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i sl i . It is recognized that when there is a crisis
M of prison overcrowding, correctional
e management priorities may be focused else-
where than in the health system. But the
| : e ) costly potential of adverse judicial decisions
' on systemiec health care also requires
; LR e T T e T R e L g ) : priority attention by both the Admini-
| STt ST e e S'I’ATE OF NEW YORK S e T e e stration and the Legislature.
N el L b B e There are 33 correctional facilities in
- }LEGHSLATKVE G@MMHSSH@N New York State, overseen primarily by the

Department of Correctional Services
(DOCS). In 1979-80, the State spent
$33.5 million to provide health services to
an average 20,403 inmates, or $1,644 per
inmate. Employee fringe benefits would add
$8.9 million, or $435 per inmate, to this
amount.
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LCER staff visited 13 correctional facil-
ities, and reviewed the medical records of
379 inmates for the period May through

‘ ‘MEMBERS 7 R Program Audit

T \ARREN M. ANDERSON ;oo dunelsdl == July1980. It was found that eadh of these

facilities had a health service unit; all
L health personnel were licensed, with current
registrations; all health service units were
SUMMARY AND CONCLUSIONS generally staffed 24 hours per day in maxi-
T G S TR TR ¥ mum and medium security facilities, and
L e T e T ;VAARTHURJ KREMER L B e T S ooy . part-time in minimum security facilities.
o .%o Chairman, Assembly- Wavsand’l\/leans S N R R Since 1974, state inmate health care de- But LCER also found many inadequacies and
‘ : T R D s DANIEL B°WALSH ~ e J CErL o e e e ] ; livery syatems have been increasingly under inconsistencies in both the delivery of
R I ~———— Assembly Majority Leader S e R L e legal challenge. In seven states, prison health care services to inmates and the
CWILLIAMETOSMITH « 0 oo o s et 2 health care was found constitutionally "im- administration of inmate health care pro-
Senaté Deputy Majonty Leader - S TERL e T S perémssmée, and the ctourts have ordered grams.
- MANFRED GOHRENSTEIN R i A systemwide improvements.
Senate’ Minonty Leader T

Temporary President, , Senate g e

oo STANLEYEINK - . e
TR + Spealcer, ASSembly AN
St JOHNJ MARCHI -
~ Chai rman, Senate Fmance '

ly
‘e of

‘ In New York's first major challenge, To- .
JAMES. L. EMERY- i daro v. Ward, medical care at a single Inmate Health Care Delivery
A“emb"’ Minority Leade' ~ L e e T e T institution--the Bedford Hills Correctional
DONALD M. HALPER!N SUR I B R S N Facility-~was declared unconstitutional.
Minority Member, Senate- F'ﬂance ShrhiEe g i SR A 1 Another case, Milburn v. Coughlin, origin- Statute requires that the physical. mental
‘WILLIS H. STEPHENS T e e e T L ated in Green Haven, and was in litigation and emotional condition of each inmate en~
Minority Member, Assembly Ways and Meansl. R e B . during 1980. But at any moment, more than tering the correctional system be evaluated
DAVID §° MACl\ S ; Do RERE i e s 2 A 100 cases could be pending against New by DOCS to determine the inmate's appro-
- Pattner, The Mack Company ,f:°.:;;~ Tl el L B = York State's prison health care system. priate correctional placement. It was found
“B.A. RITTERSPORN g GRS e : BN : that all facets of this initial evaluation were
- Programs Director, The lnStxtutéfor T Court ordered improvements to prison not always performed, because DOCS lacked
: sgcmecomm,c Studres g A e et health care in New York and other states & central system or procedure for classify-
' : S R R R have been mandated despite those states' ing inmates.
financial conditions. And New York's cor-
rectional system, in many ways a model of Inmates were not ccmpletely aware of
penal reform, must resolve opposing forces: available health care services. Contrary to
SA economy and efficiency of operation, - and’, '« ‘national standards, DOCS did not inform
- the demand for improved health care stem- inmates orally or in writing of its health
‘ ming from inmate law suits. policies and procedures.
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There was wide variation in the utiliza-
tion of inmate health care services at the

institutions visited by LCER staff. - Two-

thirds of the inmates in the LCER survey

did not use inmate health services while .
.about 18 percent drew heavﬂy on those re-
- _sources.

In general, mmates had access to health

services through facility health service

units. In non-emergency situations, acecess .

ta health care-was through sick call, with
nurses screening health problems to deter-

mine pricrity and level of ireatment needed. -

Hours. of sick call varied, however, with two
facilities failing to meet the minimum stan-
dard. Outside of sick call, aceess to hedlth

care was at the diseretion of the corrections -

offlcer (CO).

