on admission, ot procedures tor gaining
dccess o medical services (#1015 and
#1016). Also states that medical pérsonnel
should - control the access 1o sick cali
(#1017): that it be conducted by & physi-
vian andfor other quaiified personnel
(#]1019): that complaints be collected
daily (#1018); that sick call be held once
a week at minimum in small jails of fewer
thun 20 inmates, at least threée times a
week in Jails with 20-200 inmates and ut
least five times a week 1 larger facilities
(#1020). Further, it sick call is not con-
ducted by 4 physician, one must be avail-
able at least once a week to respond to
inmate complaints (#1021).

Requires that the jail have written guide-
lines to provide chronic and convalescent
care and medical preventative maintenance
“rendered by an appropriste health pro-
vider” (#5 1028-1030).

States only that provision for hospitaliza-
tion be made according to written protocois
approved by the responsible physician and
that the jail have arrangements for handling
inmates who require close madival super-
vision (=8 1042-1045).

States anly that a physican ur
other quahhied mdividual deternine
an mmate’s need tor medial serv-
wes und that correctional personnel
shotld not interfere with medical
treatment (p, 364,

States that *‘medical problems re-
quinng. special duagnosis, services,
and equipment should be met by
medical -furloughs' or purchased
servives™ tp. 36).

States only that inmates should
have “‘access to an aceredited hos-
pital™ (p. 36).

EBasentislly the same content as the AMA's
except that the frequency with which such
services must be offered 18 not specificd
ipp. YU-100k

Requise thot health care services include
“an active, viable and well-coordinated
reterral network.,” Comipliance clements
specify the types of arrungements that
should he made and the type of consulis-
tion services that should be offered in fairly
specific detail, All reterrals ure 1o be govern-
ed by written guidelines (pp. 16-11).

States only that arrangements for hospital-
ization he made according To writien guides
tines and that where the institution has its
own hospital, it must meet JCAN aceredi-
wtion, Infirmaries must meet the samwe res
quirements as universily and college in-
firmaries (pp. 17-18).

There is general agredment that some type
of wmbulatory case service must be ollered,
but Dttle agreement as to the frequency.
type and duration vl services,

All grouns'agrce on the basic need for
referrals but there is little specification of
the procedures or types of services that
should be offered. APHA's are the most
specific.

All of the suts of standards are tairly general
with respect o procedures governing
hospitalization and isolation.
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) Mental Health Care

6) Demal €

71 Other
tesiders)

“are

(Speaiad

Ot-

Agrees with the general principle that the
mentally dl should not be hovsed in it
but should be referred 1o a hospital or ¢hnic
for more suitable detention, When this s
not posable, the NSA recommends that
the individual be placed under the care of a
physietan and be closely supervised by the
Jal statt. Medication shoutd be carefully
administered and, “preferably, the mental-
Iy 1l should be housed n individoal cells™
Uail Securiry, Classipication and Disaple,
P L4 Also Jad Programs, p. 20).

tndicates that “dental care should be made
available 1o every inmate,” but notes that
in practice, detainees usually qualify only
for cmergency dental care while longer-
term inmates "may get normal dental ser-
vices™ (Jad Prugrams, p. 15).

States  that, ideally, slcohol and drug
abusers undergoing withdrawal should be
transtersed 1o & hospital, When this is not
posuble, they should be osely watched.
Does not have any special standards for
women other than tha! they receive the
same treatment as men {Jail Prograns, pp.
20-21).

Requires’ that written gudelines be drawn
outhimung “procedures for implementation
ol the screening. relerral end care of
mentally il or deficient mmates,” and that
specific reterral sources be stated. Also.
persoe are to be trained regarding symp-
tom recognition of various mental iflnesses
a5 specilied by the responsible physician
(#1040). Further, the AMA believes thai
“udmission’ to appropriate hesliii tucilities
in liew of jainng should be sought . . .,
[when] out-patient  treatment 15 not
possible™ (1041),

Requires that arrangements be made for
24-hour emergency dental care availability,
governed by written guidelines that indicace
where the inmate is to he taken, how he
will be transported, and what the jait per-
sonnel’s responsibilities. sre (#1033), Also
requires that gutdelines be wntten Jor pro-
viding all inmates with dental sereening and
preventive services within 14 days ot ad-
mission (#s 1034-1035) and a dental exam
{and treatment where needed) with three
months (=s 1036-1037). Care must be
supervised by a licensed dennst (= 10348
and prositheties provided when the in-
mate’s health requires in.

Includes standards governing detoxifivdtion
procedures for' alcohal and drug abusers
(@5 1046-1048) Dovs not have d specid}
section on the needs of women ufienders.

Includes fairly  speatie standards
regarding the treatment of the men-
tally i mdgor correctional inst-
tutions, Among other things, the
standards state treatment should be
under the dircetion of a psychiatrist,
that “program - policies and  pro-
cedures should be clearly defined
and specified 10 @ plan.” that Jisg-
nastic tests should he conducivd,
that regular medical and lab work
should be done, et (p, 3730 Addi-
nonal standards dead witly transferr-
ing individuats to mental health
facilities {p. 373) and the types of
counsvhing sefvices that should be
provided (p. 3854

Not discussed.,

Contins tairly extensive standards
regarding 1the handling ot drug o1-
fenders tsee p. 373-374) hut does

“not address the issue of detoxifica-

tion. of either drug or aleohol
abusers, The standdrds that exist on
women are not specitic to health
care {see pp. 378-380).

Includey « very extensive section on mental
health services. Basentially, the APHA be-
leves that such services should be made
avadable at. all institutions, that treatment
should not be competied except.under ex-
treme circumstances, that meatal heelth
personnel who purticspate w administrative
decision-making processes that alfeet the
mmate (eg. parole or turloughs) should
not be the ones providing therapeutic
seevices, and that all patient intormation
should be kept confidential. In addstion,
the APHA isis nine datferent types of direct
treatment services which should be pro-
vided, ancluding enss intervention, short-
and long-term therapy and’ detoxification
{(pp. 27-33).

Includes very speoitic standards relating to
the responsibifities of the dentist and assist-
aats, the set-up atd operation of the dental
facility, recordkeeping requirements, and
the services 10 be oftered. Services should
include g dental assessinent on adnission
plus emergency and non-emergency services
{e.g.. oral protile, prevention, treatnsent
restoration, surgery, periodonties, ete,).
With the exception ol the admivaon exant,
the Hme pesiod Tor providitig Qiner servees
was not specified (pp. 37-42).

{ncludes staadards on detoxafeation (p: 32)
and 4 nzjor section on additonal health
care services for women oftenders, The lat-
ter calls tor the provisons of services for
menstrual irregulaiities and prégnancy and
states - that  douching, famly planning
servives, and abortions should ke avanlable
to women who request them (pp. 21-23)

Again, the groups agree that wmental health
care should be provided, but theress hitle
agreemient on the hasic services that should
be available und under what circumstances,

Arair, the two heslth core professional
groups have the most stringent standards,
APHA’S are the anost specthie in terms of
the type and extent of serviees to be of-
fered, but the AMA'S are the most speaiiic
with respect to tune,

Whaile all four of the groups have at least
cursory comntents *o mdhe regasding the.
aeeds of drug and aleohol abuscers. only
the  APHA recopnize s 1he special provisions
that shiould be wade o meer e heaith
care necds o) women otfenders,
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& Medna) Revords S1ates that. medwal records are essential
and should be maintained “‘in accordance
with estabinhed professional standards.”
The NSA recommends that the inmate's
conditon on adnussion and release be
recorded as well as prior medical history
and ¢ny laesses or inguries that oceur.or
trestiment or medication received during
continement.  Also. immates should be
dened aeeess to sl medical records includ-
ing thair - own Jui' Programs, p. 15, See
also, Jat Secunrv, Classifreation and Dis-
aplne, pp. 37-38.)

b, Nutntwon and Food Ser- The NSA has an excellent handhook de-
Aees voted to this topie. It includes guidehnes
for purchusing, storing, and prepanng food.

and provides information on the nutnitional

content of foods und on stsndard rution

allotments, cte. It also states that specisl

dicts should be provided when ordered by

a physician and gives examples of five

different types of medical  diets. See

Hundbook uvn  Food Service m Jails.

FOOTNOTES

f Other aspects of system munagement (1.e., organizing, planning, coordinating,
providing feedback and problem solving) are not dealt with by these sets of standards.

*While one would not expect professional groups to develop. standards on the
amount and sourcé of money used hy a system or the type of inmates that feed into
1. the luck of specific standards on materials and equipment and on appropriate
mcthods seems saomewhat surprising.

Yhar example, sce the ACA Manual of Correctional Standards (1966) and the
NSA Wunual on Jad Adminntration (1970). However, the former wilt be supple-
mented by the standards cusrently under development by the Commission on Accred-
tation for Covrections and the latier was replaced by the 1974 Handbook,

* Procedural siandards for medical treatment, examination, and diapnosis are all

but non-existent, Correctional bodies undoubtedly do not fee) qualified 1o set such
sandards and the medical profession has been reluctant to do so.

Contamns specific requirements tegarding
the types of records that should be kept.
states that the method of recording entrivs
should be approved by the responsible
physicien, that records should be kept con-
fidential, that a physician should control
aceess to medical records, and that records
should routinely accompany inmates trans-
ferred to other institutions (#s [059-1066).

Other than referning seaders 1o the NSA
handbook, the only specific standards are
that Kitchen workers be free from disease
and muintain good persunat hygiene, ahd
that special medical diets be provided when
ordered. by a physician (#s 1081-1083).
These three elements are included in the
NSA handbook also.

States that “complete and sccurite
records documenting all medscal ex-
snunabhions, medal fanhiags, and
medical treatment should be main-
tained under the supervision ol the
physician in charge™ (p. 36).

Topic not discussed.

Pssenfrally the same as (he AMATS, but -
cludes additional sequirements: that .cach
wmmate should have only one record that s
used hy all health care providers and that
she format ‘Ui the record should be Scind-
ardized 1o facilitote communication he-
tween staft smembers and 10 better enable
that the reconds be reviewed and sudited
(pp. 103-104) :

The APHA requireiuents do nos dstler wig-
mitiantly from those i e NS Land
book, and m tadd. ste nol a4y cxtensive.
They cover nuintonal (ontent, dietary
consultation and mansgement, tood pre-
paration and service, sanitation and satety.
and the ypes o) preparation. storage, and
dining arcas that are needed (pp. V195)

Agamn, all tour groups agree that medieat
records should be mattsined. bur Jitter
in the extent 1o which they speaty what
shoutd be recorded and how, and who
should hste access o the intoimation

Witle more of o ntapual than g sel 0l
standards, the NSN Hamdbooak s | ood
Svrtrce ot fyds o orecummended ds the piosg
vomprehiensive set ot gwidehines un this
topie.
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CHAPTER 4. THE HEALTH CARE DELIVERY SYSTEM

it

Pressures for Change =

The courts as well as the professional organizations drafting standards for
delivering health care in prisons and jails are essentially demanding that
correctional administrators close the gap between the level of care available on
the outside and that available to the incarcerated population.

In response to these escalating outside pressures, many states have appointed
health care coordinators or administrators who are, in turn, putting pressure on
the system from within. These administrators are seeking changes in many problem
areas--recruiting and training personnel, improving facilities and humanizing
them, monitoring the quality of health care, as well as controlling its costs, to
name a few.

Whether the changes are being recommended or mandated from inside or outside
prison walls, they usually involve both the nature of services available and the
management of them. Effecting necessary changes in service delivery and manage-
ment will require administrators to keep the correctional setting secure while
leaming to use more community resources.

Putting the Problem in Perspective

o

To date, many prison systems have been unable to surmount the major constraints
placed upon them (principally budgetary and security constraints) and create a
viable health care delivery system. Services are too often stopgap efforts,
especially when provided primarily through a sick-call system. There is seldom
good communication about problem solving, much less coordination of resources among
the various health care providers themselves or between the health care and secu-
rity staff. Lacking coordinated management, piecemeal services, rather than
comprehensive and continuous health care, are more often the rule than the
exception.

Clearly, the delivery of "adequate® hLealth care services will be a complex and
expensive system to administer in a setting that also demands security. But
correctional administrators cannot lose sight of the fact that the courts have con-
sistently said that health care must take precedence over security and the right of
inmates to health care cannot be subjugated to security requirements. '

1Weisbuch, Jonathan B., "Public Health Professionals and Prison Health Care
Needs" American Journal of Public Health, August 1977, p. 721.
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Fear and arguments that security may diminish if prisoners have access to more
and better services are probably spurious. Security is more likely to be enhanced
by a sophisticated health care program, as North Dakota's State Health Officer,
Jonathan B. Weisbuch, recently pointed out:

An adequately organized health care system, with appropriate
_communication and record system linkages, modern treatment
facilities, and qualified health care providers, would have
fewer breaches of "security" than the disorganized system now
in force. 1In a well organized system, the movement of patients
is dictated by professional judgment of medical need; the
hazards involved are communicated by providers in both the
sending and receiving facility; knowledge of the disease
process allows for a tailoring of the security coverage.2

Since correctional health care has been largely the responsibility of wardens
or sheriffs, untrained in the complex work of health care administration, the
patchwork approach to service delivery easily arose. As long as most budgets
allocate money for specific health care personnel and services and not overall
management, the patchwork is likely to be perpetuated until the courts or others
step in.

What Makes A Health Care System?

There is no reason why prison health care systems should differ from other
health systems--the components are essentially the same. Preventive services
should be a major concern; all inmates should have access to such primary care as
a physical examination; secondary care, such as referrals to specialists, and
tertiary care, such as hospitalization for acute illness, must be available to
those who require it; and support services, especially a medical records system
to provide linkages for conducting followup care or for monitoring care, must be
integrated into the system.

Since many administrators are not readily familiar with the variety of
components that can comprise a health care system, an outline of many of the
services reguired at various levels appears. on the following pages. Services
that fall under the purview of the professional groups establishing standards are
starred to allow readers to refer to the standards outlined in the preceding
chapter in considering the nature of services in their own institutions.

I

2 Ibid.

3More detailed descriptions of various components of health care systems are
available in the Prescriptive Package for Health Care in Correctional Institutions,
Key to Health for a Packlocked Society, and other works listed in the bibliography
in appendix 1IV.
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I. DIRECT SERVICES

A.

Ambulatory Care

1.

Primary health care services
a. Entrance screening#**
b. Entrance examinations**

- Vitas 5igns —

Medical history
Physical exam
Laboratory work-up
Vision screening
Mental health exam**
Treatment plan
Referralsk*

c. Sick call~-daily**

o0 00 0 0

e Diagnostic services: physical, lab as

® Treatment plan
® Prescription of drugs
d. Over-the-counter (OTC) medication
e. Segregation bldck visits
® Diagnostic services
P o Treatment
e e Referrals
Secondary care services
a. Speciality clinics
b. Follow-up acute and chronic care
c. Physical therapy
d. Referrals
Emergency care*¥*
a. First aid on-site
b. Ambulance
c. On=-call coverage, 24-hour
d.  Referrals**

\

Inpatient Care

1.

Infirmary care**

needed

a. Diagnostic services (e.g. lab, physical, X-ray)

b. Minor acute care
c. Convalescence

. d. Chronic care

e. Isolation*¥*

Hospital care**

a. Major diagnostic

b. Major acute care

c. Major surgery

e. Major psychiatric care
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II. PREVENTIVE SERVICES
A. Infection and Disease Control ' .. -

B. Sanitation Inspéction

“C., Dietary Services
D. Intake Physicals and Routine Screening**
E. Health Education

F. Periodic Health Examination (see entrance examination)

III. SUPPORT SERVICES (for primary and secondary care)

A. Medical Record**
B. Pharmacy
v 1. Formulary
2. Medication distribution procedures**
C. X-ray and Fluoroscopy
D. Physical Therapy
E. Occupational Therapy

F. Orthopedic Appliance Laboratory

**pAffected by professional groups' standards. See B. Jaye Anno's paper in
chaptez 3.

Assessing the System

Correctional officials have mostly had to react to demands for more and better
health care services by adding a nurse here or an X-ray machine there. This patch-
work of services that has often evolved has resulted in patchwork health care that
is proving to be unacceptable. Manv of the changes eded to improve services will
require access to additional resources--more money, personnel, better facilities.
Legislatures and agencies or institutions outside corrections will be involved in
many cases.

To design and justify new programs, corrections administrators should have a
systematic way of assessing current care (in comparison to other institutions or
outside. services) and of defining their needs as! specifically as possible.
Standards can be used as the basis for defining what components make up an
"adequate" system and also for justifying the costs.

Viewing the delivery of nealth care in the framework of a system with
measurable outcomes and based on the standards of health care professionals .can
also promote better working relationships with the outside professional community
(whose resources are essential), and inside the institution's walls, with the
security staff, whose cooperation is also.essential. This framework will help
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point up some of these complex interrelationships that will have to be understood
before change can be introduced.

A simple framework is illustrated in Figure 1. It is an attempt to isolate
conceptually the critical points of interaction in a health care system. For
instance, all components of health care delivery and management will be affected
by the demands and nature of the correctional setting--for example, institutional

culture, attitudes, and policies--and vice-versa. In addition, external influ-
ences, such as state and local laws, court orders, or professional organizations,
affect how corrections must manage and deliver health care.

The arrows on the chart imply that the health care components are
interactive--a change in one will produce changes in the others. For instance
if the number and range of services are increased, corresponding changes will have
to be made in the activities and resources needed to produce the services. One
outcome in this case should be better health care that reaches more people.
Management, in turn, will have to broaden to meet the increased demands of more
services. Ideally, external pressures, such as court orders arising from inmates'
class action suits, will subside.

By this systems framework, health care delivery can be seen as a "means-end"
change in which various resources--personnel, facilities, supplies, and so forth-- ..
can.be combined to produce a variety of services to meet specific neéds and result
in tangible outcomes. ©'The framework will help in assessing service delivery by
providing the administrator with a way to observe whether a standard is being met
appropriately. By using it to compare a present program to what is demanded, gaps
or deficiencies can be identified more easily and realistic alternatives developed
for meeting both short- and long-term needs.

To identify what is needed, measurable outcomes or goals should first be set
for a health care system. Then the administrator can select appropriate services,
activities to produce them, and finally, he or she can identify the overall
resources that will be needed. Figure 2 indicates how bo start assessing health
care programs. ' O )

" The problem of tuberculosis provides a specific example of health care assess-
ment. The prison environment increases the risk of spreading such a communicable
disease and prisoners in turn can spread it to communities they contact or return
to. The desirable outcome of an institutional TB screening program, then, would
be prevention and containment--the same standard that exists in the community. The
services needed for such a program would include coordinated evaluation of tests
administered to the prison population and treatment where necessary. Activities
would involve the testing procedures (the Mantoux test and chest X-rays) and the
taking of family medical histories. Among the resources that might have to be
available are a public health nurse, an X-ray technician, other medical as well as
correctional staff, supplies and equipment to administer the tests, and a place to
do it. (If inmates must go outside the institution, there will be other
considerations--security, transportation, etc.). :

A major benefit of arriving at needs bv using such a systematic evaluation
process should be clear. Some elements of a TB screening program, such as the
taking of a family medical history and the personnel needed, can be elements of
other programs as well. This analysis can point out ways in which programs and
resources overlap and so can help in deploying resources, including personnel and
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Figure l--Critical Points of Interaction in a Corrections Health Care System
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Figure 2--Correctional Health Care: Systems Framework
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their time,

Applying Standards to Institutional Health Care

Focusing on defining measurable outcomes will put administrators in the
position of possibly using standards as a tool to acquire what they need to
deliver services. An example is the American Public Health Association's health
education standard, some parts of which just about every institution would like
to meet.

STANDARDS FOR HEALTH EDUCATION4

Principle: The recognition of the normal and abnormal functionings
of one's body often means the prevention of serious disease. Edu-
cation, in this sense, can thus avoid serious outbreaks of disease
which can easily occur in the confines of the correctional institution.

Public Health Rationale: Special attention should be given to
providing personal health information to inmates since the inmate of
a correctional institution is at greater risk of not having had
proper medical care throughout his/her life prior to entry into the
correctional system.* Staff should be prepared and willing to
answer any inmates' questions regarding health or health-related
problems.

Satisfactory Compliance: Information of a preventive nature is
especially relevant in the following areas and shall therefore be
given at the most appropriate encounter with the inmate:

1. Information regarding dental hygiene;

2. Information regarding personal hygiene and nutrition;

3. Training in breast self-examination in women inmates;

4. Information regarding maintenance of health;

5. VD and TB information;

6. Family planning information relating to services and referrals;

7. Education shall be directed to particular epidemiological
problens;

8. Upon discharge (whether on furlough, work release, parole,
or unconditional discharge) as well as during incarceration
inmates shall be made aware of their particular health
needs so that they can help themselves stay healthy;

9. Specific advice shall be given to women inmates using
contraceptive devices regarding possible negative effects.

*Note: Maintaining a "problem list"'always at hand would be an
excellent way to begin caring for oneself, and can be made part
of the health education program of the institution.

4Stan’dards for Health Services in Correctional Institutions, American Public
Health Association, Washington, D.C. 1976 pp. 13-14.
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This standard is concerned principally with prevention--a high priority need

in correctional institutions.

Some of the outcomes of a good prevention program

are easily identified--increased knowledge and skills of inmates in recognizing
disease may help control the spread of communicable ones, prevent outbreaks, cut

down on more costly treatments, and so forth.

This particular standard is typically vague about exécﬁly what should be done
(that is, service delivery) and even more so about how to do it (resources and

acitvities).

Since we can state specific outcomes related to applying the general

standard, we can fit this standard into the systems framework and come up with the
For example, the health education standard is outlined below
and the information needed to fill it in is underlined.

missing information.

Activities

5-15 minutes at
each encounter

Trained health
professional

and/or
Pamphlets on appro-
priate topics at
inmate reading level

and/or
Films on appro-
priate topics

Time to show film
and discuss

Discussant

Discuss health prob-
lems/needs at each
medical encounter
and/or
Describe pamphlets
with appropriate
inforr.ation
and/or
Show films

Conduct discussions
of films

Information pro-
vided regarding:

dental hygiene
personal hygiene
and nutrition
maintenance of
health

VD and TB

family

planning
particular
epidemiological
particular health
needs when leaving
institution

—~ FERvICE) —— B

Increase in:

® Understanding
of normal and
abnormal func-
tioning (of
body) and

e Skill in rec-
ognizing
problems.

Prevent unnec-

essary outbreak

of disease.

Many of the health care standards will be similarly limited in scope and
difficult to apply to a specific situation unless some system is used to clarify

what the standard covers and what it does not.

Many standards, such as the health

education one, indicate the types or range of services that should be available,
but few will spell out exactly what ratic of services to inmates must be avail-
able or the timing of providing them (a screening examination, for example, must

be accomplished within 48 hours).