Staffing of health units differed greatly

from institution to institution. But inconsis-

teneits were not related to need, as the
followmg example shows:

Physician

SART . Hours
Institution -~ - Population Per Week
Elmira 1,521 - 55
Attica - 1,786 ‘ 15
Auburn ‘ 1,583 , 40

There was a high percentage of vaeant,

health positions. Almost 29 percent of
DOCS full-time physician positions were va-
cant as of October 6, 1980. DOCS' diffi-
culty in recruiting and retaining qualified
physicians has been said fo result from low
salaries, inflexible work-week and pay pack-
ages, and the negatlve aspeets of working m
a pmson. . _

The high rate of vacant health care posi-

,tlons means that inmates sometimes are
~used to provide health services, and COs

used to administer medication--contrary to
national recognized health care standards. .

Medical records, generally aecepted lndl-

cators of health care quality, were not al-

ways found in’ order. Sometimes records
were not available at the initial inmate
screening, and, therefore, could not be no-

tated. In other mstaneesy requlred health

hlstory or physieal mfor a ion ‘was not
filled in on records. And about 20 pereent
of requu'ed laboratery tests were not given.

Though mmates over 40 years old sre re-

quired to receive physical exams annually,

and younger inmates biennially, 24 percent
of these periodic physicals were overdue,
some by four years or longer.

Inmates' case management ‘was msufﬁ— :

ciently detailed, and follow—up was dlscon-

tmuous.

The State's fi’ve-?year-old medical fee

'schedule impeded the establishment of spe-

cialty clinics at correctional facilities. On-
site services would be less costly than the
alternative off-site” services requiring the
transportation of and -security escort for
inmates.

State Program Administraticn

DOCS is charged with "[Providing] for

health and safety of every person in cus-
tody," The State departments of Mental
Hygiene, Health and Education as well as
the Commission of Correction and: the
Health Planning Commission also have sta-

" tutory responsibility for the health care of

lnmates, )

Department of Correctional Services |

DOCS provides inmate ﬁgalth -care
through its central office Division of Health
Services (DHS). But the priority accorded
inmate health care has varied. A 1973 plan
to develop central office leadership and
_oversight of inmate health care was imple~

. mented, but then abandoned in 1977, with

the expiration of federal funds. -Strong
medical leadership, professmnal steii-devel~
opment, health services advisory committee
oversight, management information system
and program evaluation efforts were discon-

E tmued or de-emphasized. During 1980 DHS

again developed its central office capacity

to plan, monitor and eontrol iniate healthf‘ :
- services. ,
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 DHS's manag\*—ment role is subjeet to mod-

ification, given-changes in DOCS Ieadershlp
or',dl.reetlon. However, ‘fluctuation in the
priority given inmate health care can result

in w.available or uneven inmate health care

whleh, in turn, may stlmu]ate lawsults.

Over31ght of facility envn'onmental health
was divided between two units in DOCS.
This created problems in assuring compli-
ance with DOH food service recommenda-
tions. - DOCS also has not followed up on
faelhty comphance to DOCS dlrectwes- :

~ Percent of

- Facility
DOCS Standard Compliance
Food Service Reports 73
Food Service Inspection 5
Housekeeping Inspection ]
Fire & Safety Committee 13

Health & Safety Audit , : 33

Department of Mental Hygxene

; Inmate mental health care was trans-

ferred to the Department of Mental Hygiene
‘in 1977; its Office of Mental Health (OMH),

Bureau of Forensic Services provides mental
health services at the correctional facilities

_through seven satellite centers, seven non-
- satellite health units and the Central New

York Psychiatrie Center (CNYPC),

' OMH's budgeting, accotinting and manage-

ment information systems were not provid-

ing adequate program information or expen-
diture, staffing and program workload data

"whlch might allow cost effectiveness com-

parisons among satellite eex:u.ev or other
units.

Contrary to Commlssmn of Correction
reeommendatmns, OMH had not yet promul-
gated a standard satellite center procedure
manual. Nor had the bureau required satel~
lite centers to review and evaluate their

~ own facilities, procedures and staff perfor-
~mance. However, a joint OMH-DOCS re-~
view and evaluation of the satellite unit was
‘initiated  July 1980.
~available as of Mareh 1, 1981,

The repoit was not

Difficulties: in OMH-DOCS coordination
were apparent. First, because satellite and
health records were separate, information in
one chart may not have been available to
providers using the other chart. This situa-
tion led to inappropriate treatments docu-
mented in Commission of Correction mor-
tality reviews. Second, inmate psychiatric

rclients had been transferred without notify-

ing satellite units, and with loss of continu-
ity of care--again documented by the Com-
mission. Both difficulties were discussed in

- . joint OMH~-DOCS meetings, and an agree-

ment is anticipated in early May. (See OMH
response.) Not under diseussion, however, is

“DOCS unilateral closing of the Attica satel~

lite center inpatient ward. According to
OMH officials, this closing led to a decline
in OMH service at Attica and other satellite
units.

Department of Health

DOH has broad authorization to monitor
environmental health conditions at the 33
facilities. Its inspections focus on narcotics
control, x-ray maehmes, and food service
areas.

) LCER staff inspeetions indicate that im-
proved surveillance of environmental health
conditions is needed. Based on complianee

- with DOCS requirements, facility environ-

mental health monitoring, housekeeping, and
fire and safety committees are not func-
tioning as intended. :

Comm1ss1on of Correetxon

Empowered to  oversee the entxre State
and local penal system;” the commission's
supervision . extends fo inmates' physwal
mental and environmental health, is to be
exercised through inspections, responses to

“inmate complaints, investigations of condi-

tions leading to inmate mortality, promulga-
tion-of inmate health standards and evalua- -
tion of inméte health care delivery systems.
However, the commission is a reactive body,
whose irvolvement in inmate health care is

.generally initiated by inmate deaths, com-

plaints or gmevanees. And despite statutory
authority, the commission has not promul-

8]
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‘gated standards of inmate health care or -

initiated & program . to evaluate the quahty
of that care, v _

State Edueefion Department

The. department performs a limited role
through two of its units:
Vocsational Rehabilitation which furnishes
heelth and rehabilitation services to in-
mates; and (2) the State Board of Pharmacy,
Whleh oversees pharmacy operations at - the
correenonal facllltles.

\\<

LCER ‘found that pharmacy 1nspectlons
have not - l‘eg*ularly oceurred, with long lap-
ses between inspections at some prlsons.

D\
kS

State Health Planning Commission

W

The commission is mandated to review all
State agency plans relating to prov1swn of
health care; however, the commission has
not required such plans for DOCS and OMH,
nor has it included the State's eorreetmnal
facility inmates in State planning endeavors.
By omitting State pmson inmate health
needs, the commission is not taking account
of the drain on co) munity health resources
by inmate health \Vare,} nor is it providing
alternatives for improving health care ser-
vices in State correc\txonal faelhtles. )

Financing Inmate Health Care

DOCSlnmate health care expendituresin SN

1979-80 were $14.0 million or approximate-

ly $687 per inmate. When security. eosts,
fringe benefits, and the expenditures ineur—
red by other agencies--OMH, the Office of
Mental Retardation and Developmental Dis~
abilities, DOH, the State Education Depart-
ment and. the ‘Commission of Correc-
tion--are counted, it is estimated that the
State spent more than $42.4 million in
1979-80, or an average of $2,079 per inmate
for the 33 State correctional facilities.
LCER found that each 1979-80 dollar spent

(1) the Office of -

b by the ‘State was distributed as. follows:

. 50 cents for  direct - inmate - health. care;

27 cents for seeumty, 21 cents. for - -fringe

peneflts and two eents for admlmstratlon '

: and over51ght. o

Aecurate and complete flnanelal and per—
formanee data are not available in the ab-
“-sence of an: integrated program budget to

ﬁlentlfy inmate health expend1tures made by

‘DOCS, and by other State agencies. The
development of such a budget would allow
the Legislature to decide the financial pri-
“ority of inmate health care and would allow
“the mmeasurement: of program accomplish-
ments‘ m the future. )

- Conelusien

Inmate health care in State correctional
institutions was found wanting when mea-

~ sured against nationally accepted standards

for inmate health care. For example, the 13
correctional facilities visited by LCER staff
met standards for health care in only 86 of a
possible 208 cases. (See Exhibit I, Chap-
ter II.) While medical care in all State pris-
ons is available through health eare units,

. inmates often experienced delays in obtain-
~in% physical examinations and other types of
- non-emergency care.
- mate health care may be no different than

‘In some respects, in-

the medical ‘services available to many citi-

“zens in the community. However, this audit

also found that inmate health reeords, gen-
erally accepted indicators of health care
quality, often did not contain requiréd phys-
ical mformatxon or complete health hlstor-
ies. :

Iuauxuueut attention nas been given ’tO
the planning, organmatmn, ‘management and

‘The result is an inefficient system

. oversxght of State prison inmate health ser-
" viees, -
~ which costs almost - $2,100 per inmate to

operate. Constant pressure of inmate law-

suits may force an upgradéilg“of health care,

“may result in more effective distribution

o and use of :inmate health care resour'ces.

- perhaps based upon judicial rather than<ieg-
. islative standards. On the other hand, inno-
yative program ‘management and oversight

&
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Chapter 58 of the Laws of . 1980 requires heads of audzted agencies to report wzthm

' Y‘ecewing the final program audit to the Chairman of the Legislative
.- Commission on Expenditure Réview and the Chairman and Ranking Minority Members of

- the Senate Fintnce and Assembly Ways and Means Commlttees on steps taken in response
to flndmgs, and, where no steps ‘were taken, the reason why

=

¢
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Departm_ ent of 'Correetional Serviees Y

1"

L

Contrary to the intent of law, DOCS
did not have a program and classifica-

-tion procedure to evaluate the physieal,

mental and emotlg\ al conditions - of
each inmate entermg the system. (See
pp. 11-13.) ’ o

Orientation 'o;t‘, inma‘tles to available

health services was minimal.. The
American Medical. Association (AMA)

- and The American Correctional Asso-

ciation (ACA) wecommend that such

~ orientations be both oral and in writing

so that the inmate can act in his own
best health interest. (See pp. 13-14.)