Informed managers and administrators can

consult with their staffs, other institutions, outside professionals, and the

inmates to fill in the missing pieces.
straightforward backing for their needs based on accepted standards.

They are then in the position of having

They can

shift the burden of accountability back where it belongs--to state officials,
legislators, the public, and the medical community.

i
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To use standards effectively, administrators should follow four general
steps in determining how to apply them and whether they will actually help
provide the elusive quaptity known as adequate health care.

1. Administrators should consider the relevance of the particular
standard in achieving particular outcomes of health care delivery
in his or her institution. (Any difference in perception among
various types of administrators about what the outcomes should be
will have to be negotiated.) ’

2. The administrator should identify the services covered by the
standard; list the range and number of services needed; and
‘specify the time periods in which they are needed, taking into
"account at the least: court and legal requirements, professional
opinions, past experience, projections of inmate population, and
experience at similar institutions.

3. The options available for delivering services should be identified
and all the resources that might be used, again considering such
factors as legal requirements, inmate population, etc., and any
particuler restrictions imposed by the standard:

4. The administrator should select the most appropriate option and
calculate what resources are needed. He or she should examine
the option in three respects:

® Ability of the option to provide the number, type ., and
timing of the services needed.

e Availability of resources for the option and the
feasibility of procuring them.

® Cost of the option.

The process used to think through the jimplications of standards on the
overall health care delivery system can also be applied to segments of it, such
as personnel, equipment, and so forth. The same process can be applied even
when standards are not available. 1In one sense, a standard is simply a basis of
comparison--something to show you where you fall short and by how much compared
to another institution, the public standard, or some other measurable outcome.

However, to use this process or any other to organize a health care delivery
system or bring one up to par requires that the information and data are made
available so administrators can make informed choices. Administrators must also
carefully identify the people who should be involved in the decisionmaking
processes.
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Many professionals believe that until health care providers are hired by
correctional superintendents to administer the delivery of services and not just
provide care, deficiences will continue to plague the programs. As public health
officer Dr. Weisbuch put it:

In the past, prison health programs have been inefficiently
managed. When placed under the management of trained pro-
fessionals, cost may be expected to drop and benefits grow,
at least until an efficient steady rate is achieved. In some
systems where extremely low budgets for health services have
been the rule, reorganization under a health director will
necessitate increased expenditures in order to bring the
quality of service to an acceptable level; but the increase
in services coupled with good management should outweigh

the increase in cost.>

Hiring medical professionals to administer corrections health care programs
may not be practical in all systems. But clearly, there must bé health care
professionals involved who have some management responsibility and real authority
to ensure that health care standards are being implemented as "adequately" as
possible.

3 Weisbuch, Jonathan B., "Public Health Professionals and Prison Health
Care Needs," American Journal of Public Health, August 1977, pp-. 721-22.

49



- s




PRSP W RRSPREAS R ) —————

CHAPTER 5. MANAGEMENT OF HEALTH CARE

If you ask a manager what he does, he will most
likely tell you that he plans, organizes, coordi-
nates, and controls. Then watch what he does.
Don't be surprised if you can't relate what you
see to these four words.

" Henry Mintzberg

Theories and descriptions of management proliferate. For the most part they
have addressed or looked at the characteristics of the work that managers do and
the content of that work. They do not provide particularly useful descriptions
or insight into how effective managers arrive at the myriad decisions they must
make constantly to keep an organizgtion or institution running smoothly.

In chapter 4; one approach to examining and then identifying ways to improve
health care delivery in correctional institutions was presented. It offers man-
agers a way to extract some of the important information they will need to respond
to the health care standards that are being proposed to set viable objectives and
outcomes for their own facilities.

Initiating new programs or upgrading old ones to an "adequate" level of
health care will demand that many important decisions be made: about what stan-
dards should be implemented; whether new standards need to be developed, and, if
so, how specific they should be; and finally, how the standards will be implemented.

Some of these decisions can probably be made using only information derived
from systematic analyses of operating programs. But most decisions are likely to
demand the involvement of persons, both inside and outside corrections, who will
be affected by the imposition of standards--that is, health care providers, leg-
islators, other agency personnel, the security force, inmates, and so forth. The
way in which the significant decisions are made and the various actors involved ™~
in them are likely to affect how successfully programs are developed and instituted
and how successfully standards are met. It is some of these decisionmaking aspects
of management that we find it critical to focus on in this chapter.

Management Professor Henry Mintzberg, whose paper is included in this chapter,
has developed a useful description of various roles and activities managers use
to arrive at appropriate decisions. In his research, he discovered that the
greatest input comes from verbal communications of numerous sorts rather than from
management information systems or other modern management tools. This discovery
may not actually be new information to managers, but it may slip from their atten-
tion. Accordingly, "the first step in providing the manager with some help is to
find out what his job really is," as Mintzberg says.
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Mintzberg has analyzed management in terms of what he has actually seen
managers do and he describes their activities under three major headings; inter-
peisonal roles, informational roles, and decisional roles.

.'The-‘i'nte-rpersonalwroles- arise~from a manager's formal authority. There are
ceremonial activities related to these roles that take up time and possibly aug-
ment status, but they do not directly affect decisions. 1Inside his organization
or institution, the manager undertakes interpersonal activities in the role of a
leader who may hire, fire, train, and work to motivate his staff. He also serves
as a liaison to the outside, communicating with others in his field, and in the
case of correctional administrators, with legislators, state or local cofficials,

_health officials, and so on. He is likely . to perform his. liaison. function.in........ ...

formal ways, such as at meetlngs, or in a variety of informal ways--over the
telephone, at lunch. (Such constan. contact with outside people and agencies 1is
especially important to corrections administrators if they are to make decisions
that will accurately respond to external pressures.)

The second class of roles, informational ones, are closely related to the

© interpersonal ones. It is the interpersonal style and skill of the manager that
lays the foundation for the guality and quantity of information he will be able
to assemble and monitor from his information network, including his staff, out-
side people, and unsolicited sources. The better he can then act to disseminate
significant information to his subordlnates, through meetings, debriefing
sessions, etc., the better his organlzatlon will function. A manager can also
use his informational role to act as a spokesman and satisfy'those organizations
to which he may be responsible, such as commissions or legislatures.

This information is not an end in itself, but rather the basic ingredient of
decisionmaking, whether those decisions involve imprcving the institution
{(upgrading health care), responding to crisis situations, allocating available
resources, or negotiating between competing interests.

Clearly, these roles are interdependent or "inseparable," as Mintzberg says.
Since managers in corrections and many other fields are under constant pressures
and have limited time to make many decisions, they may tend to act superficially
and too abruptly without reflecting on the nature of their job, as Mintzberg
suggests.

The type of interpersonal and informational activities in which a prison or
jail manager engages and the people he relies upon to inform him, in this case,
about health care dellvery, not only affect the quality of his decisions but also
the nature of the he€alth care delivery system that he plans.

This decisionmaking process can be analyzed in much the same way that health
care services were in chapter 4. In a sense, making decisions can be viewed as a
"service" of managers, who use various resources (mostly people, according to
Mintzberg) and interpersonal and informational activities to arrive at decisions.

In working through such an analysis, the manager will have to consider what
decisions will have to be made about health care delivery, that is, what are the
general or particular deficiences in services that he is expected to alter; then,
who are the most effective people who are alsa: available to him and what activities
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can he engage them in to enhance the quality of his decisions. It is possible
to chart some of this information in the same framework used to chart the

_component.s. of..the-health -care~delivery systém.  In this ¢cdsé, the outcome is the
delivery of effective services that meet acceptable public or professional
standardsi.. To obtain this outcome reguires an active interplay among services
(managerial decisions), resources (people and, in some cases, documents), and
activities (the informational and interpersonal ways the manager chooses tc
obtain input). Figure 3 is an attempt to represent this interaction.

When the outcome is more specific, then it is possible to narrow the other
. .components--in-the: framework -as-well. For example;  the outcomé might be to
institute a health education program following the American Public Health
Association's guidelines that were used in chapter 4. In this case, the APHA
standard offers the starting point for identifying the particular deficiencies
in an institution's program; a manger might be abie to see readily that he can
rely on the input of a few health professionals, the staff members who would

be involved in operating the program, and so on, to design a program. The
activities he might select to activate the program could include soliciting
input from inmates, even hearsay about their health education needs from health
care providers or other staff; instead of convening a task force, holding a
series of meetings might be the most appropriate activity.

This analogy is only an attempt to illustrate how Mintzberg's analysis of
the decisionmaking process can assist correctional administrators. For the
health care professionals, the legislators, the judges, the inmates, and all
those the administrator involves in making decisions, will, in effect, be helping
him define and establish the standard of health care service delivery that is
being demanded.
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Figure 3
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Some Folklore and Facts 2bout Managerial Work

There are four myths about the manader's job that do not bear up under careful
scrutiny of the facts.

1. Polklore: The manager is a reflective, systematic plannex. The evidence on
this issue is overwhelming, but not a shred of it supports this statement.

Fact: Study after study has shown that managers work at an unrelenting pace,
that their activities are characterized by brevity, variety, and disconti-
nuity, and that they are strongly oriented to action and dislike reflective
activities. Consider this evidence:

e Half the activities engaged in by the five chief executives of my. study
lasted less than nine minutes, and only 10% exceeded one hour. A study
of 56 U.S. foremen found that they averaged 583 activities per eight-hour
shift, an average of 1 every 48 seconds. The work pace for both chief
executives and foremen was unrelenting. The chief executives met a steady"
stream of callers and mail from the moment they arrived in the morning
until they left in the evening." Coffee breaks and lunches were inevitably
work related, and ever-present subordinates seemed to usurp any free moment.

® A diary study of 160 British middle and top managers found that they worked
: for a_half hour or more without interruption only about once every two
days.

e Of the verbal contacts of the chief executives in my study, 93% were ar-
ranged on an ad hoc basis. Only $1 of the executives' time was spent in
open-~ended observational tours. Only 1 out of 368 verbal contacts was
unrelated to a specific issue and could be called general planning.
~Another researcher finds that "in not one single case did a manager report
the obtaining of important external information froE a general conver-
sation or other undirected personal communication."

® No study has found important patterns in the way managers schedule their
time. They seem to jump from issue to issue, continually responding to
the needs of the moment.

Is this the planner that the classical view describes? Hardly. How, then, can
we explain this behavior? The manager is simply responding to the pressures of
his job. I found that my chief executives terminated many of their own activ-
ities, often leaving meetings before the end, and interrupted their desk work to
call in subordinates. One president not only placed his desk so that he could
look down a long hallway but also left his door open when he was alone--an in-
vitation for subordinates to come in and interrupt him.

Clearly, these managers wanted to encourage the flow of current information. But
more significantly, they seemed to be conditioned by their own work loads. They
appreciated the opportunity cost.of their own time, and they were continually
aware of their ever-present obligations—-mail to ke answered, callers to attend
to, and so on. It seems that no matter what he is doing, the manager is plagued
by the possibilities of what he might do and what he must do.
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- When. the manager must plan, he seems to do so implicitly in the context of

daily actiofis, not in some abstract process reserved for two weeks in the
organization's mountain retreat. The plans of the chief executives I studied
seemed to exist only in their heads--as flexible, but often specific, intentions.
The traditional literature notwithstanding, the job of managing does not breed
reflective planners; the manager does not'breed reflective planners; the manager
is a real-time responder to stimuli, an individual who is conditioned by his job
to prefer live to delayed action.

2. Folklore: The effective manager has no regular duties to perform. Managers
are constantly being told to spend more time planning and delegating, and
less time seeing customers and engaging in negotiations. These are not,
after all, the true tasks of the manager. To use the popular analogy, the
good manager, like the good conductor, carefully orchestrates everything in
advance, then sits back to enjoy the fruits of his labor, responding
occasionally to an unforeseeable exception.

But here again the pleasant abstraction just does not seem to hold up. We had
better take a closer look at those activities managers feel compelled to engage
in before we arbitrarily define them away.

Fact: In addition to handling exceptions, managerial work involves perfor-
ming a number of regular duties, including ritual and ceremony, negotiations,
and processing of soft information that links the organization with its
environment. Consider some evidence from the research studies:

e A study of the work of the presidents of small companies found that they
engaged in routine activities because their companies could not afford
staff specialists and were so thin on operating pergonnel that a single
absence often required the president to substitute.

® One study of field sales managerd and another of chief executives suggest
that it is a natural part of both jobs to see important customers, assu~
ming the managers wish to keep those customers.

® Someone, only half in jest, cnce described the manager as that person who
sees visitors so that everyone else can get his work done. In my stndy, I
found that certain ceremonial duties —-meeting visiting dignitaries, giving
out gold watches, presiding at Christmas dinners --were an 1ntr1ns1c part of
the chlef executive's job.

® Studies oﬂ\managers' information flow suggest that managers play a key
role in securing "soft" external information (much of it available only to

them because of thelr status) and in passing it along to their subordi-
nates. :

3. Folklore: The senior manager needs aggregated information, which a formal
management information system best provides. Not too long ago, the words
total information system were everywhere in the management literature. In
keeping with the classical view of the manager as that individual perched
on the apex of a regulated, hierarchical system, the literature's manager was
to receive all his important information from a giant, comprehensive MIS.



But lately, as it has become increasingly evident that these giant MIS systems
are not working--that managers are simply not using them-~the enthusiasm has
waned. A look at how managers actually process information makes the reason quite
clear. Managers have five media at their command--documents, telephone calls,
scheduled and unscheduled meetings, and observational tours.

Fact: Managers strongly favor the verbal media--namely, telephone calls and
meetings. The evidence comes from every single study of managei: al work.
Consider the following: -

e In two British studies, managers spent an- average of 66% and 80% of their
time in verbal (oral) communication.’ 1In my study of five American chief
executives, the figure was 78%.

® These five chief executives treated mail processing as a burden to be
dispensed with. One came in Saturday morning to process 142 peices of mail
in just over three hours, to "get rid of all the stuff.” This same man-
ager looked at the first piece of "hard” mail he had received all week,
a standard cost report, and put it aside with the comment, "I never look
at this."

® These same five chief executives responded immediately to 2 of the 40
routine reports they received during the five weeks of my study and to
four items in the 104 periodicals. They skimmed most of these periodicals
in seconds, almost ritualistically. In all, these chief executives of
geod-sized organizations initiated gn their own--that is, not in response
to something else--a grand total of 25 pieces of mail during the 25 days
I observed thein.

An analysis of the mail the executives received reveals an interesting picture--
only 13% was of specific and immediate use. So now we; have another piece in the
puzzle:. not much of the mail provides live, current information-~the action of
a compei:itor, the mood of a governmert legisiator, or the rating of last night's
television show. Yet this is the information that drove the managers, inter-
rupting their meetings and rescheduling ‘their workdays. T

/
Consider another interesting finding. Managers seem to cherish "soft" infor-
mation, expecially gossip, hearsay, and speculation. Why? The reason is its
timeliness; today's gossip may be tomorrow's fact. The manager who is not
accessible for the telephone call informing him that his biggest customer was
seen golfing with his main competitor may read about a dramatic drop in sales in
the next ‘juarterly report. But then it's too late.

To assess the value of historical, aggregated, "hard" MIS information, consider
two of the manager's prime uses for his information--to identify problems and
opportunities8 and to build his own mental models of the things around him (e.g.,
how his organization's. budget system works, how his customers buy his product,
~how changes in the econony affect his crganization, and so on). Every bit of
evidence suggests that the manager identifies decision situations and builds
models not with the aggregated abstractions an MIS provides, but with specific
tidbits of data.

Consider the words of Richard Neustadt, who studied the information—cbllecting
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habits of Presidents Roosevelt, Truman, and Eisenhower:

"I+ is not information of a general sort that helps a President see
personal stakes; not summaries, not surveys, not. the bland amalgams.
Rather...it is the odds and ends of tangible detail that pieced together
in his mind illuminate the underside of issues put before him. To help
himself he must reach out as widely as he can for every scrap of fact,
opinion, gossip, bearing on his interests and relatioliships as President.
He must become his own director of his own central intelligence. w9

The manager's emphasis on'‘the verbal media raises two important points:

First, verbal information is stored in the brains of people. Only when people
write this information down can it be stored in the files of the organization--
whether in metal cabinets or on magnetic tape--and managers apparently do not
write down much of what they hear. Thus the strategic data bank of the organi-
zation is not in the memory of its computers but in the minds of i&s managers.

Second, the manager's extensive use of verbal media helps to explain why he is
reluctant to delegate tasks. When we note that most of the manager's important
information comes in verbal form and is stored in his head, we can well appre-
ciate his reluctance. It is not as if he can hand a dossier over to someone;

he must take the time to "dump memory"-- to tell that someone 2ll he knows about
the subject. But this could take so long that the manager may find it easier to
do the task himself. Thus the manager is damned by his own information system
to a "dilemma of delegation”-- to do too much himself or to delegate his subor-
dinates with inadequate briefing.

4. Folklore: Management is, or at least is quickly becoming, a science and a
profession. By almost any definitions of science and profession, this state-
ment is false. Brief observation of any manager will quickly lay to rest the
notion that managers practice a science. A science involves the enaction of
systematic, analytically determined procedures or programs. If we do not
even know what procedures managers use, how can we prescribe them by
scientific analysis? And how can we call management a profession if we
cannot specify what managers are to learn? For after all, a profession
involves “knowledg? of some department of learning or science" (Random
House Dictionary).

Fact: The managers' programs--to schedule time. process information, make
decisions, and so on--remain locked deep inside their brains. Thus, to
describe these programs, we rely on words like judgement and intuition,
seldom stopping to realize that they are merely labels for our ignorance.

I was struck during my study by the fact that the executives I was observing--all
very competent by any standard--are fundamenually indistinguishable from their
counterparts of a hundred years ago (or a thousand yecars ago, for that matter) .
The information they need differs, but they seek it in the same way--by word of
mouth. Their decisions concern modern technology, but the procedures they use

to make them are the same as {he procedures of the nineteenth-century manager.
Even the computer, so importahat for the specialized work of the organization,

has apparently had no influence on the work procedurés of general managers. In
fact, the manager is in a kind of loop, with 1ncrea51ngly heavy wcrk pressures
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but no aid forthcomiﬁﬁrfrom management science.

Considering the facts about managerial work, we can see that the manager's jcb is
enormously complicated and difficult. The manager is overburdsned with obliga-
tions; yet he cannot esasily delegate his tasks. As a result, he is driven to
overwerk and is forced to do many tasks superficially. Brevity, fragmentation,
and verbal communication characterize his work. Yet these are the very char-
acteristics of managerial work that have impeded scientific attempts to improve
it. As a result, the management scientist has concentrated his efforts on the
specialized functiohs of the organization, where he could mocre easily analyze
the procedures and quantify the relevant information.

But the pressurec of the manager's job are becoming worse. Where before ha
needed only to respond to owners and directors, now he finds that subordinates
with democratic norms continually reduce his freedom to issue unexplained orders,
and a growing number of outside influences (consumer groups, government agencies,
and so on) expect his attention. And the manager has had nowhere to turn for
help. The first step in providing the manager with some help is to find out what
his job really is.

Back To a Basic Description of Managerial Work

Now let us try to put some of the pieces of this puzzle together. Earlier, I
defined the manager as that person in charge of an organization or one of its
subunits. Besides chief executive officers, this definition would include vice
presidents, bishops, foremen, hockey coaches, and prime ministers. Can all of
these people have anything in common? Indeed they can. For an important starting
point, all are vested with formal avthority over an organizational unit. From
formal authprity comes, status, which leads to various interpersonal relations,

and from these comes access to information. Information, in turn, enables the
manager to make decisions and strategies for his unit.

The manager's job can be described in terms of various "roles", or organized

sets of behaviors identified with a position. My description, shown in Exhibit

I, comprises ten roles. As we shall see, formal authority gives rise to the three
interpersonal roles, which in turn give rise to the three informational roles;
these two sets of roles enable the manager to play the four decisional roles.

Interpersonal Roles

Three of the manager's roles arise directly from his fcrmal authority and involve
basic interpersonal relationships.

1. First is the figurehead role. By virtue of his position as head of an organ-
izational unit, every manager must perform some duties of a ceremonial nature.
The president greets the touring dignitaries, the foreman attends the wed-
ding of a lathe operator, and the sales manager takes an important customer
to lunch.

The chief executives of my study spent 12% of their contact time on ceremonial

duties; 17% of their incoming mail dealt with acknowledgments and requests
related to their status. For example, a letter to a company president requested
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EXHIBIT 1

The Manager's Roles

Formal
authority and
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Interpersonal roles

| Figurehead

Leader
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Informational roles

Monitor

Disseminator

Spokesman
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free merchandise for a crippled schoolchild; diplomas were on the desk of the
school superintendent for his signature.

Duties that involve interpersonal roles may sometimes be routine, involving lit-
tle serious communication and no important decisionmaking. Nevertheless, they
are important to the smooth functioning of an organization and cannot be ignored
by the manager.

2. Because he is in charge of an organizational unit, the manager is respon-
sible for the work of the people of that unit. His actions in this regard
constitute the leader role. Some of these actions involve leadership\dir—
ectly--for exampie, in most organizations the manager is normally responsible
for hiring and training his own staff.

In addition, there is the indirect exercise of the leader role. Every mana-
ger must motivate and encourage his employees, somehow reconciling their
individual needs with the goals of the organization. In virtually every
contact the manager has with his employees, subordinates seeking leadership
clues probe his actions: "Does he approve?" "How would he like the report
to turn out?" "Is he more interested in market share than high profits?" '

The influence of the manager is most clearly seen in the leader role. Formal
authority vests him with great potential power; leadership determines in large
part how much of it he will realize.

3. The literature of management has always recognized the leader role, partic-
ularly those aspects of it related to motivation. 1In comparison, until
recently it has hardly mentioned the liaison role, in which the manager makes
contacts outside his vertical chain of command. This is remarkable in light
of the finding of virtually every study of managerial work that managers
spend as much time with peers and other people outside their units as they do
with their own subordinates--and, surprisingly, very little time with their
own superiors.

In Rosemary Stewart's diary study, the 160 British middle and top managers
spent 47% of their time with peers, 41% of their time with people outside
their unit, and only 12% of their time with their superiors. For Robert H.
Guest's study of U.S. foremen, the figures were 44%, 46%, and 10%. The
chief executives of my study averaged 44% of their contact time with people
outside their organizations, 48% with subcrdinates, and 7% with directors
and trustees.