- DOCS had no speelal programs or treat-

- ment for retarded and developmentally

_disabled

inmates despite :statutory

* authority to provide special placement

L4,

5.

‘ 6,

and care for these 1nd1v1duals.
pp- 6.) ~

Health records were not: belng” main~
tained properly, nor were they always.

consulted. -~ Many, health encounters
were never recorded. Given the in-

~creasing number of health-related: in-
mate lawsults, eomplete reeord keepmg 7

e o

1S caac’iubll« \DEG PP 4143, )

Having outsxde medlca°1
come to a correctional facility saves

- the State money by redueing security

An out-of ddte fee
however, - provides

and escort costs.
sehedule,

The number of hour's "full-tlme" physz-

cxans were available vamed among the -

 (See

specialists

little
incentive for specialists. to come to a
»correctmnal faelhty (See pp. 24-26 )

‘ ie;inélitutidns’; ;

There was no correlation
beiween the number of inmates at a -

. fegility and physmlan avallablhty. (See

pp- 34—35 )

. Faclhty mmate health servmes ‘man-

agement should rest with a designated

~ facility  health authority according to

‘standards set by the ACA, the AMA and

" the United States Department of Just-

- ice.

¥

Morever, despite AMA and
American Public Health Association.
standards recommending internal and
“external evaluation of the faclhty
health care services, no such reviews

- were conducted. (See pp..38-40.) -

o
°

e
° .

‘Noncompetitive State salaries, shortage
of physicians in- certain geographic
areas; ano mflemblhty in physician
coverage were obstacles to filling
faelhty physmlan vaeancles.‘ (See
pp. 48-50.)

The - absenee ef an mtegreted inmate

- health services budget within DOCS

made it difficult for the Legislature to

“focus attention on inmate health needs;;,h'

10..

o pe: 6-92)

and prlorltles. (See pp. 50-51.)

Improved menagement of the inmate
health care system could result in re-
- duced :security costs and associated
fringe benefits through: (1) increasing
utilization of secure wards, (2)up-
grading mﬁrmary staff and facllmes SO
that inmates can be transferred from
community hospx‘tals to infirmaries for
recuperation, (3)increasing the use of
“Min facility" specialty clinics and recon-
‘structive  surgery  programs, and

@) reviewing inmate use of mpat(lent
See

hosprtal care by central staff.




| Offxee of Mental Health

sn

12.

-result
gccess to and availability of mmate ‘

‘needed " to. resolve health

Operatlng guldehnes and- standard pro-

15. Evalua’tloL

cedures for.- the satellite center pro~

grams had not been promulga'i;ed° “The
was a lack of uniformity in the

men’tal health services. (See 2 59, )
Improved OMH-DOCS eoordmatlon was

program
deflexeneles. (See pp- 60-61)

Comm1ss1on of Correetlon '

13. The eommlsswn's approaeh to overs;ght

- of State inmate health care was pri-

marily reactive-~initiated by  inmate
deaths, grievances or complam‘ts (See

'wﬁ%%)

14.

Though authomzed by statute to do so,
the commission

had not -established

standards for assessing the uu.ahty of

inmate health care and prison _environ-

mental health. (See pp 69~ 71.) :
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“Correcti
~ (See pp.
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=, ! } - &
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: #

been a priority of the Commission of
lgm’s ‘Medical Rev1ew Board
71~72. ) & :

Department of Health

16, DOH VI}ewed its role as monrtor of the

health jerivironment &t DOCS facilities
as purg ely advisory with no powers of

" enforef Ament. However, the DOH Com-

~ missioper is mandated to enforée the

Public Health ™ Taw and the Samtary

.(/‘,

e » Code./ (See pe 78 )

w
i
7

Health Planmng Commission

17. HPC is reqmred to review the plans of
State agencies prov1dmg health and
mental health services, but no State

health plan has been required of DOCS
'for mmates (See p 78. )

of the State's correctional
facility health services system had not -

A

3B

L

Ol

3
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> Services in Adult Jails and Prisons, September 1979.

ABBREVIA TIONS

Agenen&s/&nbnmts

2

, BNE——Bureau of Narcoties Enforeement in DOH

“  BSCFR--Bureau of State Correctional Facility Review of the Commission of Correctlon
" CERT--Correctional Emergency Response Team m DOCS '

DHS--Division of Health Serviees in DOCS

'DOCS--State Department of Correctional Services

DOH-~State Department of Health -

DSO--Division of Support Operations in DOCS

HPC~-State Health Planning Commission

HSU--Health Systems Unit of the State Commission of Correetlon

 LCER--~Legislative Cemmission on Expendlture Review

‘MRB--Medical Review Board of the State Commission of Correction
NYCDOH--New York City Department of Health

- OMH--State Office of Mental Health
_ OVR--State Education Department's Office of Voeatlonal Rehablhtatxon

Stendefds Useﬂ

AACP—-Amencan Association of Correetlonal Psychologlsts, Standards for Psychology

ACA--American Correctional Association, Revxsed Standards for Adult Correctional
Institutions) 1976 :
AMA--American Medical Assoelatmn, Standards for Health Sermces in Prisons, July 1979

APHA--American Public Health Assoexatlon, Standards for Health S Services in Corree-
tional Institutions, 1976. '

e}JSDJI—S;Unrted States Department of Justme, Federal Standards for Correetlons, Draft,
une 78
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FOREWORD

The Legislative Commission on Expenditure Review was established by Chapter 176
of the Laws of 1969 as a permanent legislative agency for among other duties, "the
purpose of - determining whether any such department or agency has efficiently and
effectively expended the funds appropriated by the Legislature for specific programs and

“whether such departments or agencies have failed to fulfiil the legislative intent, purpose

and authorization," and to make a comprehensive and continuing study of . .. the program
of and expenditures by state departments.” This program audit, State Prison Inmate
Health Services is the eighty-eighth staff report.

The audit reviews New York's multi-ageney system to provide needed mediecal,
psychiatric and environmental health services to over 22,000 State correctional facility
inmates. Findings encountered include excessively high health services staff position
vacancies, inadequate health record and inmate case management, an outdated medical
fee schedule inhibiting the ability to provide "in facility" speciality care, the potential for
improved intra- and interagency coordination in the financing and management of health
programs and the high and growing costs of inmate health care. As noted in several of the
agency responses presented in Appendix D, there is general concurrence with the report's
findings and remedial efforts are underway. Noted in particular are the Department of
Correctional Services' attempts to fill vacant health positions and to improve health
§ervices planning and management. The outcome of these and other ongoing program
improvements will be addressed in our six month agency follow up.

Appreciation is expressed to the personnel of the Departments of Correctional
Services and Health, the Health Planning Commission, the Office of Mental Health, and
the Commission of Correction. A special note of thanks is extended to the Super-
intendents and personnel of correctional facilities visited by LCER staff during the study:
Arthur Kill, Attica, Clinton, Coxsackie, Downstate, Elmira, Fishkill, Lincoln, Mt.
McGregor, Queensboro, and Woodbourne. ‘

In aceordance with Commission policy, this report focuses on factual analysis and
evaluation. Recommendations and program proposals are not presented since they are in
the realm of policymaking and therefore the prerogative of the Legislature.

The audit was conducted by James Haag, Chairman; Joan Deanehan, Robert
Fleischer, Frank Jackman, and Irving Wendrovsky. Research assistance was provided by
John Baer and Joel Margolis while computer programming was performed by Robert
Lowinger. Bernard Geizer served as general editor. Word processing services were
provided by Barbara Harrison and Nancy Neubauer. Overall supervision was the
responsibility of the Director. '

The law mandates that the Chairmanship of the Legislative Commission on
Expenditure Review alternate in successive years between the Chairman, Senate Finance
Committee and the Chairman, Assembly Ways and Means Committee. Senator John J.
Marchi is Chairman for 1981 and Assemblyman Arthur J. Kremer is Vice-Chairman. '

June 19,1981 Sanford E. Russell

Director
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I INTRODUCTION

This program audit assesses the effectiveness of New York State's prison inmate
health services. It evaluates State correctional facility health services management and
estimates its costs at $42.4 million or $2,079 per inmate for the 1979-80 fiscal year.
Included in the audit's scope are physical, mental and environmental health services. This
chapter provides background by discussing (1) recent inmate health care litigation,
(2) legislative intent for State inmate health care in New York, (3) the most pressing
health care needs of inmates, and (4) this program audit's scope.

Inmate Health Care Litigation

Since the 1974 federal court found that Alabama's prison health care system was
constitutionally impermissible,’ cases have been brought with increasing frequency
against state prison systems and the health care segment of the systems. The finding of
unconstitutionality has been made against seven other states.? Two prisons have been
closed and health cure systems, procedures and staffing have been revised.