The contacts the five CEOs made were with an incredibly wide range of people:
subordinates; clients, business associates, and suppliers; and peers--ma’agers
of similar organizations, government and trade organization officials, fellow
directors on outside boards, and independents with no relevant organizational
affiliations. The chief executives' time with and mail from theseé groups

is shown in Exhibit II on page 68. Guest's study of foremen shows, likewise,
that their contacts were numerous and wide ranging, seldom involving fewer
than 25 individuals, and often more than 50. h

As we shall see shortly, the manager cultivates such contacts largely to find
information. In effect, the liaison role is devoted to building up the manager's
own external information system--informal, private, verbal, but, nevertheless,
effective.
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EXHIBIT II

The Chief Executives' Contacts
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Informational Roles

By virtue of his interpersonal contacts, both with his subordinates and with his
network of ccntacts, the manager emerges as the nerve center of his organizational
unit. He may not know everything, but he typically knows more than any member of
his staff.

Studies have shown this relationship to hold for all managers, from street gang
leaders to U.S. presidents. In The Human Group, George C. Homans explains how,
because they were at the center of the information flow in their own gangs and
were also in close touch with other gang leaders, street gang leaders were better
informed than any of their followers.12 And Richard Neustadt describes the
following account from his study of Franklin D. Roosevelt:

"The essence of Roosevelt's technique for information-gathering was com-
petition. ' 'He would call you in', one of his aides once told me, 'and
he'd ask you to get the story on some complicated business, and you'd
come back after a couple of days of hard labor and present the juicy
morsel you'd uncovered under a stone somewhere, and then you'd find

out. he knew all about it, along with something else you didn't know.
Where he got this information from he wouldn't mention, usually, but
after he had done tE%s to you once or twice you got damn careful about
your informaticn.'"

We can see vhere Roosevelt "got this information" when we consider the relation-
ship between the iinterpersonal and informational roles. A4s leader, the manager
has formal and easy access to every member of his staff. Hence, as noted earlier,
he tends to know morz about his own unit than anyone else does. In addition, his
lijaison contacts expose the manager to external information to which his subor-
dinates often lack access. Many of these contacts are with other managers of
equal status. who are themselves nerve centers in their own organization. In this
way, the manager develops a powerful data base of information.

The processing of information is a key part of the manager's job. In my study,
the chief executives spent 40% of their contact time on activities devoted ex-
clusively to the transmission of information; 70% of their incoming mail was
purely informational (as opposed to requests for action). The manager does not
leave meetings or hang up the telephone in order to get back to work. In large
part, communication is his work. Three roles describe these informational
aspects of managerial work.

1. As monitor, the manager perpetually scans his environment for information,
interrogates his liaison contacts and his subordinates, and receives unso-
licited information, much of it as a result of the network of personal
contacts he has developed. Remember that a good part.of the information the
manager collects in his monitor role arrives'in verbal form, often as gossip,
hearsay, and speculation. By virtue of his contacts, the manager has a nat-
ural advantage in collecting this soft information for his organization.

2. He must share and distribute much of this information. Information he gleans
from outside personal contacts may be needed within his organization. 1In his
disseminator role, the manager passes some of his privleged information di-
rectly to his subordinates, who would otherwise have no access to it. When
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his subordinates lack easy contact with one another, the manager will
sometimes pass information from one to another.

3. In his spokesman role, the manager sends some of his information to people
outside his unit--a president makes a speech to lébby for an organization
cause, or a foreman suggests a product modification to a supplier. 1In
addition, as part of his role as spokesman, every manager must inform and
satisfy the influential people who control his organizational unit. For the
foreman, this may simply involve keeping the plant manager informed about the
flow of work through the shop.

The president of a large corporation, however, may spend a great amount of
his time dealing with a host of influences. Directors and shareholders must
be advised about financial performance; consumer groups must be assured that
the organization is fulfilling its social responsibilities; and government
officials must be satisfied that the organization is abiding by the law.

Decisional Roles

Information is not, of course, an end in itself; it is the basic input to de-
cision making. One thirg is clear in the study of managerial work: the manager
plays the major role in his unit's decision-making system. As its formal
authority, only he can commit the unit to important new courses of action; and
as its nerve center, only he has full and current information to make the set of
decisions that determines the unit's strategy. Four roles describe the manager
as decision-maker.

1. As entrepreneur, the manager seeks to improve his unit, to adapt it to chan-
ging conditions in the environment. In his monitor role, the president is
constantly on the lookout for new ideas. When a good one appears, he initiates
a development project that he may supervise himself or delegate to an employee
(perhaps with the stipulation that he must approve the final proposal).

There are two interesting features about these development projects at the chief
executive level.

First, these projects do not involve single decisions or even unified clusters
of decisions. Rather, they emerge as a series of small decisions and actions
sequenced over time. Apparently, the chief executive prolongs each project so
that he can fit it bit by bit into his busy, disjointed schedule and so that he
can gradually come to comprehend the issue, if it is a complex one.

Second, the chief executives I studied supervised as many as 50 of these projects
at the same time. Some projects entailed new products or processes; others in-
volved public relations campaigns, improvement of the cash position, reorgani-
zation of a weak department, resolution of a morale problem in a foreign division,

integration of computer operations, various acquisitions at different stages of
development, and so on.

The chief executive appears to maintain a kind of inventory of the development

projects that he himself supervises--projects that are at various stages of
developinent, some active and some in limbo. Like a juggler, he keeps a numbexr of
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projects in the air; periodically, one comes down, is given a new burst of energy,
and is sent back into orbit. At various intervals, he puts new projects on-stream
and discards old ones.

2.

While the entrepreneur role describes the manager as the voluntary initiator
of change, the disturbance handler role depicts the manager involuntarily
responding to pressures. Here change is beyond the manager's control. He
must act because the pressures of the situation are too severe to be ignored:
strike looms, a major customer has gone bankrupt, or a supplier reneges on
his contract.

It has been fashionable, I noted earlier, to compare the manager to an or-
chestra conductor, just as Peter F. Drucker wrote in The Practice of

Management:

"The manager has the task of creating a true whole that is larger than the
sum of its parts, a productive entity that turns out more than the sum of the
resources put into it. One analogy is the conductor ¢f a symphony orchestra,
through whose effort, vision and leadership individual instrumental parts that
are so much noise by themselves become the living whole of music. But the
conductor has the composer's score; he is only interpreter. The manager is
both composer and conductor." 4

Now consider the words of Leonard R. Sayles, who has carried out systematic
research on the manager's job:

" (The manager) is like a symphony orchestra conductor, endeavouring to main-
tain a melodious performance in which the contributions of the various in-
struments are coordinated and sequenced, patterned and paced, while the
orchestra members are having various personal difficulties, stdge hands are
moving music stands, alternating excessive heat and cold are creating
audience and instrument problems, and the sponsor of the concert is insisting
on irrational changes in the program."™

In effect, every manager must spend a good part of his time responding to high-~
pressure disturbances. No organization can be so well run, so standardized, that
i? has considered every contingency in the uncertain environment in advance.
Disturbances arise not only because poor managers ignore situations until they-
reach crisis proportions, but also because good managers cannot possibly antic-
ipate all the consequences. of the actions they take.

3.

The third decisional role is that of resource allocator. To the manager falls
the responsibility of deciding who will get what in his organizationasl unit.
Perhaps the most important resource the manager allocates is his own time.
Access to the manager constitutes exposure to the unit's nerve center and
decision-maker. The manager is also charged with designing his unit's
structure, that pattern of formal relationships that determines how work is

‘to be divided and coordinated.

Also, in his role as resource allocator, the manager authorizes the important
decisions of his unit before they are implemented. By retaining this power,
the manager can ensure that decisions are interrelated; all must pass through
a single brain. To fragment this power is to encourage discontinuocus
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decision making and a disjointed strategy.

There are a number of interesting features about the manager's authorizing -
others' decisions. Pirst, despite the widespread use of capital budgeting
procedures--a means of authorizing various capital expenditures at one
time-~executives in my study made a great many authorization decisions on an
ad hoc basis. Apparently, many projects cannot wait or simply do not have the
quantifiable costs and benefits that capital budgeting requires.

Second, I found that the chief executives faced incredibly complex choices.
They had to consider the impact of each decision on other decisions and on
the organization's strategy. They had to ensure that the decision would be
acceptable to those who influence the organization, as well as ensure that
resources would not be overextended. . They had to understand the various
costs and benefits as well as the feasibility of the proposal. They also had
to consider qguestions of timing. All this was necessary for the simple ap-
proval of someone else's proposal. At the same time, however, delay could
lose time, while quickiépproval could be ill considered and quick rejection
might discourage the subordinate who had spent months developing a pet
project.

One common solution to approving projects is to pick the man instead of the
proposal. That is, the manager authorizes those projects presented to him
by people whose judgement he trusts. But he cannot always use this simple
dodge. &

4. The final decisional role is that of negotiator. Studies of managerial work
at all levels indicate that managers spent considerable time in negotiations:
the president of the football team isg called in to work out a contract with
the holdout superstar; the corporation president leads his company's contin-
gent to negotiate a new strike issue; the foreman argues a grievance problem
to its conclusion with the shop steward. As Leonard Sayles puts it, nego-
tiations are a "way of life" for the sophisticated manager.

These negotiations are duties of the manager's job; perhaps routine, they are
n¢-to be shirked. They are an integral part of his job, for only he has the
authorlty to commit organizational resources in "real time," and only he has
the nerve center information that important negotiations require.

The Integrated Job

It should be clear by now that the ten roles I have been describing are not
easily separable. In the terminology of the psychologist, they form a gestalt,
an integrated whole. No role can be pulled out of the framework and the job be
»left intact. For example, a manager without liaison contacts lacks external
information. As a result, he can neither disseminate the information his em-
ployees need nor make decisions that adequately reflect external conditions.

(In fact, this.is a problem for the new person in a managerial position, since

he cannot make effective decisions until he has built up his network of contacts.)

Here lies the clue to the problems of team management.16 Two or three people
cannot share a single managerial position unless they can act as one entity.
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This means that they cannot divide up the ten roles unless they can very carefully
reintegrate them. The real difficulty lies with the informational roles. Unless
there can be full sharing of managerial information--and, as I pointed out ear-
lier, it is primarily verbal--team management breaks down. A single managerial
job cannot be arbitrarily split, for example, into internal and external roles,
for information from both sources must be brought to bear on the same decisions.

To say that the ten roles form a gestalt is not to say that all managers jive
equal attention to each role. 1In fact, I found in my review of the various
research studies that

. ..Sales managers seem to spend relatively more of their time in the inter-
personal reoles, presumably a reflection of the extrovert nature of the
marketing activity;

. . .production managers give relatively more attention to the decisional
roles, presumably a reflection of their concern with efficient work flow;

...staff managers spend the most time in the informational roles, since they
are experts who manage departments that advise other parts of the organi-
zation.

Nevertheless, in all cases the interpersonal, informational, and decisional roles

remain inseparable.

Toward More Effective Managemenf

What are the messages for management in this description? I believe, first and
foremost, that this description of managerial work should prove more important
to managers than any prescription they might derive from it. That is to say,
the manager's effectiveness is significantly influenced by his insight into his
own work.  His performance depends on how well he understands and responds to the
pressures and dilemmas of the job. ' Thus managers who can be introspective about
their work are likely to be effective at their jobs. The paragraphs on page ’
76 offer 14 groups of self-study questions for managers. Some may sound
rhetorical; none is meant to be. Even though the questions cannot be answered
simply, the manager should address them.

i
Let us take a look at three specific areas of concern. Fgr the most part, the
managerial logjams--the dilemma of delegation, the data base centralized in one
brain, the problems of working with the management scientist--revolve around the
verbal nature of the manager's information. There are great dangers in centra-
lizing the organization's data bank in the minds of its managers. When they
leave, they take their memory with them. And when subordinates are out of
convenient verbal reach of the manager, they are at an informational disadvantage.

1. The manager is challenged to find systematic ways to share his privileged in-
formation. A reqular debriefing session with key subordinates, a weekly
memory dump on the dictating machine, the maintaining of a diary of important
information for limited circulation, or other similar methods may ease the
logjam of work considerably. Time spent disseminating this information will
be more than regained when decisions must be made. Of course, some will raise



the question of confidentiality. But managers would do well to weigh the
risks of exposing priviiedged information against having subordinates who can

make effective decisions. g

!

If there is a single theme that runs through this article, it is t%at the
pressures of his job drive the manager to be superficial in his avtlons—-to
overload himself with work, encourage interruption, respond qulckly to every
stimulus, seek the tangible and avoid the abstract, make decisions in small
increments, and do everything abruptly.

2. Here again, the manager is challenged to deal consciously with the pressures
of superficiality by giving serious attention to the issues that require it,
by stepping back from his tangible bits of information in order to see a
broad picture, and by making use of analytical inputs. Although effective
managers have to be adept at responding quickly to numerous and varying
problems, the danger in managerial work is that they will respond to every
issue equally (and that means abruptly) and that they will never work the
tangible bits and pieces of informational input into a comprehensive picture
of their world.

As I noted earlier, the manager uses these bits of information to build models of
his world. But the manager can also avail himself of the models of the specialists.
Economists describe the functioning of markets, operations researchers simulate
financial flow processes, and behavioral scientists explain the needs and goals

of people. The best of these models can be searched out and learned.

In dealing with complex issues, the senior manager has much to gain from a close
relationship with the management scientists of his own organization. They have
something important that he lacks~--time to probe complex issues. An effective
working relationship hirges on the resolution of what a colleague and I have called
"the planning dilemma."17 Managers have the information and the authority;
analysts have the time and the technology. A successful working relationship be-
tween the two will be effected when the manager learns to share his information

and the analyst learns to adapt to the manager's needs. For the analyst,
adaptation means worrying less about the elegance of the method and more about its
speed and flexibility.

It seems to me that analysts can help the top manager especially to schedule his
time, feed in analytical information, monitor projects under his supervision,
develop models to aid in making choices, design contingency plans for disturbances
that can be anticipated, and conduct "quick-and-dirty" analysis for those that
cannot. But there can be no cooperation if the analysts are out of the malnstream
of the manager's information flow.

3. The manager is challenged to gain control of his own time by turning obligations
to his advantage and by turning those things he wishes to do into obligations.
The chief executives of my study initiated only 32% of their own contacts (and
another 5% by mutual agreement). And yet to a considerable extent they seemed
to control their time. There were two key factors that enabled them to do so.

First, the manager has to spend so much time discharging obligations that if he
were to view them as just that, he would leave no mark on his organization. The
unsuccessful manager blames failure on the obligations; the effective ‘manager turns

[}
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his obligations to his own advantage. A speech is a chance to lobby for a cause;
a meeting is a chance to reorganize a weak department; a visit to an important
customer is a chance to extract trade information.

Second, the manager frees some of his time to do those things that he--perhaps no
one else--thinks important by turning them into obligations. Free time is made,
not found, in the manager's job; it is forced into the schedule. Hoping to leave
some time open for contemplation or general planning is tantamount to hoping that
the pressures of the job will go away. The manager who wants to innovate initiates
a project and obligates others to report back to him; the manager who needs cer-
tain environmental information establishes channels that will automatically keep
him informed; the manager who has to tour facilities commits himself publicly.

The Educator's Job

Finally, a word about the training of managers. Our management schools have done
an admirable job of training the organization's specialists-~-management scientists,
marketing researchers, accountants, and organizational development specialists.

But for the most part they have not trained managers.

Management schools will begin the serious training of managers when skill training
takes a serious place next to cognitive learning. Cognitive learning is detached
and informational, like reading a book or listening to a lecture. No doubt much
important cognitive material must be assimilated by the manager-to-be. But
cognitive learning no more makes a manager than it does a swimmer. The latter will
drown the first time he jumps into the water if his coach never takes him out of
the lecture hall, gets him wet, and gives him feedback on his performance.

In other words, we are taught a skill through practice plus feedback, whether in a
real or a simulated situation. Our management schools need to identify the skills
managers use, select students whe show potential in these skills, put the students
into situations where these skills can be practiced, and then give them systematic
feedback on their performance.

My description of manaéerial work suggests a number of important managerial skills--
developing peer relationships, carrying out negotiations, motivating subordinates,
resolving conflicts, establishing information networks and subsequently dissemina-
ting information, making decisions in conditions of extreme ambiguity, and allo-
cating resources. Above all, the manager needs to be introspective about his work
so that he may continue to learn on the job.

Many of the manager's skills can, in fact, be practiced, using techniques that

range from role playing to videotaping real meetings. And our management schools
can enhance the entrepreneurial skills by designing programs that encourage sen-
sible risk taking ard innovation. , -

No job is more vital to our society than that of thé manager. It is the man;ger
who determines whether our social institutions serve us well or whether they
squander our talents and ‘resources. It is time to strip away the folklore about
managerial work, and time to study it realistically so that we can begin the
difficult task of making significant improvements in its performance.
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Self-Study Questions for Managers

1.

10.

Where do I get my information, and how? Can I make greater use of my contacts
to get information? Can other people do some of my scanning »r me? In what
areas is my knowledge weakest, and how can I get others to provide me with

the information I need? Do I have powerful enough mental modeis of those
things I must understand within the organization and in its environment?

What information do I disseminate in my organization? How important is i
that my subordinates get my information? Do I keep too much information to
myself because dissemination of it is time-consuming or inconvenient? How
can I get more information to others so they can make better decisions?

Do I balance information collecting with action taking? Do I tend to act
before information is in? Or do I wait so long for all the information that
opportunities pass me by and I become a bottleneck in my organization?

What .pace of change am I asking my organization to tolerate? Is this change
balanced so that our operations are neither excessively static nor overly
disrupted? Have we sufficiently analyzed the impact of this change on the
future of our organization?

Am I sufficiently well informed to pass judgement on the proposals that my
subordinates make? Is it possible to leave final authorization for more of
the proposals with subordinates? Do we have problems of coordination
because subordinates in fact now make too many of these decisions indepen-
dently?

What is my vision of direction for this organization? Are these plans pri-
marily in my own mind in loose form? Should I make them explicit in order to ™
guide the decisions of others in the organization better? Or do I need
flexibility to change them at will?

How do my subordinates react to my managerial style? Am I sufficiently
sensitive to the powerful influence my actions have on them? Do I fully
understand their reactions to my actions? Do I find an appropriate balance
between encouragement and pressure? Do I stifle their initiative?

What kind of external relationships..do I maintain, and how? Do I spend too
much of my time maintaining these relationships? Are there certain types of
people whom I should get to know better?

Is there any system to my time scheduling, or am I just reacting to the
pressures of the moment? Do I find the appropriate mix of activities, or do
I tend to concentrate on one particular function or one type of problem just
because I find it interesting? Am I more efficient with particular kinds of
work at special times of the day or week? Does my schedule reflect this?
Can someone else (in addition to my secretary) take responsibility for much
of my scheduling and do it more systematically?

Do I overwork? What effect does my work load have on my efficiency? Should
I force myself to take breaks or to reduce the pace of my activity?
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Self-study {(con.)

11.

12.

13.

14.

Am I too superficial in what I Jo? Can I really shift moods as quickly and
frequently as my work patterns require? Should I attempt to decrease the
amount of fragmentation and interruption in my work?

Do I orient myself too much toward current, tangible sctivities? Am I a
slave tor the action and excitement of my work, so that I am no longer able

to concentrate on issues? Do key problems receive the attention they deserve?
Should I spend more time reading and probing deeply into certain issues?

Could I be more reflective? Should I be? ’

Do I use the different media appropriately? Do I know how to make the most of
written communication? Do I rely excessively on face-to-face communication,
thereby putting all but a few of my subordinates at an informational dis-
advantage? Do I schedule enough of my meetings on a regular basis? Do I
spend enough time touring my organization to observe activity at first hand?
Am I too detached from the heart of my organization's activities, seeing
things only in an abstract way?

How do I blend my personal rights and duties? Do my obligations consume all
my time? How can I free myself sufficiently from obligations to ensure that
I am taking this organization where I want it to go? How can I turn my
obligations to my advantage?
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CHAPTER 5. OPTIONS IN HEALTH CARE DELIVEFY

Prisons and jails come in so many forms ‘and sizes, with individual needs
and demands, that it is not possible to draw models of how health care should
or even can be delivered, but only to lock at options for the future.

Throughout the country, many administrators‘}n corrections have been
working to find ways to improve their health care systems and facilities and to

" make them more responsive to human needs.

Several members of the Executive Training Program's team in Health Care
in Correctional Institutions traveled to a variety of institutions to see and
hear firsthand how some of these innovative programs are working.

This chapter examines the unique features of health in eight institutions,
ranging from a small county facility to major city and state operations. The
programs are described here largely in the words of the men and women who
are directly involved in them. Often, these people have had to fight an uphill
battle to improve the health care in their facilities and must continue to do
so. We hope their experiences will support others who are trying to initiate
change in prison health care, as well as expand their views of the resources,
needs, and alternatives available in both the delivery and managemént of health
care services in corrections. o

Eight Altermatives~-An Overview

1. We will begin by looking at how the state of North Carolina administers
and delivers health care in its 77 prison facilities. This system is under the
direction of a health administrator, uses centralized hospitals and a pharmacy,
and has developed a comprehensive intake examination and a sophisticated record-
keeping system.

2. Perhaps at the other end of the corrections spectrum is the Marion
County Jail in central Ohio. This facility houses an average of 50 people and
has developed, over the past three years, what the sheriff and jail physician
believe is an accountable and cost efficient medical program for their population.

Administrators in the next three systems have all chosen to upgrade various
aspects of medical care by developiag arrangements with medical schools and
teaching hospitals.

3. In New York City, Montefiore Hospital is under contract to provide all
major services to about 5,000 men and women incarcerated in the short-term
facilities on Rikers Island. Aduinistrators of Rikers Island Health Services
use a "health team" approach to provide care and have designed innovative
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recruiting and inservice training programs for the staff.

4. In Virginia, the Richmond City Jail has a contract with the medical
school at Virginia Commonwealth University to provide primary health care to
inmates. Administrators there also described the screening examination they
have devised to safeguard the population's health and the "medical request box"
which inmates who desire attention can use.

5. In St. Paul, Minnesota, a community hospital, St. Paul-Ramsey Medical
Center, provides health services to the county jail and workhouse. According
to the program's administrators, the hospital has successfully combined the
provision of these services with a residency training program in family practice.

6. In San Francisco, we looked at one now well-established facet of the
jail's medical program--the hospital security ward. The ward houses all major
medical, surgical, and psychiatric patients from the jail. We discussed both
medical and security concerns on the ward with representatives of the sheriff's
department and the hospital. 2

Finally, we looked at two systems that have developed innovative training
programs for inmates that affect the institutions and, 1n one case, the
community's medical services.

7. The Vienna Correctional Institution, a minimum security prison in
southern Illinois, has a program to train inmates as emergency medical technicians.
They serve in that capacity on ambulances used for emergency transportation for
both the prison and the surrounding counties.

8. IfMichigan, the Department of Correction currently operates two train-
ing programs in the dental field. One is a degree program to train dental
technicians and.the other involves on-the-job training in the production of
prosthetic dental devices. Current plans call for phasing out the on-~-the-job
program, however, in favor of expanding the degree program to include medium
and minimum security inmates.

Most of the information contained in this chapter was originally presented
in a film produced by the training team, entitled "Options in Health Care
Delivery."

A list of the people who participated in the film and whose programs, work,

and words inform this chapter is included here so that they may be contacted for
additional information.
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NORTH CAROLINA DEPARTMENT OF QORRECTIONS

A Health Administrator

Dr. Richard Kiel is chief of health services for the North carolina
Division of Prisons. He explains his job this way: "I'm a health administrator
and my responsibility is to take health professionals, medical supplies, medical
equipment, and health care facilities and merge them together so that we can
deliver optimum health care to the inmates of North Carolina at the lowest
possible cost."

The systiem he administers is rather large-~-77 facilities, 66 of which are
small field units scattered around the state. The largest facility, Central
Prison, and a large Correctional Center for Women are located in Raleigh.
According to Kiel, there are approximately 14, '50C inmates in the system, w1th
about 14,000 coming in each year.

Intake Examination and Record Procedures

Each inmate receives an extensive examination upon entering the system which

Kiel said consists of essentially four stages: & complete medical history;
physiological measurements such as weight, height, blood pressure, and so forth;
then, blood analysis, urinalysis, a tetanus immunization and a PPD screening
test for TB; and an examination in which a physician completes at least 21
separate clinical observations. The results of this examination are recorded on
a form which is compatible to computer input and entered into the computer
through a keypunch system. Quarterly, a report is issued indicating what percent
of the intake population has some abnormal condition. According to Kiel, this
information not only provides an excellent profile of the health of the inmates,
but it also provides a quality control device whereby certain findings from one
reception diagnostic center can be compared against findings at another to
determine whether or not things are going smoothly. In addition, these forms
become a part of the inmate's health records. "It's very important to have a
complete and accurate health record for two reasons," Kiel said. "“Since there
are a large number of health professionals involved in delivering care, the
record ensures continuity. The second reason, particularly important in a
prison system, is that it gives us a legal document to prove that the care that
we have rendered has in fact been delivered."

The Hospitals and Clinics

Kiel administers his state's system from Raleigh where many of the major
health care facilities for the state's prison population are located, including
a hospital, two mental health units, and a pharmacy. Central Prison is the hub
of the health delivery system, with a 100-bed acute care medical-surgical hospital
and two 72-bed mental health inpatient treatment facilities. These facilities
provide the care for the Cerntral Prison population as well as for those inmates
in the other state prisons who require hospitalization or specialty care.

The two 72-bed inpatient mental health units provide psychiatric care for
all males 18 years and older. Mental health intervention is provided by a full-
time psychiatrist, a clinical psychologist, a recreational specialist, and other
menmbers of the treatment team. There is only limited inpatient capability for
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women and juveniles. But there are also 12 satellite mental health clinics
located at the diagnostic centers at the laxger instituticns. These clinics
are staffed by psychiatrists and clinical psychologists under contract and
full-time nursing personnel.

The Pharmacy

A central pharmacy service distributes medical supplies, over-the-counter
items, and prescription medications tc all units within the state system. The
use of a central pharmacy service for a system as large as North Carolina's is
cost effective, Kiel said, because by buying large quantities under state
contract they are able to purchase supplies at a cost which is really below
wholesale.

MARION COUNTY JAIL

Marion County is located in central Chioc and has a pcpulation of about
70,000. On the average, the county jail will have a population of about 50
inmates, according to Sheriff Ron Scheiderer.

Three years ago, the jail had no real health care policy and all the
problems of a small facility: "We were underfinanced, certainly understaffed,
and we had absolutely no medical services at all," explained 3cheiderer. In
less than three years, the jail has developed a program that meets not only
legal obligations, but moral ones as well, the sheriff believes.

The Health Care Program

Dr. Robert Gray helped the sheriff set up the medical program. He is still
the jail's physician and is responsible for health care administration. Accord-
ing to Gray, the health care program was initiated at the request of the sheriff
in about March 1975. At that time, the medical budget for the year had already
been used up on unnecessary hospitalizations and emergency room calls. At first
Gray covered the whole jail. Then, a registered nurse came for one hour a day,
made sick calls, and passed out medicines. Costs started down.

By August 1976, having shown the county taxpayers that these methods werxe
cutting overall cost to them, the sheriff was able to hire a full-time registered
nurse under the Comprehensive Employment Training Act program.  She worked a
. 40-hour week, but was also on call for emergencies. Gray expects the nurse to be
a regular county employee in the near future.

The doctor is also proud of the problem-oriented records that are now part
of the system for legal protection as well as for good medical practice. "This
is one of the things I emphasized to Sheriff Scheiderer when I agreed to accept
the job as jail physician, that if something was going to be done, it was going
to be done right and within the strict guidelines of good medical practice and
medical ethics. They could not, and cannot, afford to be a halfway operation--to
me that would be the strongest basis for a suit of all." :
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Intake Procedures

The jail has developed a simple intake procedure and‘record systen that
helps the staff keep on top of potential problems. Any medical, emotional, or
mental problems are noted by the arresting officer. At the time of book-in,
the warden also questions the inmate mostly to find out if he has any injuries,
current medical problem, or if he is on medication. If an inmate has a medical
- problem, the book~in card itself is heavily red-lined on top. In that way,
when a new shift comes on duty, they know they have a potential problem.
Immediate first aid can be given, if necessary, éspecially since all of the
officers at the jail are equipped, and many are specially trained, to deliver
emergency first aid.

Jail Nursing

W
Marilyn Lawrence is thie CETA-employed nurse at the jail. In the yeur that
she has been there, Lawrence says she has had to feel her way along in defining
her role. "Jail medicine is totally new in the area of nursing--there are no
standards to go by, not only because nurses are in a totally new area but every
jail sétting is completely different. It's a case of improvisation most of the
time."

Lawrence finds her job challenging and she believes other jails can
successfully recruit competent nurses if word gets out that it can be an exciting
position: "For nurses who shudder at the thought of coming to work at a dirty
jail where nothing ever happens as I did about a year ago, I'd like to tell them
that this is the place where the action is. Nurse practitioners are the newest
approach in nursing but I'll bet a jail nurse does more than any nurse practi-
tioner ever dreamed of. Eventually you cover every conceivable acute emergency,"
she explained.

The Results

The Marion County Jail staff reported that the medical program has produced
much cooperation and better relationships within the jail. As nurse Lawrence
explained it: "We're forced to live with the inmates on a 24-hour basis. We
can either have inmates who are rioting and tearing up the jail or we can have
inmates who are cooperating with us. B&nd part of that is our own cooperation.
When they have a need that we meet, they're inclined to meet our needs. Now
where medicine is concerned, they know I'm coming. If I don't show, they're
reasonable about it because they know I've got a reason. If the deputies ignore
a request they know that eventually the next shift will not be so busy and
they'll get the request answered."

RIKERS ISLAND HEALTH SERVICES

Montefiore-Hogéital

For more than four years, Montefiore Hospital and Medical Center has
supplied the bulk of medical services to the approximately 5,000 men, women,
and youths housed on Rikers Island. The Island has four clinics to serve four
correctional facilities--the Correctional Tnstitution for Men, the Correctional
Institution for Women, the Adoléscent Detention Center, and the House of De-
tention for Men. These jails, which hold prisoners from all five boroughs of
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the city, have short-term inmates--those in detention have an average stay of
30 days and those under sentence have an average stay of 90 days with a year
being the maximum.

Montefiore is under contract to the City of New York (under both the
corrections and health departments) to administer the Rikers Island Health
Services. According to Ken Pearson, assistant administrator of the health
services, there are Several advantages to being under contract to deliver health
services in a correctional setting. - "We are able to define the medical program
within the institutions; the contract has allowed us to attract an excellent
staff; and that staff has shown a high degree of professionalism. The quality
of work has meant that rapport has been built up between the help staff and the
correctional staff. Although we have the option of taking.problems or diffi-
culties to the Commissioners of Corrections or Health, we have found that‘the
rapport we -have built has allowed us to make changes and to resolve/lnstltutlonal
problems by worklng with the wardens and the other superior offlcers rlqht in the
institutions. 3

i
i
H

The Heaith Team

According to the medical director of Rikers Island Services, .
Dr. Barbara Starrett, "we like to think that we operate with a health team in
each of our institutions." The pfison is the primary responsibility of the chief
physician in the institution, but that individual works hand-in-~hand with the
unit administrator and the clinical nursing supervisor. Under them are staff
physicians, staff physician's assistants, nurses, physicians, pharmacists,
pharmacy technicians, and clerk typists. Dr. Starrett reports: "In all we
have 13 full-time physicians, 15 full-time physician's assistants, 70 nurses,
10 pharmacists, 15 pharmacy technicians, and about 12 to 14 medical records clexk
typists, plus the ¢4 unit administrators, chief physicians and clinical nursing
supervisors. In addition to this full-time staff, we have moonlighting physi-
cians who provide care on some evenings, nights and weekends."

Recruiting

As Dr. Starrett pointed out, this is a large staff to maintain. But durlng
her two years plus of running the health services, she says she has seen a
tremendous increase in the quality of the physicians who have come to Rikers
Island as well as a growing commitment to patient care by the entire staff teams.
She believes the program's recruiting tone and flexibility are responsible for
attracting some of the good people. As she explained it: "When we advertise,
we say, ‘come and join our health team.' So we are telling you right away that
you are going to be working with other people. Then we say, 'do something
different!' That's because we're looking for somebody who has got a little of
that medical school spirit--that I came to medical school to help people--left.
We want somebody who is comfortable using a problem-oriented record. . And we tell
them, 'you don't have to sign your name in blood and stay forever. You can come
between training programs, while deciding whether to go into private or group
practice, or while just trying to make up your mind.' So we have been able to
attract well-trained physicians who are using problem-oriented records, who want
a salaried, regular job, and who want to come for a year or two." Physicians
have come to Rikers for as short a time as six months and as long as two years,
but the average stay is a little over a year. Using a team approach to health
care makes it possible for Dr. Starrett to hire the kind of physicians she does:

87



"Having substitute players coming in and out works all right as long as the team
maintains good lines of communication." :

Inservice Training and Educaticn

The Mcntefiore program has also built in programs and activities, according
to Dr. Std&rett, that address one of the major problems health care professionals
have faced when they go behind bars-~isolation. The large size of the staff,

_the use’ “of outside consultants, and Rikers' own various specialty clinics help
in fnls area. In addition, the chief physician and clinical nursing supervisor
'ﬁ.old monthly seminars on selected topics for their staffs. There is an accred-

“ ited inservice training program for nurses and as part of their contract, doctors
can have one afternoon a week off to devote to an approved training or education
program or even for doing reading and research. Montefiore Hospital radiologists
regularly give conferences on radiology at Rikers and the hospital plans to send
consultants to Rikers to help them improve the functioning of their health care
teams.

RICHMOND CITY JAIL

The Richmond City Jail was built to hold 600 persons, but like many cities'
short~-term and detention facilities, it has often housed well over a hundred more
individuals than expected in the past several years. The jail has men, women,
and some adolescents, but no one under 15 years of age. As a short-term institu-
tion, it houszs detained, individuals who are awaiting trial or involved in
litigation and also individuals sentenced for up to 12 months. The average
length of stay is seven to nine months.

For some time, the jail's administrators have been interested in getting
proper medical attention to irimates and not only out of fear of legal action.
As City Sergeant Andrew Winston explained: "I sometimes look at it rather
selfishly. It makes the administrator's job a more comfortable one when proper
medical attention is administered within the institution." .

Medical College Contract

Winston likes going outside the system for medical services to get the com-
munity involved in the institution and to avoid excessive isolation. The
Richmond jail decided on a contractual arrangement with Virginia Commonwealth
University's Medical College to supply primary health care to inmates. Under
the contract, a pool of residents from the university's hospital center operateés
an "extension clinic" at the jail three times a week.

Screening Examination

The jail's medical program includes an immediate preliminary examination for
every person committed to its charge. Licensed practical nurses perform the
 examinations. They take a brief medical history of the individual to determine

‘whether he has diabetes, heart trouble, or other medical problems that need
attention. If necessary, an inmate can be sent immediately from the jail to the
hospital. Otherwise, he will be referred to one of the resident physicians for
a checkup.
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Medical Reguest Box

Finally, the jail has set up a medical request box near the cafeteria.
Inmates are given an opportunity to drop notes into the box three times a day.
All requests are answered within 24 hours. For those people confined to their
cells, a nurse makes rounds three times a day to dispense medication and conduct
sick call.

ST. PAUL-RAMSEY MEDICAL CENTER

Background of the Family Practice Program

Dr. Vincent Hunt is an associate professor in the Department of Family
Practice and Community Health at the University of Minnesota. He is also
director of the Family Practice Department”at St. Paul-Ramsey Medical Center--a
department that has the responsibility for clinics in a medically disadvantaged
area on the West.Side of the city that includes the County Workhouse and
City-County Jail.

Dr. Hunt got his hospital's program started under unique circumstances:
"I became involved in the idea of prison health in a rather roundabout manner.
There was an incident in our hospital in about 1971--a resident was taken hostage
by a prisoner and a guard was actually killed. This problem was resolved. How-
ever, it caused all of us to consider what might be the best way to care for the
prison population in as humane a manner as possible while also making certain
that safety was ensured.

"Those of us at St. Paul-Ramsey who became involved in providing health
care to prisoners found that it was necessary to become immersed. We had to
go right down into the 1nst1tut10n and work with all the problems, wrestle with
them, try to figure out how best to take care of these people, and how to
stimulate others to really want to take care of these people while also making
it intellectually stimulating and rewarding. ‘

"There are many times when I was worried that some prisoner might actually
stab me or take me hostage or maybe even threaten members of my family. (In
fact, that happened.) This was a real concern to have to get over and work with."

Medical Services

Dr. Robert A. Derro, a full-time staff physician in the hospital's
Department of Family Practice, also has responsibility for the provision of health
care services at' the City-County Workhouse, a 150-inmate facility. He described
the program of health care that has evolved using hospital residents.

"We provide services at the workhouse twice weekly for one to two hours per
session and we see anywhere from 10 to 15 inmates at a given session. There is
a full-time nurse at the workhouse who also provides appropriate services and
assists us. In most cases, we also supervise the care of inmates if they require
hospitalization at the support hospital.

"A unique feature of our program of health care services at the workhouse is

its integration with a family practice residency training program. Family
practice residents can elect the option of participating in health care at the
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City-County Workhouse with a full-time staff physician. We combine service and
teaching since the resident works alongside the staff physician and acquires
competence in dealing with unique medical and emotional problems that one
encounters in a correctional facility."

Health Care Goals

"We have established several defined goals for health care services at the
St. Paul-Ramsey County Workhouse," Derro said. "Some of these objectives were
determined prior to the institution of services and others became apparent after
we began providing services.

"Firstly, we wanted to provide accessibility to health care in the event of
crisis or medical emergency situations. We achieved this by having a full-time
nurse and by providing onsite services with consultation sexrvices available from
members of the staff of the support hospital. Secondly, we wanted to provide
services for elective medical conditions at a level which would at least be equal
to that on the outside.  Thirdly, we have instituted a series of high-yield,
cost-effective admission screening techniques based on ‘a survey of health care
needs at our institution.

"Finally, by combining our program of health care services with a family
practice residency training program we have exposed physicians in training to a
medical model of care that is very different from the models they have encountered
in medical school and which in many ways will be different from the model they
will encounter in practice. Hopefully, this exposure will stimulate them to
pursue this interest in their practices by providing care to local or county
correctional facilities.

"This relationship that we've established between the correctional facility,
the City~-County Workhouse, and City-County General Hospital may be applicable to
a wide variety of correctional settings. The increase in concern for health care
in correctional institutions makes it likely that a particular department within
a support hospital or a particular individual will share a commitment to the pro-
vision of health care in the correctional facility. By establishing contact with
that individual or that department, a strong working relationship between the two
institutions can be established."

SAN FRANCISCO GENERAL HOSPITAL SECURITY WARD

-

The Hospital's Security Ward

In San Francisco, a major lawsuit, charging among other things that medical
services in the county jail were wholly inadequate, forced a major overhaul of
the system. Financial considerations dictated that a security ward would have to
be established at a community hospital for major medical care of prisoners.

At first, according to the current medical director on the ward, security
was at a minimum. There were several escapes; the health care staff was afraid;
and there was constant tension between the doctors and nurses and the security
staff. ’

[

The original, makeshift ward is gone, and a tight security ward, with
specially selected guards from the sheriff's department, closed-circuit
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television, and other equipment, supply round-the-clock surveillance. The

ward has about 22 beds with one or two beds in a room. It serves both medical and
surgical patients and some psychiatric patients. 1In 1978, however, a second ward
will open at the hospital to serve psychiatric patients exclusively.l

The Sheriff

San Francisco Sheriff Richard Hongisto recounted the histzry of the security
ward. "When I took office five years ago," began Sheriff Hongisto, "I found that
our jail lacked 24-hour nurse coverage, adeguate supplies and equipment fcr a
medical program, adequate transportation crews to take people to the hospital, and
- an adeguate security ward at the hospital. We virtually had no ability to treat
people who were in need of intensive medical care while in detention, and without
a security ward, our staff was severely depleted just trying to maintain custody
over people in the hospital--we had to qguard them one-on-one, and we didn't have
enough staff to do that.

"To meet these needs, we had to go repeatedly to our county supervisors and
to the public. We explained to them over and over the need for adequate medical
care in the jail. We told them that if the dollars weren't spent, if the program
wasn't initiated, people would die in jail. Severe medical neglect could lead to
the injury of many prisoners, most of whom hadn't even been found guilty of any-
thing. But it wasn't until the city was faced with a very large civil suit in
which they had to pay a large judgment that the officials and the public finally
began to get the idea.

"Now we have a new security unit built into our general hospital. It is well
staffed, 24 hours a day, and we have the ability to take an inmate to clinics
inside the hospital for every kind of treatment. It's been a vital component in
our medical care delivery and I know that it has resulted in the savings of
enormous human misery if not the saving of life."

Security on the Jail Ward

Sergeant Edgar Flowers of the San Francisco Sheriff's Department is commander
of the security patient care unit, also known as the jail ward, at the
San Francisco General Hospltal. He told us that his job is to supervise the
deputies, ensure security, and see that the patients get the best care available
while they remain in custody.

One of his major concerns has been to choose the appropriate staff: "Not
everyone in the sheriff's department is capable of functioning well in a unit such
as we have. We recognize that some people are ill-suited for this type of duty.
Therefore, a key thing is to pick the proper people to serve in our unit--a man
who is security conscious and security conscious in terms of working outside of a
jail situation; someone who can function well in dealing with people who are ill
as well as someone who can deal with doctors, nurses, hospltal administrators, and
the families of sick patients.

1See appendix II for a detailed discussion of mental health care provided in
the ward, written by the director of San Francisco's Criminal Justice Mental
Health Unit, G. Thomas Peters.
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"Physical security is particularly important since some inmates in the
county Jjails, especially ones who are facing long prison sentences, will probably
view a hospital ward as an easier place to escape from than a jail. It's not
unheard of that people will make themselves sick or successfully convince the
doctors that they have an undefined illness to get into the hospital. What we
have done is use physical security methods that make escape virtually impossible
by providing secure windows, electronic surveillance, secure doors, a lock control
room, and other security measures.

"None of this works, however, unless everyone involved on a ward of this type
is security conscious. We were very fortunate in that the hospital administration
supports this view and they encourage it. The nurses, the doctors, the janitors,
the technicians--everyone cooperates.

"We maintain this cooperation by having good working relationships, and by
holding a weekly ward meeting where a representative from every unit attends. If
there are any problems to be solved, this is the place where it's done. If the
security staff reports that anyone is breeching security, I bring this up at the
meeting. If we find that someone is deliberately refusing to follow good security
measures, he's transferred.

"Personally, I think that the major thing that I have done is to establish
open lines of communications and a rapport with the hospital administration, with
the nurses, and with the doctors. The thing that the sheriff's department has
done that's most important (and I'm not talking about just money and buildings)
is to give me the authority to accomplish things. I have not been weighed down
in bureaucratic red tape. I can solve problems right away because I know that I
have the authority and the backup. I'm only a sergeant but I don't have to deal
with a lieutenant or captain. I'm an administrative assistant to the sheriff,
responsible only to the sheriff, and he's aiven me the authority and he expects
that I will do a good job."

The Security Ward: The Medical Perspective

Dr. Richard Fine is the medical director of the security ward at San Francisco
General Hospital. He is also chief of the outpatient department at San Francisco
General Hospital. The security ward, he said, provides basically all hospital
services for county jail prisoners--both detainees or sentenced persons--who
require hospitalization. The ward also takes patients from other correctional
facilities, such as the state prisons or the federal prison, who are best handled
in a community hospital situation.

Fine agrees with the sheriff that the ward was established to save money,
but it has also proved eminently successful: "The security ward was mandated by
economics. It was very, very expensive for the city to provide individual guards
around-the~-clock for each patient. C(Clearly, for a city the size of San Francisco,
the economic argument mandated that the city say to the hospital, 'You put in a
security ward because that will save us money.'"

But according to Fine, the hospital "hemmed and hawed" for years about
building a security ward. "Everyone was afraid for numerous reasons--that the
quality of care would decline, that nobody would work on it, that the majority
of prisoners would fake illness and get in and waste-our time. In point of fact,
none of that has happened. We were able to attract a very confident and dedicated
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‘staff just by advertising throughout the hospital.

"One of the things that makes our security ward work has been the use of
volunteer staff--volunteer in the sense that health care workers from other areas
of the hospital were recruited. A vast number of people who worked in other
wards wanted to transfer and work on the security ward as a specialty type unit.
That counteracted our fears that we wouldn't be able to attract qualified doctors,
nurses, orderlies, and technicians. Now, there is even a waiting list of nurses
and technicians who want to transfer from their wards to the security ward."”

The relationship between the custody staff and the health care staff has been
refined during the past five years. Initially, the sheriff's department did not
control the security operation and every eight hours a new police officer, who did
not know the regulations of the ward, would be in charge, according to Fine. "The
result was utter chaos." That began to change when a sergeant from the sheriff's
department was assigned to the ward to coordinate and supervise the deputies--
tasks the medical director once had to perform as well as watch over health care.

Fine explained how the health care and security staffs interact now.
"Whenever there is a question as to Whether something is a health care issue or a
custody issue, we can sit down and talk about it. If there is a problem, we can
appeal to either the executive committee of the hospital or to the sheriff.
That's almost never necessary because when we set the ward up, we agreed upon a
list of ground rules about how the ward would be run--what constituted security
issues and what constituted health care issues. These can get very, very tricky.
Something as simple as a telephone call becomes a very complicated issue in a
jail, as well as in a hospital.