Todaro v. Ward is a ease in point for New York State.? The judgment declared the
inmate medical care system at Bedford Hills Correctional Facility unconstitutional. The
court outlined changes to be made in: infirmary and sick call procedures, record keeping
requirements, and minimum staffing and mandated capital improvements to the sick wing.
The Department of Correctional Services (DOCS) estimates that mandated improvements
cost $101,741 annually for added personnel and $56,192 for capital improvements. The
court order alsorequired that qualified State personnel inspect and report findings to
plaintiffs. The 'Office of Health Systems Management performed four audits in 1978,
three in 1979, two in 1980 and two more are scheduled during 1981. '

In New York State, during the 11 month period from January through Novem-

ber 1980, DOCS Office of the Counsel recorded receipt of 235 legal actions related to

inmate health care issues--an average of 21 per month. This did not include all actions
brought against the department, because correctional facilities may be served directly
without notice to the central office.

No one has documented the resources required for legal defense of the State in
inmate health lawsuits. However, Legislative Commission ¢n Expenditure Review (LCER)
staff interviews at DOCS central office and at correctional facilities indicate that a large
amount of staff time is diverted in this endeavor. Depending upon the issues in a case,
such litigation can involve DOCS and the Department of Health (DOH), the Oifice of
Mental Health (GMH), the Commission of Correction, the Attorney General's Office and

other State agencies. Each court case requires facility staff to compile information in

defense and to give testimony. Implementation and follow up of court decisions can.be
costly and time consuming. s ‘

.The following summyari_Ze some of the major prison inmate health care cases and
highlight the role of the courts in determining "adequacy of prison inmate health care."

o Also presented are examples of standards of care enforced by the courts.

Background

Before 1926, medical care issues were not addressed by th: courts to any great

degree. Rather, the concern 'withv the "cruel and unusual punishment" clause of the Eighth
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Amendment pertained to sentences disproportionate to the offense. In the 1926 Spicer *

decision, the U.S. Supreme Court reiterated the common law right to mediecal treatment
for prisoners: "that the publie be required to care for the prisoner who cannot, by reason
of the deprivation of his liberty, care for himself."* After 1926, cases were brought on
the basis of medical maltreatment and sought monetary or punitive damages. In the cases
which were won, the prisoner proved mistreatment by the medical care providers, by
interference from prison administrators, or by both.> :

As a result of court challenges during the early 1970s, a definition of the rights of
prisoners evolved and was repeated in many decisions:

Though his rights may be diminished by the needs and exigencies of the
instituticnal environment, a prisoner is not wholly stripped of constitu~-
tional protections when he is imprisoned for crime. There is no iron
curtain drawn between the Constitution and the prisoners in this
country.® ,

In the much quoted 1976 Estelle decision, the U.S. Supreme Court drew on lower
court decisions, to indicate the medical care an inmate was entitled to:

Medical maipractice does not become a constitutional violation merely
because the victim is a prisoner. In order to state a cognizable claim, a
prisoner must allege acts or omissions sufficiently harmful to evidence
deliberate indifference to serious medical needs. It is only such
indifference that can offend "evolving standards of decency: in
violation of the Eighth Amendment."”

The Supreme Court has not yet given a further definition of its "deliberate
indifference" standard.® A distriet court case may have given a more usable standard:
"To reach constitutional proportions, there must have been elements of willful, wanton, or
reckless conduet by prison officials."® In other words, a demonstration of bad faith is
necessary; the court will not assume intentional cruelty on the. part of the prison
administration.'® Imprisonment is, in itself, the punishment for crime. When it is
eompounded by the deprivation of medical care, the result is an excessive sentence and
may constitute eruel and unusual punishment.!?! S Lo

In 1977, the question of psychiatric treatment was brought up in Bowring v. God- -

win.!?2  The court's landmark decision made it clear that prison officials' neglect of

inmates' needs for psychiatric care violated the Eighth and Fourteenth Amendments. This

decision has been confirmed in several subsequent cases. :

Systemwide Challenges

Several cases brought since 1969 were class actions against entire prison systems,

the medical care of a system, or medical care within one prison.!? Isolated instances of
inadequate or improper medical treatment often are not sufficient to comprise a
constifutional violation. However, such incidents taken cumulatively may establish
systemwide inadequacy.*" ' ’ '

The courts have had a "hands off" tradition where prisons are concerned. This first
operated in dismissal of cases without hearing; now it serves to keep the court as
uninvoived in the daily administration of prisons as possible, even in cases where an entire
system has been declared unconstitutional. The decisions are couched in such broad terms

that the option of how to implement them is left to the State. The judges do not establish
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individual cases, or where prisoners cont
:to obtain redress, the courts sometimes
implementation or have required that t
and report back at frequent intervals, showing implementation.

In cases where a class action or suit against the entire system followed a series of

inued Iitiga.tion after a favorable decision in order
have appomte_d a special master to oversee the
he agency devise a plan acceptable to the court

Court Mandates for Provision of Adequate Prisoner Health Care

preparation areas, administrative
care, and obsolete facilities.
adequate maintenance of prisoner health. For examples

_ Litigation has dealt with inadequate diagnostic ifi

. ¢ t ! procedures, lack of qualif

medical personnel, a filthy environment which included vermin in bgth living gng fctgg
procedures which effectively denied access to medical

The courts have required that provision be made for

-~Sick call to be run by a medicélly qualified person;

--No 1ptgrferex}ce with access to medical care, medication or orders of a
physieian by inmates or staff members;

--Only professionals to handie medication at any time;

-~Only medieally qualified employees in the medical care areasj

--Round-the~clock, seven days/week medically ' qualified personnel on

duty;
--Emergency medical procedures and equipment;
--All medical procedures in writing;

—-Tyansfer o.f inmates to outside providers for treatment or diarmosis on a
timely basis; )

--Medical records to be available to other providers in, or connected |

with, the prison medical system;.
-~Medical records to be complete and legible;

--Intake medical and psychiatric examinations, annual follow-up;

~ ~~Complete laboratory and diagnostic facilities in good operating condi-

tion;

--Medical and religious diets available at all times to any ininate who

requires them;
-=Classification on intake, follow up as necessary;

--Treatment for drug' and aleohbl dependencieé;

Yt 1 i e

) edical care that 1s acceptable. Instead, they have reli

the stanfiards of prgqusmnal organizations and government agencies sn’mh asg tﬁ‘ée;;léigegﬁ
Correctional Association (ACA), the American Public Health Association (APHA), and the
U.S. Department of Health, Education, and Welfare,!5 ’ :
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k--Treatment for the mentally retarded and menta]ly 111

: ——Segregatlon of vmlent or hlghly aggresswe 1nmates, S
--Environmental sanitation that meets public health standards;
--Fire and'safety inspeetions,"i'mplementation ot‘ the réeom mendations;

--Food preparation area mspectzons, 1mp1ementatlon of the re"ommenda—
tions, training of food handlers; e

--Either license or certify the infirmary/hospital in the prison;
-~Provision of care regardless of budget‘-ary restrictions.ls

Ba)

Legnslatwev}lntent

New York State has a "custodial" inmate health care delivery system.«‘ DOCS has

‘full authority and responsibility for inmate physical and environmental health, while OMH
The Comm1ss10n of

provides inmate psychiatric care at the correctional facilities. -
Correction monitors and oversees the State's inmate health care delivery system, among
other duties relative to management and operation of the entire State and local penal
system. DOH exercises a relatwely minor role as the State's regulator of environmental
heaith. The State Education Department's Board of Pharmacy inspects correctional
facility pharmacies.

Department of Correctional Services

DOCS is responsible for confinement and treatment'” of about 22,000 persons. It
runs-33 correctional institutions and employs almost 12,000, In operatmg these institu-
tions DOCS, by statute, must:

—--Prov1de for the safety and security of the community;

--Give due regard to the right of every gerson m eustody to receive
humane treatment; and \

——Prov1de for the health and safety of every person in the custody of the :
departmentl -

Correetmn Law delegates broad authority to the Commissioner of Correctional Services

to meet the physical and mental health needs of prison inmates. He is authorized to:

ot

“-‘Authorxtles 1dent1fy three basxc models of inmate health care. |

Y

(1) The eustodlal ageney (department of correction of analogous entlty) pro-’

- vides healtit3ervices, ‘
(2) A health agency (department of public health, or “other state ageney) 1s
’ charged with the responsibility to prov1de health services. -

ment to care for prlsoner population. (e.g., a hospital or medleal center.)!?

The State Health Planmng Commlssmn (HPC) could exercise a -
" planning and over51ght role, but it does not. :

(3) A community provider of health services enters into a contractual agree- \
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--Organize the department;2®

--Appoint its staff, including superintendents of eorreetmnal institutions,
health staff, and other 1nst1tutlonal personnel;?

-—Contraet for outs1de professional services meludmg pI‘lSOl’l health ser—
' v1ees, _

' ,-—Permlt 1nmates to receive medical dlagnOSIS and treatment at outside
hospitals;??

-‘—Transfer prisoners from one institution to another;2"

——Class1fy the correctional faclhtles with respect to mmate age and sex,
level of security and function;?® :

--Establish, in ‘cooperation with the Commissioner of Mental Hygiene,
programs for the treatment of mentally ill inmates, who do not require
hospltahzatlon- :

--Maintain and estabhsh correctional institutions for the purpose of the
care, treatment training and custody of inmates found to be mental
defectives;®? and : »

--Cause inmates to be removed to a place of security and ‘treatment in
case of any pestilence or eontagmus disease. 28