"For us, it's important that prisoners have some contact with the outside
world anéﬁwith their family, especially when they're sick and especially when
they're having psychiatric problems. But, you can't just apply jail rules to
the hospital setting. We worked out a negotiable kind of agreement. If a
conflict or a problem arises, we discuss it and change the rules if necessary.

I think this has helped more than anything to keep the staff relationships close
and open."

The existence of the tight security ward has minimized the kinds of conflicts
that can arise between the security and health care staff in a community hospital,
and it has allowed medical decisions to take precedence over custody decisions,
as Fine believes they must. The two staffs have also been able to maintain a good
working relationship, according to Dr. Fine, by exchanging helpful information.

For example, the deputies have requested training in such areas as cardio-pulmonary
resuscitation, how to handle someone with a broken leg, or how to handle a dis-
turbed person. It has helped both groups, especially since deputies may be the
first to encounter some of the problems, Fine added.

The Medical Social Worker

Finally, Fine told us about what he considers to be one of the most important
additions to the security ward's health care team--a medical social worker.

"One of the crucial people in our health care team on the security ward is

the medical social worker. Basically, he or she--in our case she~-has knowledge
of all the community resources that can be incredibly helpful to people when they
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leave jail and have a major health care problem. The social worker gets involved
in every single discharge planning. In fact, we have now made it a rule that no
patient can be discharged from the ward until the social worker says it's okay.

"This social worker is, I'm sure, a cost-efficient staff member because she
saves us so much in terms of aggravation and time and energy that are critical.
Also, the social worker is the main contact between the day-to-day problems that
a prisoner has on the ward and the medical staff or the custody staff. The
prisoners will gripe to the social worker who can act as an advocate for them,
and talk to the deputies. We try to work those things out on a case-by-case
basis and it runs pretty smoothly. It tends to make things much smoother, in
fact, when the prisoners get good health care."

VIENNA CORRECTIONAL INSTITUTION

3

Since 1972, inmates at the minimum security Vienna Correctional Institution
in southern Illinois have had a unique opportunity to become part of emergency
medical teams that serve both the prison and the surrounding community. The
institution runs 6-week courses for the inmates and civilians to train them as
emerdgency medical technicians who can be assigned to one of the three ambulances
housed at the prison. Inmates rotate on ambulance duty so as many as possible can
get some real and advanced on-the-job training.

The Emergency Ambulance Service

Accdrding to Warden Vernon Housewright, "The ambulance service came about
when area funeral directors decided to get out of the ambulance business. We
recognized that we, as well as the people of the area, needed emergency medical
services. We developed a grant proposal and, in 1972, when we got the ambulances
and the funds to operate them under the Highway Safety Act, we began our operation.

"It services the inmate population and the staff at this institution, and
also serves the people in the free community. Inmates who are trained as
emergency medical technicians ride on the ambulances, but civilian staff, who are
also emergency medical technicians, drive the ambulances. In the years that the
ambulances have been in operation, the service has been invaluable to us in
saving lives, especially of heart attack patients. In addition, the service that
is provided to the public in two county areas has been a big boost not only in
terms of public relations but also in the health care services that are available
to free community citizens."

The two rural counties that participate in the program are sparsely populated
and hospitals are often distant. If the prison did not operate ambulances, this
emergency service would probably not be available to the approximately 12,000
people in its range, according to Housewright.

The warden said the service "works very well" and has had few problems.
This may be due in part to the fact that the inmates participating are well
trained. "They must be certified on a national level as a result of written
tests and practical tests given by doctors, nurses or instructors," Housewright
explained.

As pressure has increased on correctional institutions to provide better
health care to inmates, Vienna has been able to meet some of the demands for its
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550 to 600 residents because of its emergency ambulance service, according to the
warden. "Court decisions in the past few years, as well as standards being
developed in corrections around medical services, has resulted in many jurisdic-
tions going to free community hospitals to get needed services for inmates. What
we find with the ambulance service based here at the institution is that in cases
of serious illness, heart attacks, and things of that nature, w2 have trained
emergency medical technicians who can respond quickly, know how to move patients,
and can get them fast to our own medical facility or the community hospital if
necessary."

Housewright told us that he believes a similar ambulance service could be
set up inside larger institutions and even in maximum security prisons: "It
could be a real advantage to administrators of large institutions in terms of
either moving a man to the institution's hospital or moving him to a free com-
munity hospital. It would also be extremely valuable in the event of disturbances
in which numbers of people are injured."

Housewright is aware that the issue of using inmates to perform some tasks
is a controversial one.  But his experience to date prompts him to give whole-
hearted support to Vienna's program. "There is a grea: deal of concern about
inmates being used in medical services within the hospitals of institutions,”
he said. "But one way that they can be used legitimately, I think, is to train
them as emergency medical technicians for ambulance services, require them to meet
national standards so they can be certified, and then put them under staff super-
vision. That is what we have done and it has proven itself over the past several
vears to be a service that we depend on greatly.”

CAMP WATERLOO, MICHIGAN

Camp Waterloo is the headquarters of Michigan's minimum security paﬁﬁ
program and also the home of the prosthetic laboratory of the dental department.
All the prosthetic dental devices for the Michigan Department of Corrections and
for some mental health institutions throughout the state are manufactured at
Camp Waterloo. The camp also administers the training programs‘for residents
studying to be technicians in dental technology. /

Dr. William Byland supervises the dentistry operations and the training
programs. There are currently two training programs within the institution that
Byland described. "In the prosthetic laboratory we have on-the-job training. We
take resident applicants, check their grade level, their past history in the
system as far as work performance, dependability, and so forth, and if they appear
acceptable, then we give them an aptitude test. If they pass, we put them to
work in the laboratory, training them in the various techniques. It's only a
matter of 18 to 20 months until they have covered all phases of the dental labora-
tory operation and they are pretty much a finished product.

"This past year, 1976, we initiated a new program that will eventually
replace the on-the-job training program. In cooperation wich Jackson Community
College we are offering a two-year associate degree program in dental technology.
The program will take approximately 18 to 20 months, and the students will have
sixty hours of college credits accumulated in this field when they finish. We
have hired one dental technician who serves as the instructor in this program.
(He has a college degree, is a certified dental technician, and he has three to
five years of teaching experience. So he fits the qualifications for a junior
college instructor.) We supplement his instructing with assistance from some of
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our own technicians and then I also teach some of the classes."

According to Byland, the program has recently been expanded to allow inmates
in a medium security prison to participate. This was a necessary step because of
the time required to complete the degree program. For, dut of the first class
of some 20, only half finished the program. The rest, inmates of the. minimum
security camp, won early releases.

The second class began in September 1977 at a medium security facility.
Twnety-eight inmates are enrolled and there is a good chance that all will
complete their degrees, Byland said.

These programs are an extension of Michigan's and Dr. Byland's efforts
to offer the state's incarcerated population essential dental care. Over the
past couple of years, Dr. Byland has overseen the modernization of the dental
clinics. More positions for dentists were created and well-gqualified ones were
recruited.2

Now, the University of Michigan's Dental School, which discontinued its
association with the Department of Corrections in the mid-1960s, citing sub-
standard conditions, is again expressing interest in having one residency
training program at a prison clinic, according to Byland. If one is successful,
he expects that others will follow, offering inmates more and better services.

"We have certainly gone a long way in restoring the confidence of residents
in dental care," he noted. That is gratifying to Byland because, as he
explained, "We are very conscious in the State of Michigan of dental appearance
because we feel this is wvital to the success of our residents as they return to
society. There is nothing like a winning smile to help encourage an interview
for a job position!"

2. . . . .

Michigan has developed an extensive Dental Policy Manual that sets out
guidelines for correctional dental care in the state. See appendix II for a more
detailed discussion of the dental program.
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CHAPTER 7. OPTIONS IN FUNDING

When one considers the resources and vast sums of money swallowed up by
health care in the free community, then the enormity of the problems facing
correctional institutions take on a little perspective. Indeed, it is no wonder
that correctional institutions are one of the few places in the country where
health care may still be delivered by nonmedical personnel.

People who have looked at funding sources generally have discovered, perhaps
not unexpectedly, that only insignificant amounts of money have filtered into
the correctional systems from the U.S. Department of Health, Education, and
Welfare, from cther Federal and state agencies, or from private organizations.

In addition, few inmates are covered by health insurance plans.

Where is the money going to come from to fund better health care in prisons
and jails, especially in the face of growing legislative pressures to cut spend-
ing? Clearly, correctional administrators are going to have to apply all their
imaginative and creative powers to locate funds, as well as use innovative
approaches such as some described in chapter 6.

The American Correctional Association is reportedly leaning toward national
health insurance as one answer to the problem of funding health care in prisons
and jails. That avenue is explored in the paper that follows, as well as other
potential routes of national funding that may not be as familiar.

Experts on institutions point out, however, that the first step in acquiring
adequate funding is to separate the health care budget from other expenditures,
which is an unwieldy task in corrections systems that lack an administrator
responsible for health care.

Without such administrators, who can apply a systematic approach to creating
realistic and defensible budgets and manage them effectively, correctional health
care may continue merely to limp toward supplying basic human needs. To tap the
"potential" funds and to make essential short~ and long-term improvements in cor-
rectional health care will demand that administrators and managers convince those
in charge of the money of the real need for change in their institutions.
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INTRODUCTION

The plight of health care services in the correctional facilities is this
country has reached crisis proportions. The/problem originates in the initial
screening process (or lack thereof) which admits prisoners without a proper
medical review~-exposing the entire institution to a potpourri of virus and
disease, largely due to the type of population with which they deal. Once
inside the doors, the inmates are forced to live in close quarters with both
the well and the ill, spreading disease and compounding the health problem. To
receive medical attention, prisoners must wait long hours in a sick~call line
to receive a cursory glance from the overburdened medical practitioner on duty,
and possibly a couple aspirin or sugar pills (placebos) for the pain. Seldom
are serious illnesses recognized during a routine sick call, and diseases which
require more sophisticated detection almost invariably are ignored.

For such reasons, over 50 percent of the nation's penal institutions are
under court order for inadequate health care provision. Too much of the pro-
blem is caused by neglect, disinterest, or ignorance. But even in the cases
in which an administrator recognizes the problem and seeks viable solutions,
he is too often stopped short because of the lack of adequate funds.

This guide is the result of the initial attempt to locate funding sources
for health care in prlsons. Several, but by no means all, avenues were explored
for their hidden 90551b111L1es and buried resources. In section I, the effects
of the various proposals for national health 1nsurance on the provision of
health services in prisons and jails were investi gated Sectlon IT details
sevaral grant programs sponsored and funded by the Federal government that
could feasibly be applicable for use in the criminal justice system. The
third section reviews two specific public laws, 93-641 and 94-484, which
amend the Public Health Services Act and, consequently, contain provisions
that can pé"generalized to include the prison population. Finally, in section
IV, the National Institute of Corrections, an obvious source of assistance, is
discussed ‘briefly, w1th a view to recent developments and 1nnovat10n within
the Instltute. .

The research that produced this dochment was involved; the process of
finding satisfactory answers, and more importantly, formulating the right
questions, is cumbersome and tedious. I wish to thank the Honorable Edwin B.
Forsythe, most able Representative from .the Sixth Congressional District in
New Jersey, under whose name much of the investigation was done and without
which the web of governmental complexity would still be hopelessly tangled.
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NATIONAL HEALTH INSURANCE

National health insurance is a phrase that has been floating elusively 'in
the minds of jmany people since the beginning of the 20th century, and since
at least the 9lst Congress in terms of significant and meaningful legislation.
(Though even as far back as 1943, the "Wagner-Murray-Dingell" bill was intro-
duced, proposing universal and compulsory insurance through payroll taxes.)
Ironically, the concept's longevity bears no direct correlation to its
maturity: national health insurance is still far from becoming a reality.

At present, approximately a dozen bills relating to such insurance are
pending before the House and Senate, with a small number of these highlighting
the major differences of approach to the health insurance issue:

The Kennedy-Corman bill (S.3/H.R. 21), supported by the Committee on
National Health Insurance, the United Auto Workers, and the AFL/CIO

The Ullman bill (H.R. 1 in the 94th Congress), supported by the
American Hospital Association

The Long-Ribicoff bill (S.2513/H.R. 14079 in the 94th Congress)

The Hansen-Carter bill (S.218/H.R. 1818), supported by the American
Medical Association

Most of these bills have been revised and reintroduced from past
Congresses. Yet, at the time of this writing, none has been discussed or
even scheduled for discussion in subcommittee or committee hearings.

Proponents of national health insurance have reason for optimism with the
election of a new administration. President Carter has spoken out clearly in
favor of a comprehensive health insurance program. However, he has also
promised jobs legislation and welfare reform, in addition to proposing tax cuts;
hence, national health insurance has been forced to take a back seat behind
the more immediate concerns of the administration. This in turn has minimized
the need for related action in Congress. Representative Dan Rostenkowski (D-

I1l.), chairman of the House Ways and Means subcommittee, the body that
must initiate congressional action on the tax portion of any health insurance
program, has stated that he plans to wait until the administration offers its
own bill before taking any steps toward legislating natioral health insurance.

Still, it must not be construed that national health insurance is suffer-
ing a slow death; on the contrary, its supporters are well aware of the rewards
of patience and tolerance for effecting gradual but steady change. The admini-
stration's first apparent steps were taken on February 2, 1977, when the
President supported Congress in its effort to deal with the widespread fraud,
waste, and abuse of our system in his fireside chat, and in a more
substantive and recent move when he proposed a strict Federal limit on hospital
cost increases. p

To many, limiting hospital cost increases is seen as a testing ground for,
or possibly a stepping stone to, subsequent health care cost reform. 1In the
style of Congress, even action on this legislation, the "Hospital Cost
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Containment Act" (H.R. 6575/S. 3191) is slow to materialize. Subcommittee
hearings in the House were completed May 13; Senate hearings, June 17. However,
alternate bills (e.g., H.R. 8121) and numerous amendments are now pending
markup sessions in both Houses to add further uncertainty to the timetable of
cost containment. Allowing minimal time for floor action, conference committee
work, and final congressional passage, enactment of this legislation has been
optimistically set for October 1, 1977.

Passage of this legislation is only one small battle in the struggle
toward approval of national health insurance.

Because the outlook for the enactment of major health insurance legislation
in the immediate future is bleak, the opportunity for input is excellent. In
terms of specific concerns (in this case, the inclusion of prisoners in such
a program), this time lag is vital to have adequate opportunity to lobby, peti-
tion, suggest, and plead with the various "powers that be" to gain even
acknowledgement of the existence of these special interests.

In numerous discussions with a variety of experts in various capacities
relating to national health insurance legislation, I found no prior recognition
or acknowledgement of the need to address the issue of the incarcerated popu-
lation of the United States. Also, the suggestion of their inclusion was, in
all cases, accepted graciously for consideration, even after their obvious
exclusion in the regulations of Medicare and Medicaid had been pointed out.

The Legislation

The Xennedy-Corman bill appears to be the most liberal and inclusive of
all bills offered thus far and is supported by the Committee for National
Health Insurance. The verhiage of basic eligibility (section 11) is as
follows: "“"Every resident of the United States and every nonresident citizen
thereof is eligible, while within the United States, to receive health services
under this Act...", leaving the impression that there is no one who is not
covered under this proposal. According to the opinions of several experts
(Edward Klebe, Congressional Research Service, Library of Congress; Paula
Kalivoda, House Republican Conference Legislative Digest; Debbie Wood, Committee
for National Health Insurance), prisoners are incluvded under this bill because
they are not specifically excluded. This is further substantiated later, in
Section 55. There it is stated that no institution of the Department of
Defense, the Veterans' Administration, the Department of Health, Education, and
Welfare engaged in the provision of services to merchant seaman or to Indians
or Alaskar; Natives, and no employee of any of the foregoing acting as employee,
is a participating provider; hence, by merit of its exclusion of reimbursement
to the named Federal agencies for the provision of care; this bill recognizes
that some persons might have "dual entitlement" to medical care--under national
health insurance and some other Federal program., Whether or not this conten-
tion can be expanded to encompass the prison population is, at the least,

a promising avenue to pursue.

The Ullman bill, which has not been introduced as yet in the 95th Congress,

carries a more explicit definition of the affected population, but nonetheless
covers basically the same population described in the Kennedy-Corman bill.
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According to the staff expert on the bill, Mary Nell Lenhardt, the idea of
inclusion of prisoners has not even been considered, though she could see
no reason why they were not necessarily included because they had not been
excluded. The exact wording of the bill seems to support Ms. Lenhardt's
impression:

"Every resident of the United States who is a medically indigent
person...and who is not otherwise entitled to hospital insurance
benefits under part A of title XVIII of the Social Security Act
or enrclled in the supplementary medical insurance program estab-
lished by part B of such title, shall...be provided by the Sec-
retary...with benefits under this Act..." (Section 116)

A slightly different interpretation was offered by John Campbell, one of
the national health insurance staffers at the American Hospital Association.
Mr. Campbell suggested that penal institutions could pay the health care
corporations for access to facilities for prisoners; to extrapolate, the
prison population would be dealt with apart from the general population where
the government would be directly responsible for the health care of low~income
and medically indigent people.

The Long-Ribicoff bill deals with national health insurance in three

- segments: catastrophic “illness insurance for the entire population of the

United States; a medical assistance plan for the low-income bracket of our
population; and provision for those not eligihle for the low-income plan to
purchase a private insurance policy at a recsonable price. The Long-Ribicoff
bill is silent on the issue of the incarcerated.

"All Americans" are allegedly covered under the catastrophic illness plan;
however, in generalizing to include prisoners, attention must be paid to the
proposal that the Social Security Administration administer the program “paral-
lel to the administratiocn of Medicare." Because inmates of penal institutions
are presently excluded from Medicare coverage, this simple association may lead
to exclusion from catastrophic illness insurance.

The other relevant section, the medical assistance plan, carries a
similar reference; the plan proposes to expand Medicaid to include "twelve
million working poor not now covered by Medicaid" (Congressional Record,
October 3, 1975, Senator Abraham Ribicoff). But even this increase in the
eligible population defined under Medicaid does not offer coverage to the
incarcerated, a population excluded under the present Medicaid program.

Finally, the Hansen-Carter bill, supported by the American Medical
Association, lists an exclusion in section 32 which appears to apply to our
specific question: "No payment may be made under this title for any of the
expenses incurred for health care services...(3) which are paid for directly
or indirectly by a governmental entity other than under this Act." If the
funding source for health care in prisons and jails can be termed governmental,
it must be assumed that the inmate population is excluded from coverage.
{(Incidentally, this is the same type of exclusion that has been written into
the governing laws of\Medicare and Medicaid, and which, therefore, has

" prevented prisoners' éQVerage under these titles.)

S
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All of these bills are yet to be scrutinized in committee--no formal
hearings have been held, and many of the bills have undergone major and
frequent revision since their initial introduction in previous Congresses.
The apparent procrastination by Congress to take substantive action on any
of this legislation appears to be in deference to the Executive Advisory
Committee, called for by the President and designated by Health, Education,
and Welfare Secretary Joseph A. Califano. Unfortunately, the committee has
only started to meet, and significant activity is not expected until fall,

As on Capitol Hill, the issue of prisoner inclusion has not even been consid-
ergd, though the committee staff was very receptive to the suggestion of its
importance. The committee is not only open to suggestion of topics of dis-
cussion, but will also welcome subjective opinion regarding any specific area
of interest. In addition to letters from lobbying interest groups, it was
indicated that senatorial and congressional input would be regarded highly
and weighed heavily. Support or reactions or both can be directed to:

Karen Davis

Deputy Assistant Secretary of Planning
and Evaluation/Health

405 F, South Portal Building

200 Independence Avenue, S.W.

Washington, D.C. 20201

The Lobbies

Though Califano's committee is expected to provide primary direction for
an acceptable national health insurance policy, several lcobbies will carry
considerable weight in directing the final outcome of national health
insurance.

Once such group, the National Governors' Association, is among the most
respected lobbying organizations on the Hill. They have established a consor-
tium to deal specifically with national health insurance and related issues.
Though the consortium is only in its organizational stages, it already is
planning to sponsor a series of meetings across the country to ascertain
feelings on the national health insurance and other health matters. The 'dir-
ector of the consortium, Jerry Conner, indicated that he was very receptive
to the idea of input from various interest groups, and felt that the national
meetings scheduled would provide an adequate arena for the airing of such
concerns. He offered to send notification on a regular basis of the meetings
to be held, and extended an open invitation to anyone who wishes to attend.
His address is:

Mr. Jerry Conner

Health Policy Consortium

444 North Capitol Street

Washington, D.C. 20001

Another heavyweight with regard to its influence on national health

legislation is the National Conference of State Legislatures (NCSL). The
NCSL is presently working to establish theé "New Coalition" under the leader-
ship of Dick Merritt. It will attempt to serve the interests of the National
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Governors' Association, the National Association of Counties, the U.S.

Conference of Mayors, and the NCSL itself. One of the coalition's first duties
will be to investigate the national health insurance issue, a process to which
the NCSL has already devoted considerable energy. The NCSL started work on the
health issue two years ago by ascertaining the concerns of various municipalities
and state governments, soliciting input on predetermined issues. This year, they

"“intend to pursue this topic with a followup series of discussion groups designed

tc pinpoint and clarify the initial issues. The first of these local hearings
was tentatively scheduled for early August, with subsequent hearings scheduled to
resume in late Auqust, after their National Conference. The New Coalition carries
only advisory power with the organizations it was established to represent, but
with their approval, the New Coalition will also coordinate its efforts and its
timetable with that of the President‘'s committee under HEW, offering supportive
data and additional information. Regarding the inclusion of the prison popula-
tion, this group joined the ranks of its lobbying colleagues in having overlooked
the topic entirely. Merritt stated that it would welcome the input of any
interested party, if directed to him at the following address:

Mr. Dick Merritt

Staff Director for Human Resources
National Conference of State Legislatures
444 North Capitol Street, Suite 203
Washington, D.C. 20001

Though theﬁmethod of input would obviously be more indirect, Merritt agreed
that lobbying aZ a local and state level with those who will be participating in
the cross-country seminars might also serve as a means of voicing concerns over
health care in prisons.

The complete picture of national health insurance exposes many gaps and
provokes many unanswerable questions. If national health insurance is desirable
for the nation's incarcerated population, there are more considerations necessary
than the wording of a particular bill. By nature, most insurance policies
exclude payment for any service covered under another policy or guaranteed by
another provider--~an exclusion which would have a direct effect on payment or
reimbursement or both for the health care of prisoners. Another more subtle
complication is presented by the freedom, at least implicit, in most national
health insurance bills, to choose one's own "health care provider." Though
acceptable in theory, this concept is practically unworkable when dealing with an
imprisoned population. A complication of this sort could endanger the inclusion
of prisoners, if not on the legislative level, then on the executive level at
which the regulations will be promulgated. . Further, the process which dictates
the promulgation of regulations by a Federal administration, commission, or
agency demands specific wording in the legislation concerning the inclusion of
prisoners if their exclusion is to be prevented. Otherwise, very little can be
offered in the way of input, save for oversight hearings by either legislators or
lobbying organizations, once national health insurance has reached this level and
the fate of the prison population is out of their hands.

The political climate presents a formidable obstacle to including prisoners
under national health insurance: it is no more politically acceptable to include
prisoners under national health insurance than it is politically desirable to
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exclude them. The prevailing attitude toward crime and prisoners is that commit-
ting crimes is analogous to drinking alcohol--both are seen as illnesses that
need to be cured, not behaviors that need to be punished. 1In that light, there
is much reluctance to exclude prisoners outright. However, being forced to
answer to and represent diverse and often unsympathetic constituencies, Congress-
men are too often unwilling to lay their reputations on the line by lending
attention to such a questionable population.

Finally, a subtle question remains unanswered at an even more basic level.
Is national health insurance wanted in the penal institutions in our country?
Will the benefits to the inmates outweigh the ramifications of governmental inter-
vention in prison and jail policy because of its involvement in health care
provision? Only one piece of legislation, the Hansen-Carter bill, addressed this
possibility, and that in favor of autonomy of prisons and jails:

Nothing in this title shall be construed to authorize any
Federal officer or employee to exercise any supervision or
control over the practice of medicine or the manner in which
medical services are provided, or over the practice of den-
tistry or the manner in which dental services are provided,
or over the selection, tenure, or compensation of any officer
or employee of any institution, agency, or person providing
health services; or to exercise any supervision or control
over the administration or operation of anv such institution,
agency, or person. (Section 41)

This prohibition is not only desirable, but also necessary for the unanimous
acceptance by executives in criminal justice of any national health insurance
legislation that would include, implicitly or explicitly, the incarcerated
population of the United States.
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FEDERAL GRANTS

An obvious, substantial source of funds for providing health care in
prisons and penal institutions is the Federal government. To this end, the
Catalog of Federal Domestic Assistance was combed for programs which pertain to
health care in prisons. The catalog itself is a governmentwide compendium of
Federal programs and activities which provide assistance or benefits to state
and local governments, public and private, profit and nonprofit organizations
and institutions, and specialized groups and individuals. Under the broad sub-
jects of health, mental health, alcoholism, and drug abuse, several programs
were selected as possible sources of funding for health care in prisons and
penal institutions. With the assistance of the Department of Health, Education,
and Welfare, the possibilities were narrowed to those programs which most directly
relate to the needs of prison health systems. The following are designated by

rogram numbers as they appear in the May, 1977, edition of the Catalog of
Federal Domestic Assistance.

Training

Three categorical training programs are administered by the various entities
that comprise ADAMHA--the Alcohol, D;ug‘Abuse, and Mental Health Administration.

13.244 "Mental Health Clinical or Service Related Training Grants"

Objective: To provide training grant support for clinical or services
related training and manpower development projects which provide mental
health training for primary care providers and/or train mental health

. specialists for effective roles as trainers of and consultants to primary
health care providers; research and development in mental health manpower
training as reflected in diversified, experimental, special, and pilot
development; manpower development projects designed to develop and
strengthen the capability of service authorities and training institutions
for joint manpower planning and development at state and sub-state levels;
basic training projects for the development of core mental health special-
ist manpower; and projects in the specialized areas of crime and delinquency,
metropolitan problems, and minority groups. '

Contact: Dr. William Denham
Director of the Division of
Manpower and Training
Room 8101, Parklawn Building
5600 Fishers Lane
Rockville, Maryland 20857

The ADAMHA division that would most directly deal with prison health care
proposals is the Division of Special Mental Health Programs, directed by
Dr. Saleen Shah, with minor supportive assistance from the Division of Experi-
mental and Special Projects, directed by Dr. Ralph Simon.  an example of the kind
of project they support is one jointly sponsored and produced by the Division of
Special Mental Health Programs'.Center for Studies on Crime and Delinquency and
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the National Institute of Corrections. A "working conference" is being planned
emphasizing acute psychiatric problems to create a pool of individuals whose
expertise will then be made available to others in the field. The guest list
will consist of 50 to 60 experts in the area of prison mental health, includirg
directors of state mental health agencies, key jail administrators, and selected
individuals from mental health services. Together, this group will formulate
approaches and solutions to the various problems that arise in penal institutions
attending to the mental health of the inmates. Not clear is what direction this
group will take in counseling fundraising operations. Funding is acknowledged
as one of the primary obstacles, and it will be profitable to keep abreast of
the work of this group as they attempt to surmount that hurdle. For further
information, Dr. Chris Dunn can be reached at:

Center for Studies of Crime and Delinquency
Room 18004, Parklawn Building
Rockville, Maryland 20857

13.280 "Drug Abuse Clinical or Service Related Training Programs"

Objectives: To support training programs for treatment personnel to
work with the drug addict or abuser via multidisciplinary, short-term and
specialized grant and contract programs. Programs may be for professionals,
paraprofessionals, and ex-addicts to work in drug treatment. Also, pro-
grams are supported for evaluation of teaching methods for development of
qﬁw training methods.

Range of Financial Assistance: $28,393 to $640,073
Average Financial Assistance: $102,180

Contact: National Institute of Grant Management
Room 854, 11400 Rockville Pike
Rockville, Maryland 20852

‘These training programs can pertain either to an institution or to an
individual.

13.274 "Alcohol Clinical or Service Related Training Programs"

Objectives: To provide specialized training of personnel who will
staff community projects by grants primarily concerned with development
and assessment of training models for a wide range of new types of pro-
fessionals and paraprofessionals in both academic and non-academic settings.

Range of Financial Assistance: $6,541 to $529,526
Average Financial Assistance: $84,390

Contact: Dave Orchard
Chief of Grants Management Branch
Room 16-86, Parklawn Building
0 5600 Fishers Lane
' Rockville, Maryland 20857
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Undexr this program, several prison pilot programs have already been funded
and have been or are presently operating. In fact, because of the receipt of a
number of applications for alcoholism projects directed toward the criminal
justice population, the Division of Special Treatment and Rehabilitation of the
NIAAA felt it necessary to develop interim principles and criteria for assessing
the merits of such applications.

u

National Research Service Awards Act

In relation to the ADAMHA trainir.g programs, these awards can best be
described as fellowship grants (grant codes: F3l1, F32, and T32). Two types of
awards are made: N

1) Individual awards--These awards provide a stipend, tuition, and fees

directly related to obtaining an education. In addition, the sponsor-
ing institution receives an allowance for maintaining the fellows at
their facility. These fellowships are for pre- and postdoctorate
work, mainly for training individuals for work in research.

2) Institution grants--These grants are made directly to an institution
or univérsity in order that they may select and provide for their
own fellows.

Each of the administrations under ADAMHA offers awards undar the guidelines
of the National Research Service Awards Act. In addition to the offices listed
above as contacts, applications and information regarding fellowships are avail-
able at most universities and educational institutions.

Demonstration

The purpose of demonstration programs is to "demonstrate something new."
Practically, this translates into controlled research with a small treatment
program for exhibition and testing.

13.252 "Alcohol Demonstration Programs"

Objectives: To prevent and control alcoholism through the development
of projects relating to the provision of prevention and treatment approaches
for population groiups; to conduct surveys and field trials to evaluate the
adequacy of programs and demonstrations of new and effective methods of
delivery services.

Range of Financial Assistance: $25,000 to $569,952
Average Financial Assistance: $122,100

These programs differ from the training programs in that they are not avail-
able for use by Federal institutions.

The key factor in judaing relevance of a proposal to this program is whether
the intention is to treat abuse of alcohol. Ir writing a proposal, the state
alcohol authorities provide technical assistance and advice, and also are the
primary vehicles through which applications are made. (These alcohol
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authorities are under the authority of the state government and designated by
the governor.)

13.254 "Drug Abuse Demonstration Programs" G

Objectives: To cover the operational costs of programs for:
(1) surveys and field trials to evaluate the adequacy of programs for the
treatment of narcotic addiction and drug abuse for the purpose of deter-
mining ways and means of improving, extending, and expanding such programs;
and (2) treatment and rehabilitation of narcotic addicts and drug abusers
determined to be of special significance because they demonstrate new or
relatively effective or efficient methods of delivery of services to such
narcotic addicts and drug abusers.

Range of Financial Assistance: $Qb,354 to $1,024,025
Average Financial Assistance: $177,279

Contact: Helen Crown
Grants Management Officer
Rockwell Building, 11400 Rockville Pike
Rockville, Maryland 20852

Education
13.275 "Drug Abuse Education Programs"

Objectives: To collect, prepare, and disseminate drug abuse
information dealing with the use and abuse of drugs and the prevention of
drug abuse.

Range of Financial Assistance: $15,000 to $183,000
Average Financial Assistance: $111,000

Contact: Helen Crown {(address as above)

This program is not designed to support the treatment of drug abusers;
rather, the target population is drug "non-users" and first time or minimal
users. The program emphasizes drug‘abuse prevention. Further, awarding of these
grants is limited to state and local institutions and is, therefore, unavailable
for projects in Federal prisons.

All grants programs found in the Catalog of Federal Domestic Assistance are
subjected to constant review and revision by both Congress and the executive
branch. Hence, it is important to consult the latest edition of the Catalog often
to keep abreast of changes and deletion of old programs, and to check for the
addition of new programs in order to use most effectively the Federal funds that
are available.
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PUBLIC LAWS

In recent times, two laws have been enacted which have the potential to
affect health care in penal institutions through revision of the Public Health
Services Act. Neither of the laws, Public Law 93-641 and Public Law 94-484, was
written to deal directly with the incarcerated population, but the policies and
programs therein established may be generalized to include that population. 1In
this section, very few sources of funding will be specified; rather, broad
avenues for action and possible arenas for lobbying will be discussed.

A portion of Public Law 93-641, the National Health Planning and Resources
Development Act of 1974, is concerned with the designation of health service area
boundaries to establish corresponding health systems agencies (HSA). In general,
the purpose of an HSA is to provide effective health planning for its health ser-
vice area and promote the development of services, manpower, and facilities which
meet identified needs, reduce documented inefficiencies, and can implement the
health plans of the agency.

Morxe specifically, each HSA is responsible for approving or disapproving the
proposed use within its area of Federal funds (under the Public Health Service
Act, the Mental Health Centers Act and the Alcoholism Act) for development,
expansion, or support of health resources. In other words, it is very difficult,
though not impossible, to receive approval of the area HSA. Further, these
HSAs are responsible for recommending and giving priorities to projects for the
modernization, construction, and conversion of medical facilities. To this end,
grants are allocated to each HSA for the establishment of an "Area Health Services
Development Fund" from which their recommended projects are funded. Needless to
say, a strong working relationship with the HSA can only prove beneficial to any
prison or jail. (See appendix II.)

In terms of actual monies for projects pertaining to health care in prisons,
Public Law 93-641 provides for Federal assistance in the form of allotments,
loans, and loan guarantees (with interest subsidies) for the modernization of
medical facilities and the conversion of existing medical facilities for the pro-
vision of new health services. Moreover, not less than 25 percent of such allot-
ments shall be used for outpatient facilities serving "medically underserved
populations.”

The rules governing the approval of projects for Federal funding regarding
prison health care are: '

Receipt of Federal project assistance is contingent upon submission
of an application to the Secretary of HEW through the State agency.
Applications for special project grants must be submitted directly to
the Secretary by a State or political subdivision of the State. Each
application must be reviewed by the health systems agency in accordance
with the requirements for review of proposed use of Federal funds.
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The application must include a finding of need by the State Health
Planning Development Agency, description of the project, reasonable
assurance that adequate financial support will be available for project
completion and subsequent operation, certification of Federal share of
the proj:wt, and assurances regarding compliance with labor standards.

The law includes special provisions in the case of an application
for a modernization project for an outpatient facility which will pro-
vide general purpose health services, which is not part of a hogpital.
which will serve a medically underserved population, ané for which not
more than $20,000 is sought for allotments or lcans.

The. Secretary is required to approve (emphasis added) a project
application for allotments or loans or loan guarantees if the appli-
cation is in conformance with the state medical facilities plan, has been
recommended and approved by the State Agency, is entitled to priority ,
over other projects in the State, and contains the necessary assurances.
In addition, applications for allotments may not be approved unless
there are sufficient funds in the allotment to pay the Federal share.
(Section 1604, P.L. 93-621)

This allotment is calculated by the formula of one docllar per capita for the
health service area. Funds may be used by the HSA to make grants or contracts
for health service development projects which advance the goals enumerated in the
agency's health systems plan and annual implementation plan, but may not be used
for actual delivery of services.

An important designation required by the language of the funding sections
of Public Law 93-641 is that of "medically underserved areas." Accordingly, the
Bureau of Community Health Services of the Health Sexvices Administration was
assigned the task of establishing guidelines for ‘the pronouncement of such areas
across the country. Subsequently, an "index of medical service" was calculated
according to the following criteria:

1) infant mortality,

2) percentage of the population 65 years and older,

3) number of physicians providing primary care relative
to the size of the population,

4) the percentage of poverty in the overall population.

The index was then computed for all counties, based on both geographic con-
siderations and population size, and ranked. All counties falling below the
median (index of 62) were designated "medically underserved" and therefore,
eligible to receive funding.

The proper channel for appealing for designation as a medically underserved
area is through the regional HSA. If an area feels that it meets the criteria
established according to the four guidelines (i.e., an index of 62 or below, or
slightly more if there are accompanying extenuating circumstances), the HSA can
be approached. If there is a problem with response, the Bureau of Community
Health Services can be asked to intercede.
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The primary emphasis of Public Law 94-484, the Health Professions Educational
Assistance Act of 1976, is on the provision of health manpower and training. The
relationship between such a title and the existing needs in penal institutions is
blatant--adequate numbers of gqualified health personnel-are¢ conspicuously absent
from most prisons and jails.

Concepts of the act can easily be generalized to apply to the provision of
health manpower in a prison setting, especially since much of the proposed action
descrlbed by the law is contingent on the designation of "manpower shortage
areas." The Bureau of Health Manpower, under the Public Resources Adninistration
of the Department of Health, Education, and Welfare is currently attempting to
establish the "Criteria for Shortage Areas" required by the law. These guidelines,
at last report, were at the office of the general counsel awaiting approval, with
a tentative publicatiocn date set for sometime in August, 1977.

Among the guidelines pending approval is a clause specifically related to
prisons. To gqualify as a "manpower shortage area," a penal institution must have
a minimum:of 250 inmates, and a ratio of one, full-time physician for every thou-
sand inmates. (This ratio is greater than that of the general populace--one doctor
for every 3500 people--the rationale apparently being that the prison population
has demonstrated the need for more frequent medical attention.) In the actual
designation of shortage areas, in a prison setting, a few gray areas still exist.
For example, can it be assumed that the physician must be a licensed M.D. or
Doctor of Osteopathy (D.0.)? Is the substitution of paraprofessionals and nurse
practitioners in the equation valid and, if so, how many of each does it take te
equal one practitioner? The spirit of the criteria and the standard on which
the Bureau will attermpt to operate is thaf‘only licensed M.D.'s and D.O.'s will
be used to ascertain shortage designation, making the optimistic assumption that
paraprofessionals and nurse practitioners will be used only to augment the doctors
in areas of special demand (i.e., an area in which the population is spread over
‘a large distance).

In addition to establishing guidelines for "manpower shortage areas," the
Bureau of Health Manpower is also responsible for designating such areas. Subject
to the approval of the regional Health Systems Agencies (another reason to stay in
the good graces of the HSAs), the areas of manpower shortage will be published in
the Federal Register no later than November 1, 1977. These designations are open
to challenge and review at any time, with the appropriate channel of appeal being
the HSA for the area. Similarly, any areas that feel they meet the criteria, but
have not been acknowledged as doing so, have the same avenue for appeal.

One of the primary purposes for designating these areas is facilitating
placement of members of the National Health Service Corps, the membership of which
will increase due to revision under this act of the National Health Service Corps
(NHSC) scholarship program. Until recently, Federal prisons were medically
staffed in part through the Civil Service Register under the direction and place-
ment of the Bureau of Prisons Medical Program. In 1970, with the establishment
of the NHSC, a new source of manpower was realized, though placement in prisons
was not an initial action. At present (figures as of June 30, 1977), there are
58 members of the NHSC, 16 of whom are commissioned officers and 42 of whom serve
under Civil Service. Of this number, 18 have been placed in Federal penal °
institutions. '
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Although the figures seem bleak now, the revisions established by Public
Law 94-484 provide for a significant change in the system. Because of new guide~-
lines governing the NHSC scholarship program, the Corps' rosters are expected to .
carry 600 members within the next few years. The ramifications are numerous and
optimistic with regard to health manpower in penal facilities. Initially, the
increase in the pool from which Federal prisons are staffed will most likely
enable the Bureau of Prisons to give much needed assistance to areas that have
been suffering due to the inadequate resources of the NHSC system. Further,
there is substantial optimism concerning the possibility of receiving NHSC assis-
tance at both the state and local levels of the penal system. However, a policy
decision of this sort will regquire a concentrated lobbying effort to the NHSC
administrators. The Bureau of Prisons Medical Program is likely to spearhead
thlS effort, under the direction of Doctors Harry Weller and Robert Brutsche.
They can be contacted at:

320 First Street, N.W.
Washington, D.C. 20534
Telephone: 202~724-3055

These gentlemen are responsible for placing the allocatlon of corpsmen 1n

penal institutions, and they can serve as a starting p»lnt at least for an
institution in desperate need of qualified health manpower.
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NATIONAL INSTITUTE OF CORRECTIONS

No guidebook on funding for health care in prisons is complete without
mention of the National Institute of Corrections. It is unwise to assume that
everyone in the criminal justice field is cognizant of the resources NIC has
available.

Operating with a budget of $9.6 million for fiscal year 1977, the NIC will
be providing grants in four major areas: staff development, field services,
jails, and screening for risk. Of these, two carry special interest for the
penal population:

1) staff Development--Under this heading, NIC will provide funding for
further development and upgrading of existent services provided in
prisons and jails, especially in specialty areas. This has the pos-
sibility of affecting the health staff.

2) Jails--This year, the main thrust in this area will be "medical
attention in jails." NIC will look for "model" programs for
possible use in similar jail situations. For FY '77, for example,
-a grant of $50,000 has been awarded to Joe Rowan through the
American Medical Association for the training of "booking officers."
This program will teach the staff that handles incoming inmates
the most effective and valuable methods of health screening.

The administration of much of NIC's grant awards has been centralized in
Boulder, Colorado, at the Jail Center. The center serves as a clearinghouse for
information as well as a training ground for a broad spectrum of criminal justice
personnel. In addition, the Jail Center has available at all times a team of
experts who are ready to provide immediate assistance for major problems faced
by those in the field of corrections. The center will also offer one of its
experts to serve on location in a temporary capacity to provide guidance in
ascertaining needs, developing programs, and working with the local power
structure in an effort to obtain assistance and support.

With regard to actual funding, the staff of the Jail Center will provide
guidance. to an institution attempting to fund a program. With applications for
NIC grants, an effort is made to supply a decision within 72 hours. In the event
that all other avenues explored have failed, the Jail Center itself is sometimes

willing to take a particular project into consideration for funding from its
own resources.
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CONCLUSION

The task of locating sources of funding for health care in penal
institutions in this country has proved to be far more complex and massive
than originally anticipated. It is obvious now that to complete such a task
satisfactorily--to talk to each one of the scores of experts tangentially
involved in health care provision, to untangle the maze of Federal grants and
appropriations, and to wade through the sea of bureaucratic red tape to trace
the process of legislative change--would take a team, not an individual,
working for months, not weeks.

The information provided here by no means pretends to be a complete
analysis of available funding sources for health care in prisons. The
foundation for successful research into oktaining monetary assistance has
keen laid; the final results depend on the industry and perseverance of
the executives in the criminal justice system.
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CHAPTER 8. IMPLEMENTING CHANGE IN THE CORRECTIONAL INSTITUTION

. ..Partly because measures of progress are hard to
devise..., partly because public accounting systems
tend to be designed to control expense and not to
support management and planning, partly because the
civil service protects personnel from the immediate
desires of political leaders, and partly because it
is virtually impossible to change any organization's
behavior guickly-~for all these reasons, public
managers seldom find it possible to make changes
they would like.l

Correctional and health care administrators around the country have
indicated that they often know what changes are needed in health care delivery.
Their efforts to introduce them, however, can be blocked by resistance inside
their own irsiitutions as well as by outside forces. They are not alone--change
is undoubtediy the most difficult hurdle confronting just about any manager, but
particularly a manager in the public sector.

Harvard University Professor Joseph Bower has described the major differences
between public and private management that must affect how changes are designed.

However management in the public sector is defined and

delineated, it differs from corporate management in several
important ways. Public sector managers frequently must:

® Accept goals that are set by organizations other than
their own.

® Operate structures designed by groups other than their own.

® Work with people whose careers are in many respects outside
management's control.

e Accomplish their goals in less time than is allowed cor-
porate managers.2

lBo&ér, Joseph L., "Effective Public Management," Harvard Business Review,
March-april 1977, p. 137.

2Ibid., p. 134.
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Whether the delivery of correctional health care services follows the route
of bringing in a health care administrator, contracting for services, or uses
other options, such as some of those described in chapter 6 and illustrated in
the literature, the four problems facing public sector managers are important
to keep in mind. Public administrators generally have less freedom of choice
than their private sector counterparts in instituting changes.

Nevertheless, many public institutions and agencies have been able to direct
large reorganizations despite the constraints of public financing, limited time,
and so forth. Bower suggests that one public administrator who was particularly
successful was able to bring about changes because he was able "to devise a
politically acceptable way of phrasing the goals of his organization."3 One
of the ways managers can facilitate changes that will improve health care
delivery in prisons- and jails, then, is to weigh and select carefully the manner
in which they describe the outcomes of their programs and objectives to the public
and all those affected.

Facilitating politically acceptable changes is an extremely difficult task,
requiring a wide range of skills, and must often by conducted in unchartered
territory. Such difficulty is, therefore, the reason why good public managers
are rather rare, Bower concluded. "Progress comes not from revolutionary turn-
around or purging of established agencies but from adjustments in the perspective,
" manning procedures, and measures of the existing framework."4

Developing a Strategy for Internal Change

Progress requires "adjustments in perspective," Bower suggests, which
clearly applies to effecting internal, as well as external, change.

Looking first inside an institution, research has shown that changes which
affect someone in a personal way are the ones most likely to arouse resistance.
Therefore, when changes in internal operations are in the making, the staff who
may be personally affected, by a change in a role or responsibility, should have
a voice in the process, if resistance is to be minimized.

A recent article in The New Yorker pointed up the type of problems that can
arise when dramatic changes echo through a system without adequate preparation
or compensation to some of the staff, in this case, the security staff. 1In
discussing the New York State system, the author said:

All thesemen (the inmates), the guards note, had enjoyed
the after Attica changes to more liberal prison conditions
and theoretically more rehabilitative rehabilitation pro-
grams. The guards believe it is a mistake to treat convicts
as if they were law-abiding citizens--that such courtesies
and priviieges only make them cocky and cause trouble...The

3bid., p. 139.

4Ibid., Pp. 140.
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after Attica changes meant a lot more work for the guards,
without a compensatory increase in the guard force.

Such a situation sets the stage for all kinds of internal resistance.

In some instances, there may be little administrators can do to ease
transitions. But there are some general steps to follow in bringing about
changes, whether they are imposed from the outside or initiated from inside.
First of all, it is essential to define precisely the nature of the changes and
who and what they will touch. Then it is possible to identify the points of
potential resistance and develop a plan to ease them, if and when they develop.

Several tactics developed from numerous theories and studies may be useful
in planning a change strategy for dealing with internal resistance:

® Present the case in simple language that the staff
can readily understand.

® Get top managers committed to the change program.

® Make everyone aware of the problems and document
the need for change in terms the staff can relate to.

® Use groups to help make decisions about implementation.

® Make change tentative; suggesting that a program is being
implemented on a trial basis often helps unfreeze attitudes,
but evaluation that demonstrates progress must be forth-
coming.

e Offer inservice training to staff, if appropriate.

These suggestions are based on certain important assumptions about the
nature and function of organizations: that groups, not individuals, are the
building blocks; that more collaboration and less inappropriate competition can
result in better operations; that people lend support to what they help to
develop and also need a sense cf ownership in planning and implementing when
they are affected by it.

It should be kept in mind, however, that mere participation in a decision
does not guarantee acceptance. Managers must also have a way of communicating
and even demonstrating to those inwvolved in the change process that their sug-
gestions or contributions are indeed being considered. For there may be no
greater resister to changz than a contributor scorned.

Although the more cpen policies suggested here have not been a common
practice in corrections, it is likely that as chief administrators find them-
selves more accountable to legislatures, the courts, professional organizations,

5Sheehan, Susan, "Annals of Crime (Prison Life--Part II)," The New Yorker,
October 31, 1977, p. 80. '
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other agencies, and the public, they will need to develop appropriate skills in
effective group decisionmaking.

6
The Internal-External Change Agent Team

One approach administrators might consider to open up the decisionmaking
process and facilitate necessary changes in prison health care delivery would be
to involve the health care establishment directly through a health care
administrator. :

The idea that a warden and a doctor could form a change team for a "closed”
institution should not seem farfetched, especially since, in effect, officials
in many institutions have and are forming such alliances. It would not be
unusual for them to be unaware of the roles, however, since researchers suggest
that such an alliance must be worked out: "Twc people with different backgrounds,
values and goals learn to share skills, information, and mutual support."

The characteristics of a "closed" institution, such as a prison or a jail,
in which absolute authority is usually vested in a chief administrator, decision-
making is undemocratic or centralized, normal rights are constricted, and access
by outsiders is tightly controlled, are powerful forces operating against
change. They present unique problems which solutions may demand or at least
benefit from a team approach. A person who attempts to work only from the out-
side "is limited in his efforts to gain legitimacy, understand the institution...,
and have access to the decisonmaking process." On the other hand, an insider
"is limited by strong institutional constraints that threaten to penalize the
innovator and that also keep him from seeing the situation in a wider context."”

Developing new programs in health care or other areas, devising ways to
carry them out, and finally institutionalizing them in a tightly controlled
system calls for the extensive knowledge of how that system operates that an
inside manager has. But some distance and perspective from the daily life of
- the system may also be needed to assess it critically with an eye to uncovering
ways of changing it. Inevitably, change in a "closed" system is going to involve
constant intervention and disruption and probably many compromises. Joint efforts
of health care providers and correctional personnel who respect each other and have
similar gcals are one way to initiate and integrate changes.

Affecting External Change Decisions

"Adjustments in perspective" of those people outside corrections may be the
key to realizing goals for improving health care delivery in prisons and jails.
Correctional administrators are well aware that more money, more personnel, and
better facilities are critical requirements of most of their health care systems.

6All material in this section is adapted or quoted directly from an article

by Norma B. Gluckstern and Ralph W. Packard, "The Internal-External Change Agent
Team:  Bringing Change to a 'Closed Institution,'" The Journal of Applied
Behavioral Science, Vol 13. No. 1, 1977, pp. 41-52. (The article reflects their
. experience in starting a model education program in the Berkshire County House of
Corrections in Massachusetts.)
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Often, their hands will be tied in bringing about change until legal action or
actions by other public or private agencies are taken. But if administrators
can gain access to the external groups and agencies that control their purse
strings, they can try to influence the decisions made so that they are more
responsive to identified needs. In the case of corrections, the major public
participants that must be swayed include legislators; State, county or city
executives; and representatives of the courts, the community, and the media.

Volumes have been written on changing attitudes, but one strategy that
seems particularly applicable to the position of correctional administrators is
one described by Philip Zimbardo and Ebbe Ebbensen. 7 They outline three major
steps in developing an effective plan for influencing attitudes and altering
outside behavior:

Decide carefully who is to present the case for improving'health care in
the corrections facility, how it will be presented, and what audience should be
the target.

The authors suggest that in choosing who should present the case, the
presenter's credibility and ability to articulate/éhd expected audience response
should be the deciding factors. How to present “he case is really dependent
on the audience--the information legislators want may be very different from
what the press wants and the two groups will probably be swayed by different
approaches. Still, the most important thing for the spokesperson to have is
documentation--facts and details. Finally, the spokesperson should know the
audience well.

Implications of Litigation and Standards

Some administrators in corrections have suggested that litigation might well
be viewed as an effective vehicle for bringing about the social changes required
to make better health care available to the incarcerated population. Lawyers
are also aware of this potential. For instance, in summing up some of the after-
effects of the implementation of judicial decrees in four significant correctional
law cases (not related specifically to health care), an Amerlcan Bar Association
report said;

...The litigation sensitized public officials and public
servants to correctional deficiences and increased respon-
siveness to correctional needs. Legislative, regulatory,

and supervisory bodies adopted rules, provided funds, and

took other actions that facilitated correctional improvements.
Changes were initiated that had not been ordered by the courts.

7 . . . .

Zimbardo, Philip and Ebbesen, Ebbe, "Influencing Attitudes and Changing
Behavior" in Organizational Behavior and the Practice of Management, Scott,
Foresman and Company, Glenview, Ill. 1973. pp. 162~-4.
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In each jurisdiction, progressive administrators were able
to take advantage of the general climate of change that
accompanied the litigator. In a sense, the court was used
as a "scapegoat" and court orders as a tool for improving
correctional programs.S8

In San Francisco, it was a court action that shook up the city administrators
enough so that they demanded changes in health care and other services in the
county Jjails.

Also, the courts have indicated that more and more they may look for guidance
regarding prison health care in the standards developed by various professional
organizations. These standards may also be a tool for corrections administrators
to use. Applying MintzZberg's idea that managers can play a large public informa-
tion role as spokesman (see Chapter 5), they may be able to use the discrepancies
between what services the health care standards demand and what their own insti-
tutions provide to sensitize staffs, the public, and legislators to their needs
and, in that way, turn the general tide of inertia more in their favor.

Conclusion

The role that administrators in corrections are being asked to assume is a
difficult one. They are expected to be advocates for a constituency that has
a limited voice and little public sympathy. Change wili be a slow process.
Dr. Richard Kiel, the North Carolina Department of Corrections' health admini-
strator, summed it up for a visitor guite well: .

As you see, it takes a significant amount of resources to
deliver health care services. We have a long way to go;

we have a lot of unmet needs. One of the biggest problems
we still face is recurring resistance to change. It is
difficult to implement new programs, new policies, and

new procedures. It takes a cooperative effort of the
correction community and the health care professionals in
order to bring about improved standards of health delivery.
aAnd the standard we always shoot for is one that is equal

in quality and quantity to that available on the free street.

8Harris, M. Kay and Spiller, Dudley P. Jr., "After Decision: Implementation
of Judicial Decrees in Correctional Settings," report of the American Bar ‘
Association's Commission on Correctional Facilities and Services, Resource
Center on Correctional Law and Legal Services, Washington, D.C. November 1976.
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APPENDIX I

THE LEGAL BASIS FOR MEDICAL CARE IN CORRECTIONAL SETTINGS

Prepared by
Richard Crane, Esq.

The Eighth Amendment

To bring a civil rights action under section 1983 of the United States Code,
it is necessary for the injured party or parties to allege a violation of
their constitutional rights. In suits attacking medical conditions within
a correctional facility, the eighth amendment's prohibition against cruel
and unusual punishment is most often cited as the right violated.

A. Court Interpretation of the Eighth Amendment

1. The cruel and unusual punishment clause of the eighth
amendment embodies "broad and idealistic concepts of
dignity, civilized standards, humanity and decency..."
Jackson v. Bishop, 404 F.2d 571, 579 (1968)

2. Punishments which are incompatible with the "evolving
standards of decency that mark the progress of a maturing
society" are repugnant to the eighth amendment.

Trop v. Dulles, 356 U.S. 86, 101 (1958)

3. Punishments which "involve the unnecessary and wanton
infliction of pain" wviolate the eighth amendment.
Gregg v. Georgia, 96 S.Ct. 2909, 2925 (1976) (plurality
opinion) ‘

B. Application to Prison Medical Classes

After reviewing the principles established in the cases noted above,
the Supreme Court in 1976 stated: "These elementary principles
establish the government's obligation to provide medical care for
those whom it is punishing by incarceration."

Estelle v. Gamble, 97 U.S. 285, 290 (1976)

1. An inmate must rely on prison authorities to treat his medical
needs since by deprivation of his liberty, he is unable to do so.
Estelle v. Gamble, 97 S.Ct. 285 (1976)
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2. "When government imprisons people, it deprives them of free-
dom to look after their own health and safety...Since the
prisoner is very much at the mercy of his jailers, no one
should be surprised that the common law recognizes the duty
on the part of the jailer to give confined persons reason-
able protection against...®
Wayne County Jail Inmates v. Board of Commissioners of
Wayne County (Wayne County, Mich. Cir. Ct. May 17, 1971,
at p.32) -

II. Medical Care Systemwide

A.

General

1. "...the adequacy of conditions of confinement of prisons--
such as medical treatment, - hygienic materials, and physical
facilities--is clearly subject to eighth amendment scrutiny."
Gates v. Collier, 501 F.2d 1291, 1302 (1974)

2. The institution has an affirmative duty to establish a
medical care system that will meet the medical care needs
of the inmates. Failure to establish such a system is a
violaticn of the eighth amendment.
Costello v. Wainwright, 397 F.Supp. 20 (M.D. Fla. 1973)

Elements of Constitutional Medical Care Systems

In examining those cases which address the medical care system as a
whole, it is fairly easy to pinpoint those elements which the courts

will examine to determine whether or not the care being provided is
constitutionally deficient. 1In general, the courts have looked at the
totality of the medical care system and the lack of one of these elements
standing alone may not constitute a civil rights violation.

1. sufficient Medical Personnel

a. The paramount concern regarding the quality of medical
care in the Alabama prison system is insufficient
stdffing.

Newman v. State of Alabama, 503 F.2d 1320 (1974 or 1975)

b. Medical staff for a 1,700-man prison in Mississippi
must consist of at least three full-time doctors, two
full-time dentists, two full-time trained physician's
assistants, six registered nurses or licensed practical
nurses, one medical records librarian, and two medical
clerical personnel. ;

Gates v. Collier, 349 F.Supp. 881 (1972); affirmed 501
F.2d 1291 (1974)

c. State officials in Louisiana must provide the following
medical staff for a prison of approximately 2,600 inmates:
4 full-time doctors, 1 psychiatrist, 2 dentists,
1 psychologist, 11 physician assistants, 1 dental assistant,
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3 registered nurses, 1 x-ray technician,
1 pharmacist, 1 laboratory technician, and
2 medical records technicians.

Williams v. McKeithen, Docket No. 71-98

(U.s.D.C., M.D., La. 1975) (Unreported)

d. One full-time dentist is not adequate for a
900-man facility.
EEEElE v. Anderson, 376 F.Supp. 402

Around-the-Clock Staffing

a. Twenty-four hour medical care for inmates of
Escambia County Jail (Fla.) is required.
Mitchell v. Untrener, F.Supp. ___, 20 Crim.
L. Rptr. -

sb. Nursing care 24 hours a day, seven days a week
is required for a 900-man jail.
Battle\v. Anderson, 276 F.Supp. 402 (1974)

¢c. Twenty-four hour emergency care and regular
visits by physicians are required.
Barnes v. Virgin Islands, 415 F.Supp. 1218 (1976)

d. Jackson County, Missouri, officials entered into
a consent order requiring one registered nurse
to be on duty from 8:00 a.m. to 4:00 p.m. Monday
through Friday and sufficient physician assistants
to provide 24-hour medical coverage.
Goldsby v. Carnes, 365 F.Supp. 395 (1973)

e. In a 400-man jail, a physician or licensed physi-
cian's assistant must be on call 24 hours a day.
Miller v. Carson, 401 F.Supp. 835 (1975)

But see:

a. Medical care is adeguate without a full-time nurse
or infirmary, but coverage at the institution
must be sufficient to meet all problems of the in-
mates, not just those inmates who can be fitted
into a particular period of time.

Coxson v. Godwin, 405 F.Supp. 1099 (1975)

Medical Procedures Performed by Professional Medical Staff

a. The use of inmates and other nonprofessional per-
sonnel to perform medical procedures must be dis-
continued.

Gates v. Collier, supra; Williams v. McKeithen, supra

b. "Medical technical assistants" must meet, at a mini- B
mum, the standards required of licensed practical nurses.
Newman v. State of Alabama, 349 F.Supp. 278 C
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But
a.

The use of unlicensed persons to diagnose ailments
and prescribe medicine is unconstitutional.
Campbell v. Beto, 460 F.2d 765 (1972)

Leaving the ultimate de0151on of who is to receive
medical attention in the hands of a nonmedical
correctional officer is totally inadeguate.

Miller v. Carson, supra

Prescription of medication by jail nurse is prohibited.
Jones v. Wittenberg, 330 F.Supp. 707 (1971)

seg:
Prison policy of sending a medical assistant to visit
punitive isolation to determine which inmates would
be able to see the doctor is constitutional.

McCray v. Sullivan, 509 F.2d 1232 (1975)

Where two medical technicians visited protective
custody three times a day to receive complaints and
provide medication, prison met constitutional stan-
dards for medical care. < _

Sweet v. South Carolina Department of Corrections,
529 F.2d 854 (1975)

Adequacy of Quality and Quantity of Medical Equipment and
Supplies.

a.

Serious shortages of medication and use of anachro-
nistic and precarious medical techniques will not
be tolerated.

Newman v. State of Alabama, supra

Antiquated equipment is inadequate.
Miller v. Carson, supra

Purchase of three fully equipped ambﬁiances was ordered.
Williams v. McKeithen, supra

The unavailability of eyeglasses and prosthetic
devices is cited.
Newman V. utato of Alabama, supra, thllams v. McKeithen,

pra

The lack of basic x-ray and emergency services is cited.

. Finney v. Arkansas Board of Correction, 505 F.2d 194

(1974) .

ﬂospital and equipment were ordered brought up to stan-
dards for state licensing of hospital.
Gates v. Ccllier, supra

Sanitary Facilities/Segregation of Contagious Diseases

-

Unsanitary conditions, particulgxly in the TB ward, and

{0
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But

a.e

allowing some inmates with serious contagious diseases
to mingle with the general prison population were cited
as reasons for a finding of constitutionally inadequate

facilities. Gates v. Collier, supra 7
i i

Claring unhygienic conditions, including the potential

for contagion caused hy nonsegregated sanitary facilitjes
ﬁormthe—geﬂefﬁi—;;;E—iggﬁlatiOn and hepatitis and tuber-
culosis ward populations, were condemned. St
Newman v. State of Alabama, supra

see:
Removal of TB patients from general population as dis-
covered and testing all other immates in the unit for

the disease was sufficient to satisfy the courts that

pPrison conditions did not constitute cruel and unusual
punishment.

Chapman v. Plaseman, 417 F.Supp. 906 (197¢)

Réord Keeping and Organization

a.

Disorganized lines of therapeutic responsibility resulting
in treatmant prescribed by doctors not being administered
by medical subordinates, the ill-conceived system for re-
ferrals to the prison hospital, and "the maladroitly
operated 'emergency' referral system also present grave
constitutional problems.”

Newman v. Alabama, 530 F.2d 1320, 1331

"Medical records shall be established and maintained
for every inmate showing at least the date of each
examination or treatment, the medical findings and the
medication or treatment administered."

Rodriquez v. Jimenez, 409 F.Supp. 582, 597 (1976)

Preventive Medical Procedures

Qe

But
al

Incoming inmates must be screened for communicable
diseases.

Alberti v. Sheriff of Harris County, 406 F.Supp. 649 (1975)

Every individual confined to jail should be given a
physical examination within 24 hours of admission. .
Rodriquez v. Jimenez, supra

Physical exams are required once every two years.
Newman v. Alabama, supra

see:
Although expert medical witnesses indicated that intake
physicals are advisable, court could not say that the
lack of same amounted to cruel and unusual punishment.
Collins v. Schoonfield, 344 F.Supp. 257 (1972)
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III,

A.

b. Black inmates are not entitled to routine examinations
and genetic counseling for the detection and control of
sickle cell anemia.

Ross v. Bounds, 373 F.Supp. 450 (1974)

Medical Care--Individual

Measuring the Adequacydgi’Medical Treatment

In a section 1983 action, not every complaint regarding medi-
cal care will be sufficient to state a constitutional claim.

In determining whether a constitutional violation is present,
"courts will not attempt to second-qguess licensed physicians

as to the propriety of a particular course of treatment for a
given prisoner-patient" (Thomas v. Pate, 493 F.2d 151, 158).
But on the other hand, the complaint need not allege that
prison cfficials consciously sought to inflict pain on a pris-
oner by withholding treatment (Runnels v. Rosendale,

499 F.2d4 773).

In 1976, the Supreme Court set forth a standard by which cases
of this nature are to be judged.

1. "...deliberate indifference to serious medical needs of
prisoners constitutes the 'unnecessary and wanton in-
fliction of pain...' proscribed by the Eighth Amendment."
Estelle v. Gamble, 97 S. Ct. 285, 291 (1976)

2. "This is true whether the 'deliberate indifference' is
manifested by prison doctors in their response to the
prisoner's needs or by prison guards in intentionally deny-
ing or delaying access to medical care or intentionally
interfering with the treatment once prescribed.”

Estelle v. Gamble, supra at 291

Examples of "Deliberate Indifference"

Many of these cases were decided before‘the Supreme

Court's enunciation of the standard to be applied. However,
many of these decisions were cited in Gamble as examples of
deliberate indifference and the others would seem to meet
the standard as well.

1. Denial of Treatment
a. Denial of a request for'a special diet and medication

for treatment of a bleeding ulcer.
Westlake v. Lucas, 537 F.2d 857 {(197¢)

b. Denial of medical treatment for hepatitis to inmate
confined in isolation cell.
Collins v. Schoolfield, 344 F.Supp. 257

c. Refusal by prison administrators to treat prisoner

130



foir histoplasmoses.
Riley v. Rhay, 407 F.2d 496 (1969)

Failure to Provide the Treatment Prescribed

a. ‘Prison physician's refusal to administer prescribed
pain killer and subsequent unsuccessful leg surgery

by Trequiring prisonet to stand despite contrary
instructions given by surgeon.
Martinez v. Mancusi, 443 F.2d 921 (1970)

b. Refusal by prison officials to provide a special diet
prescribed by the senior medical officer for prisoner
with heart condition.

Edwards v. Duncan, 355 F.2d 993 (1966)

c. Overruling by warden of doctor's order that prisoner's
medication be given to him whole and not crushed.
Sawyer v. Sigler, 320 F.Supp. 690 (1970)

d. Refusal to perform nonemergency tonsillectomy and sub-
mucus resection of nasal septum for a life prisoner, when
such surgery had been recommended by prison physician.
Derrickson v. Keve, 390 F.Supp. 905 (1975) :

e. Refusal to return prisoner for hand operation ordered by
doctor at state hospital.
Wilbron v. Hutto, 509 F.2d 621 (1975)

f. Assigning a prisoner who has been given light duty status
by prison doctor because of heart trouble to heavy manual
labor in the field.

Campbell v. Beto, 469 F.2d 765 (1972)

Delay in Providing Treatment

a. Refusal to permit inmate to see a doctor until the 13th
day of confinement in segregation.
Campbell v. Beto, supra

b. Inmate was forced to wait 20 days béfore a maggot-infested
wound was cleaned and the dressings changed.
Newman v. Alabama, supra

c. Denial of medical care for three days to a 15-year-old
juvenile complaining of asthma, headaches, dizziness,
and a heat rash.

Thompson v. Montemuro, 383 F.Supp. 1200 (1974)

d. Intentional delay in removing sutures while inmate was
confined in isolation for 15 days with the result that
ear became infected.

Thomas v. Pate, supra
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4. Inadequate Treatment

e. Refusal by sheriff to call for medical assistance for 13
hours to'attend to injuries later diagnosed as two dis-
located and one fractured cervical vertebrae.

Hughes v. Nobel, 295 F.2d 495 (1961)

The Supreme Court has stated in Gamble that the

inadvertent failure to provide medical care, such as negli-
gence on the part of the physician in diagnosing or treating
a medical condition, is not a constitutional violation.
However, as illustrated below, some courts have found the
treatment so inadequate as to amount to no treatment at all.
In such cases a constitutional claim will exist.

a. Administering penicillin despite inmate's known allergy.
Thomas v. Pate, supra

b. Doctor's choosing of the "easier and less efficacious
treatment" of throwing away the prisoner's ear and
stitching the stump may be attributable to "deliberate
indifference...rather than an exercise of professional
judgment."

Williams v. Vincent, 508 F.2d 541 (1974)

Claims Not Amounting to "Deliberate Indifference"

1.

"An accident, although it may produce added anguish, is not
on that basis alone to be characterized as a wanton inflic-
tion of unnecessary pain."

Estelle v. Gamble, supra at 291.

Fact that inmate was seen 17 times for back problem, even
though the doctor never ordered an X-ray or like measure,
does not amount to cruel and unusual punishment.

Estelle v. Gamble, supra

Failure to provide prescribed corrective shoes to inmate
suffering from hammertoe condition is not a.civil rights
violation.

Henderson v. Secretary of Corrections, 518 F.2d 694 (1975)

Failure to consult specialist, while desirable, was not
required for a prisoner suffering from emphysema.
Sawyer v. Sigler, supra

Physician's reduction and later elimination of medication
for neural dermatitis does not state a civil rights claim.
Coppinger v. Townsend, 398 F.2d 392 (1968)
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6. Refusal to move a prisoner to a private hospital for exami-
nation by a private proctologist does not amount to deliber-
ate indifference when inmate is being given adequate care
within the prison.

Hampe v. Hogan, 388 F.Supp. 12 (1974)

- T ; 7. Request to be onarated on at state rather than prison hospital
because of previous poor.treatment is not of constitutional
import.

Haggerty v. Wainwright, 427 ¥.24 1137 (1970)

8. A 1l 1/2~week day delay in receiving medication. for an
ear infection did not state a claim where no damages re-
sulted therefrom. '

Feazell v. Augusta County Jail, 401 F.Supp. 405 (1975)

9. Two-day delay in seeing doctor, when no injury results
therefrom is not deliberate indifference.
Cotton v. Hutto, 540 F.2d 412 (1976)

10. Where an inmate's dental problems were not serious and the
potential harm caused by a 3-week delay was, at most,
the extraction of a tooth, the denial of dental care for
three weeks was not a violation of the Eighth Amendment.
Stokes v. Hurdle, 393 F.Supp. 757 (1975)

11. Refusal, after taking prisoner's temperature and determining
that it was normal, to permit prisoner to be absent from
work due to alleged headaches and dizziness and subsequent
punishing of inmate for refusing to work did not constitute
so grievous a denial of medical attention as to be uncon-
stitutional.

Turner v. Plageman, 418 F.Supp. 132 (1976)

IV. State Court Actions

Even though a particular claim may not evidence the "deliberate
indifference" necessary to support a civil rights action, the
Supreme Court, in Gamble, and many lower courts have clearly stated
that the inmate may still have a remedy for medical malpractice in
state court.

A. Prison doctor's failure to comply with prevailing county medical
practice in treatment of inmate's broken wrist was negligence, and
the doctor was liable for damages. Doctor's defense that he
followed prison administrative rule which required contacting
orthopedic specialist only when there were 15 inmates in need of
one was not valid since the prevailing medical standard required
contacting specialist immediately in a case of this nature.

U.S. ex rel Fear v. Rundle, 506 F.2d 331 (1974) (applying Penn.
law)
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State department of corrections held liable for $16,000 in
damages as a result of improper treatment of an inmate's broken

ank}e.

Dancer v. Department of Corrections, 282 F.2d 730 (1973)

V. Miscellaneous Problems

A. Expense of Providing Proper Medical Care

1.

"...if the State chooses to run a prison it must do so without
depriving inmates of the rights guaranteed to them by the fed-
eral constitution...Shortage of funds is not a justification
for continuing to deny citizens their constitutional rights."
Gates v. Collier, supra

Refusal to follow prison doctor's recommendation that prisoner
receive $2.00 cortisone treatments daily because of the ex-
pense was a failure to meet required state standard of care.
Pisacanc v. State of New York, 8 A.D.2d 335 (1959) :

Right to Rehabilitative Treatment

1.

But

Dangerously violent or suicidal prisoners must be examined
immediately and removed to a mental hospital if physician
deems it advisable.

Jones v. Wittenberg, 330 F.Supp. 707 (1971)

Alcoholics and drug addicts should not be permitted to go
through withdrawal in county jail without proper medical
attention and care. Thereafter, they should be diverted to
incarceration at county rehabilitation centers or other
locations with properly trained personnel.

Alberti v. Sheriff of Harris County, supra

Psychological or psychiatric treatment is required if
prisoner's symptoms evidence serious disease, disease is
curable, or may be substantially alleviated and delay in
providing treatment would cause substantial harm.
Browning v. Godwin, F.2d , 21 CxL 2040 (1977)

see:

Failure of superintendent to furnish medical treatment for
narcotics addiction is not a constitutional violation without
showing that superintendent could have provided such
treatment.

Smith v. Schneckcloth, 414 F.2d 680 (1968)
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C.

Unwanted Treatment

1.

Inmate who refused to take orally the tranquilizer
prescribed by prison physician and who was forcibly
given injection by prison officer who was neither a
doctor nor a medical technician was not subject to
cruel and unusual punichment.

Peek v. Ciccone, 288 F.Supp. 329 (1978)
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APPENDIX II

MENTAL HEALTH CARE IN CORRECTIONS

The paper that follows discusses the considerations and approach applied in
delivering mental health care to San Francisco County jail inmates. As is the
case with all aspects of providing health care in the correctional setting, it
is not possible to offer all-encompassing models of service delivery because of
the diversity of institutions. However, many of the problems that the staff of
the San Francisco County jails face illustrate those with which smaller jails
and large prison systems must also contend. The sesources available to an
institution within its own system and accessibility to outside resources will
predetermine and limit many aspects of any mental health care program, as will
such other variables as the siz< of the facility, the type of inmate population,
sources of possible funding, local political priorities, and even the location
of the prison or jail.

In the broadest sense, mental health problems in jails may be more acute
than in some prison systems for a number of reasons. Jails are often holding
centers with limited space, facilities, and diversions to mitigate the potential
for mental crises; and the short-term nature of the jail population often does
not allow for as effective a screening and diversion process of severely
disturbed inmates as do some prison reception centers.

For the most part, the needs-of jails will center only on emergency and
short-term treatment, such as crisis intervention. Prisons may additionally have
to consider other long-term programs of optional therapy for inmates along the
lines of those outlined by the American Public Health Association. At this time,
however, some corrections professionals believe that the courts will not mandate
care beyond the emergency level, especially since so many institutions are still
far from providing reasonable care in other.critical health areas.

Nonetheless, incarceration can undoubtedly exacerbate mental problems, and
it is to the benefit of the institutions as well as the inmates to have a mental
health program.

The issues that must be addressed in delivering mental health care, whether
to a prison or jail population, are.generally the same ones that J. Thomas Peters
describes--treatment, hospitalization, a referral network, access to the inmates,
assessing needs, and staffing.
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Treatment

Because of the incidence of significant and often severe psychiatric
problems within jails, and because staff and other resources are usually
relatively limited, some hard decisions have to be made with regard to the

requests for mental health-services to-Immates, Offen thésé decisions mean that

reéferrals that would be acted upon in other mental health systems cannot be
responded to adequately in the jails.

In most jails, the first priority is to get certain inmates immediately out
of the jail and intc a hospital. Generally such inmates are actively suicidal
or are grossly agitated and psychotic. Beyond these classifications, though, the
potential for diversion into the mental health system depends on a number of
factors, among them: the availability of locked (and sometimes guarded) mental
health facilities; the legal and custody status of the inmate; and, the judge's
or sheriff's willingness to consider at least temporary diversion.

The decision on what can be done for the vast majority of inmates who have
notable psychiatric problems but who are not being considered for diversion is
a most difficult one. Many of the mental health referrals will be for inmates
presenting behavioral and personality disorders. The mental health field in
general has evidenced little success in dealing with this category of patient,
and no miraculous exception can be expected within the jails. One positive step
that can be taken is to have a mental health staff persor act as mediator between
the inmates and custody staff, trying at least to diffuse some of the potential
for explosive behavior on both sides.

Often the presenting problem is clearly one of schizophrenia or affective
disorder, and here, depending on the skills and experience of the staif, more
can be done for the individual exhibiting such symptoms than for the inmate with
a behavioral or personality disorder. If used judiciously and with proper
observation and followup, the major psychoactive medivations can be of consid-
erable value. The best system is one where the medication is used in conjunction
with individual therapy sessions, where close monitoring of medication effects
and side effects is undertaken, and where the time and opportunity for verbal
therapy also exist. B

Many of the inmates' problems are not of psychotic proportion,; but are still
serious and in need of professional attention. In many who come into the jail
experience, quite notable depressive and/or anxiety reactions are seen. Here
again, the therapeutic skills of the clinical staff are crucial. For the primary
goal often is not long-range rehabilitation, but helping inmates deal with an
acute and immediate reaction to an often nearly overwhelming change in circum-
stance and environment. Regularly scheduled supportive counseling sessions and
the availability of immediate crisis intervention can be of considerable value.

Hospitalizations

In many instances, one of the key elements of jail mental health treatment
is the removal of an inmate from the jail environment. While in many counties
a fully psychotic prisoner is something of a rarlty, in counties such as San
Francisco and Los Angeles, such inmates are quite regularly found in the jail
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population. Some are floridly psychotic when they are brought to jail, others
decompensate shortly after arrival. For these people, for those who are severely
depressed and suicidal, and for some others, an essential to effective treatment
is their removal, at least temporarily, from jail.

In San Francisco two hospital options are available for county prisoners;
San Francisce General Hospital and the State hospital at Napa. At San Francisco
General, the psychiatric Service shares a maximum security ward with the medical
service. The ward has a 22 beds with one or two beds per room. Specially
selected guards from the sheriff's department, cameras, and other hardware provide
24-hour security. The ward has several particularly good features: (1) its

proximity toe the courts allows a-patient, wh2n appropriate, to be brought directly

to court and returrned to the ward on the day of his scheduled appearance; (2) it
is richly staffed, allowing for close development and monitoring of treatment; and,
(3} it alYows greater access by family, friends, and in some instances, clinicians

whom the patient had seen before.

In January 1978, & second ward will be opened at San Francisco General which
will be exclusively’ “or jall Psychiatric patients. This ward will not only
increase bed avallablllty ‘but it will also help alleviate one of the major draw-
backs of the present ward. Since the current ward also serves medical/surgical
patients, highly agltated and potentlally explosive psychiatric patients must be
sent to the State hospital or some other facility for treatment. (Interestlngly,
for some psychiatric patients in other diagnostic categories, the presence of
medical/surgical patients on . the local ward has often been felt to be of some
benefit.).

The minimum securitYfState hospital at Napa has a much greater bed capacity
(we average 30-35 admissions per month)-.and is better designed to deal with ‘long-
term patients. There are two main disadvantages, though, which have us working
to reduce significantly our use of the hospital. Its distance from San Francisco
{approximately 40 miles) means much greater transportation problems and costs.
Its relative isolation means patients are denied the numerous clinical advantages
of local community-based treatment.

Referrals

One of the key elements in running a jail psychiatric program is devising a
referral system that is-appropriate both to the needs of the jail population and
to the staffing pattern of the mental health team. It does little good, and in
fact a great disservice to all involved, to set up a referral system that cannot
be acted upon realistically.

© It can be tempting, particularly when first establishing a mental health
team within the local criminal justice system, to make a general offer of
psychological services throughout the system. But if the inmates come to expect
to be seen whenever they request it, and the courts expect psychologicil
evaluations on a number of defendants before the bench, and the probation depart-
ment expects assistance in drafting presentencing reports, and the sheriff's
parole board expects consultation on its applicants, then soon the realltlec of
limited budget and staff will force a constrlctlon of services.
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Focusing for the moment on the system for referrals within the jail itself,
what is needed is a processs wide enouch ih scope to ensure that all inmates
needing assistance from the mental health team will be seen, but also,_a process X
that allows efficient triage decisions to be made. ’

In San Francisco we have a procedure whereby in each of the jails our team
will take referrals from a variety of sources. From the medical staff we get
referrals on inmates whom staff members feel have psychiatric as well as medical
- problems, or on inmates whose medical complaints seem more appropriately dealt
with by mental health staff. Another valuable referral source is from on-line
custody staff, especiaily those cn swing and graveyard shifis. Also, certain
inmates, notably the trustees who have greater mobility in parts of the jail,
can give valuable referrals. They are often in a particularly good position to
notice consistent eating ana” sleeplng difficulties which, when of certain
severity, can indicate significant psychulpglcal distress. We also take referrals
directly from the inmates themselves, who can sign up on the psychiatric list
kept in the medical dispensary or who can speck to one of the mental health staff.

The critical next step is to screen these referrals and make appropriate
triage decisions. 1In the large San Francisco jail that holds sentenced male
inmates, we have one staff person who screens and makes initial triage decisions.
4t this point his decision is basically whether the person's presenting problem
is severe enough to warrant immediate further attention, whether the person can
wait and be seen in two to five days in an- individual session, or whether the
person must be told that there is nothing at this time that the psychiatric team
can do for him. (This last response comes most often to the requests for sleeping
medication or mild tranqulllzero.) :

In the other jails, the screening and triage decisions are ‘left to each
mental health staff person. Each can decide whether further sessions are
appropriate, whether other staff people should be brought in for additional
opinions, as well as make an fnitial assessment on the need for medication.

Access

A practical issue of considerable import concerns the availability of private
interviewing and counseling rooms. Private and reasonably quiet space is at a
true premium in any jail, and privacy becomes a matter of primary concern in
offering psychological services to inmates. Si.nce very few jails are designed to
have private rooms available for much more than the minimum amount of attorney-
client contact, the competition for space among agency representatives who come
into the jail can be keen indeed. Of course, this problem is often even more
greatly exacerbated by the  fact that most professionals want to work during
standaxd business hours. In any event, privacy is an issue that must be resolved
by the sheriff, based on his assessment of needs and priorities.

In ‘San Francisco, a wide variety of agencies, from probation, t¢ Social
Security, to the community college district, send workers into the jails.
Aside from the medical service, which has its own examination room and dispensary
in each of the jails, these workers, along with the attorneys, must wait on a
first-come first-serve basis for access to one of the two to eight interview
rooms available in each of the San Francisco jails. The one exception is the
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psychiatric service, which the sheriff has indicated has top priority. In each
of the jails, the mental health team has space reserved during part of every day,
maximizing not only the efficient use of the staff's time, but also the privacy
and regularity of their interactions with the inmates.

Assessment
, Whom in the jail population the mental health staff should deal with varies
with the characteristics of the inmates, the treatment capabilities of thé staff,

and the availability and feasibility of using outside facilities.

One of the main factors that influences how precisely a county wants to
determine the meéntal health characteristies and needs-of its inmate “population is
the local political determination ¢f how much staff and facility resources will
be committed to jail treatment. Thus, if the political forces have judged that
the county's only responsibility to the inmates regarding mental health treat-
ment is to deal with acute psychiatric emergencies, they will be disinclined to
conduct a general sampling to set the incidence of mental health problems within
their jails.

Such a general incidence study was, however, recently mandated by the
California State Legislature and conducted by Arthur Bolton Associates under the
auspices of the State Department of Health.l 1In a sample of California counties
taken last year, it was found that around six percent of the total jail population
had psychotic disorders, and that an additional nine percent had significant non-
psychotic mental disorders. They found, in addition, approximately 20 percent
who were categorized as personality or character disorders. While many questions
are raised by this study, and though the authors themselves caution against
generalizing these results, i%i is clear from their findings, and from several
years of jail experience, that a mental health problem of notable procportion
exists within the county jails.

staff

The clinical skills and personal sensitivity of the mental health staff will
clearly determine the success or failure of the effort to bring psychiatric care
to the county jail. Since very few mental health professionals have had the
experience of working a jail, the early time on the job must of necessity include
& good amount of desensitization to the sights, sounds, smells, and other
realities of the jail environment.

Not only for the acclimation, but for other reasons as well, it is critical
that the mental health staff work full time within the jail and not come only
occasionally as consultants. The staff must become intimately aware of the myriad
legal, custodial, and interpersonal vectors that come together within the jails.
It is a vastly complex system with its own rules, standards, and mores.

lA Study of the Need for and Availability of Mental Health Services for
Mentally Disordered Jail Inmates and Juveniles in Detention Fac111t1es, Arthur
Bolton Associates, October 1576.°
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The staff must also have the ability and inclination to confront some of
their own biases and stereotypes. _Most mental health professionals- come-into -
the jail with little direct knowledge of this system and the people who run it.
The backgrounds and training of the mental health and custody staffs are
obviously most often quite disparate. But one of the most positive effects of
having the two staffs work together is the breaking down of stereotypes--the
sadistic guard versus the bleeding heart counselor.

The relationship that these two staffs develop is one of the most critical
elements in determining.how.effeetively -the mental health services dre delivered.

Tt 'is not enough simply to have court and top-level sheriff's department approvi,: °

to work within the jail. It can be of inestimable value if the mental health
staff can gain the respect of the on-line jail staff, for their cooperation and
input can be of tremendous assistance.

The benefits of developing a mutual respect between the two staffs can be
many. The mental health staff can pick up a number of insights from the custody
staff on behavior, language, and routine of the jail. The custody staff, in
turn, can learn new ways of viewing and dealing with some of the more troubled,
and often troublesome, inmates in their jail.
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APPENDIX III

The State of Michigan has established a comprehensive system of dental
clinics and care available to all inmates in the charge of the Department of -
Corrections. The facilities range from an infirmary clinic at Jackson State
Prison (population 3,500) that is staffed by four -dentists (to be six soon),
three dental aides, a clerk, and one hygienist, to small clinics staffed by a
contractual dentist for up to 16 hours every two weeks to serve facilities that
house between 250 and 300 inmates. All of the clinics are being remodeled and
new equipment is being installed and staff added as funds become available,
according to William J. Byland, D.D.S., who is the department's assistant
director in the office of health care. The remodeling, expected to be completed
by the end of 1978, as well as the addition of several more clinics over the
next two vears, will permit even more efficient operation of dental services
plus more efficient use of auxiliary personnel such as hygienists and civilian
dental aides, Byland said.

Michigan's program of, and approach to, dental care have been elaborated in
a Dental Policy Manual that covers everything from overall objectives of the
service to guidelines for specific treatment. Those parts of the policy that may
be of general interest to correctional and health care administrators have been
selected for discussion or quotation here.

General Dental Policy

As a general policy, the dental department in the Michigan Department of
Corrections tries to provide "“the highest quality comprehensive dental care
possible for residents, with their consent and within the limits of available
resources.” The department gives priority to "correcting oral conditions detri-
mental to the health of the individual which constitute a hardship in the
rehabilitation of the resident."” The availability of funds and personnel define
the parameters of services to be offered. :

Levels of Care

Basic care is available to all inmates upon entrance into the system. No
service is provided, however, that could not be provided to all residents with
the same needs. Currently, the dental department defines basic care as: "“the
relief of pain; extractions when necessary; restoration by filling all teeth
that can be restored; and replacing missing teeth by prosthetic devices either
cast or wrought wire, acrylic partials, or complete dentures." Optional care,
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including endodontal or periodontal work, is also available. But cases requiring
the services of an oral surgeon are usually referred to board certified oral
surgeons serving in the particular prison area.

The department does not do crown {gold or ceramic) or fixed bridgework nor
are orthodontic services available at the prisons. According to Dr. Byland,
residents can get these services in some instances, but they have to pay their
own treatment expenses and, in addition, pay for the cost of a security escort to
visit an outside specialist.

Administration: Chain of Command

"The dental department has a straightforward chain of command. First of all,
all health care personnel at all institutions and at all levels, including the
dental director, are responsible to the director of the Department of Corrections,
Office of Health Care. Then, the dental director himself is responsible for the
staffing, planning, and all aspects of dental care in all the institutions. This
responsibility includes the planning for the equipping and remodeling of the
existing clinics that is now under way. In addition, the dental director admin-
isters the dental technician education programs for residents that were described
in chapter 6. Finally, each c¢linic has a chief dentist who is responsible for
the day-to-day opsration of his clinic and for supervising the staff. The chief
dentist at each clinic is responsible both to the infirmary medical director and
to the dental director.

Initial Dental Examination

All residents of Michigan's prison system have an initial dental examination
at the time of incarceration. For men, the examination is conducted at what is
called the Reception and Guidance Center. Women are examined at a women's prison
in Ypsilanti. During the examination, which takes about 30 minutes, a complete
dental history is taken along with X-rays (bite-wings and periapical, as needed).
Dental needs are charted and treatment priorities are assigned. These are
explained to new residents during a briefing session. Dental services that are
available and procedures for making appointments are also explained. The plan of
dental treatment recommended at the initial examination begins after the resident
is transferred to his assigned institution. Only emergency treatment is available
at the intake clinic.

Appointment and Treatment

Residents are scheduled for dental treatment in the chronological order of
their arrival at their institution. The institution initiates treatment on the
basis of the initial examination and arranges the treatment schedule according
to assigned treatment priorities. Appointments are scheduled until the case is
completed, but, where conditions permit, residents are recalled yearly for
examination.

Residents not on any treatment plan of appointments can place themselves on
dental sick call where that is available, or they can send out a written request
to see a dentist. Emergencies are seen at any time upon the request of the
housing unit officer or work supervisor.
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As much as possible, the department has made‘appropriate arrangements with
dental specialists, such as oral surgeons located in the immediate areas
surrounding various institutions. In cases where specialists are not available
in the area, residents are transferred to Jackson Prison where the services of
such specialists can be made available on the outside. However, according to
Byland, his department has arranged for consultants to come to the prison
infirmary in the future, rather than have residents go outside. This procedure
will begin at Jackson and at the women's prison in Ypsilanti as soon as the
remodeling and upgrading of the clinics and infirmaries at both sites are complete.

Refusal Of TLEALMENE . ... . ..o o ceeceeme oo o mmmmi = = mmme i s amin o

If a resident refuses the treatment recommended by the examining dentist, he
is asked to sign a special form. It is attached to his file and placed in a
central medical file. If the resident refuses to sign the form, the dentist
initials it instead.

Once a resident has refused treatment, he has relinquished his right to any
further dental care until he is willing to accept the recommended. treatment. If
there is a history of refusal of treatment, the resident is asked to sign a
consent form before any work is done. Emergency care will still be provided.

Records

At the time of the initial dental examination, an admission dental card opens
the patient's dental file and an outpatient dental record, which becomes part of
the master medical record, is prepared. The latter contains the findings of the
initial examination and records the presence of caries, missing teeth, pathology,
bridge, and so forth; it also includes the dental history.

According to Byland, his department is now in the. process of setting up a
complete new dental patient record system. Eventually a computer reporting
system will be.established to keep track of the patients, the work being done at
each clinic, and the work being done by individual dentists.

Priorities

The priorities for improving dental care that had been established by admin-
istrators in the state have apparently been or are in the process of being met.
As Byland explained, the budget has been greatly expanded since 1974; the staff
has been substantially expanded since 1975 although several positions still need
to be filled; and all facilities will have new equipment by the end of 1978 or it
will at least be on order. In the future, facilities that open will be equipped
with new dental units.

As a result, Byland concluded, all the recommendations set forth in Key to
Health for a Padlocked Society, by Michigan's Jay K. Harness, have been
" instituted or are in the process of being instituted.
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