Statute also requires that the Commis‘sioner establish: ’

program and classification procedures designed to assure the complete

study of the background and condition of each inmate...and the

ass1gnment -of such inmate to a program that is most likely to be useful

-, in assisting him to refrain from future violations of the law. Such

~ procedures shall be meorporated into the rules and regulations of the

department and shall require among other things: consideration of the

physical, mental and emotional condition of the inmate; consmeratlon

of his education and vocational needs; consideration of the danger he

presents to the community or to other inmates; the recording of

continuous -case_histories including notations as to apparent suceess or

- failure of treatment employed; and periodic raview. of case his-
torxes-—-and treatment methods used [EmphaSLs added. 1 ‘

e No such procedure had been incorporated in the department’s offieial "Codes, Rules
and Regulations" as of December 1980. Yet, the statute requires inmates to be diagnosed,

evaluated, classified and placed in eorreetlonal facilities and programs, with full

consideration of their health and physical needs. This statute also requires that inmates

‘who suffer from mental illness or mental retardation receive speeial care and treatment,

Delegatlon of Authorlty. Pursuant to Correction Law, Seetlon 18(3), the Cominis- .

sioner “delegates management authority and responsmlhty to superintendents of the
33 correctional facilities. They are appointed by, and serve at the pleasure of the
Commissioner, and are responsible for facility security, administration, financial manage-

- ment, plant maintenance and operation, and inmate education and rehabilitation pro-

grams. The Commissioner supervises the facility supermtendents through Deputy and
Asslstant Comml.,swners in speexﬁe fields of respons1b111ty.

.-5‘-‘
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The Assistant Commissioner for Health Services, for example, manages all matters
related to inmate health. He exercises authority over facility superintendents and their
health staffs through the Deputy Commissioner for Facility Cperations.

Environmental Health Concerns. Statute mandates that inmates be provided with
"clothing suited to the season and weather," "a sufficient quantitgr of wholesome and
nuftritious food," and, if space is available, "a separate cell or room."*! This establishes a
minimum standard for inmate care and environmental health.

Special Confinement of Inmates. The Legislature has provided safeguards for

monitoring the health of inmates confined in special housing units, or housed apart from
the general prison population.

Where such confinement is for a period in excess of twenty-four hours,
the superintendent shall arrange for the facility health services direc-
tor, or a registered nurse or physician's associate ... to visit such
inmate at the expiration of twenty-four hours and at least once in every
twenty~four hour period thereafter, during the period of such confine-
ment, to examine into the state of health of the inmate, and the
superintendent shall give full consideration to any recommendation that
may be made by the facility health services director for measures with
respect to dietary needs or conditions of confinement of such inmate
required to maintain the health of such inmate.??

The facility superintendent is required to report to the Commissioner (1) at least once a
week concerning the condition of the confined inmate, and (2) any recommendations
relative to health maintenance or health care delivery made by the Facility Health
Services Director "that is not endorsed or carried out, as the case may be, by the
superintendent.”®® Adequate sanitation is required to maintain the health of the special
confinement inmate,3" ,

Mentally Retarded Inmates. The deparitment is authorized to establish and
maintain special institutions to care for, treat and train retarded inmates.’® Several
institutions for retarded inmates were in operation in 1970: Beacon, Eastern, Napanoch
and Albion; however, these were phased out by 1975 as treating and caring for retarded
individuals shifted from isolation in State schools to mainstreaming and community
placement. Although statute intends that DOCS provide special placement and care
according to the needs of retarded inmates, no DOCS program or separate institution
existed to aceomplish this as of December 1980.%6

Statute empowers the Commissioner to transfer certain mentally retarded inmates
to the jurisdiction of the Department of Mental Hygiene. This may occur "whenever it
appears to the satisfaction of the commissioner of correction that such person will
substantially benefit from care and treatment in a state school and the interest of the
state will be best served thereby."®” According to the Assistant Commissioner for Health
Services, this section of the law has not been used for years.?® ‘

The department has no special programs or treatment for an estimated 1,750 re-

tarded and developmentally disabled inmates presently in the system. Approximately
450-650 of these inmates are retarded. : .

Office of Mental Health

" Before 1976, inmates needing psyehi‘atric-eare were housed, cared for, and treated
in DOCS' hospitals for the mentally ill. As a result of lawsuits brought by prisoners and

-6~
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the gradual recognition that DOCS was not staffed, equipped or oriented to adequately
care for the mentally ill, these hospitals were phased out--Dannemora in 1972 and
Matteawan in 1976. : :

Chapter 766, Laws of 1976 vested responsibility for care and treatment of mentally
ill inmates with the Department of Mental Hygiene--an umbrella for the Office of Mental
Health (OMH), the Office of Mental Retardation and Developmental Disabilities, and the
Office of Alcoholism and Substance Abuse--now delegated to OMH. It required that the
commissioners of DOCS and OMH cooperate in establishing programs "for the treatment
of mentally ill inmates confined in state correctional facilities who are in need of
psychiatrie services but who do not require hospitalization.”*® A due process procedure
was specified whereby a seriously mentally ill inmate could be transferred to the
jursidiction of OMH for treatment. '

. OMH. established forensic psychiatry programs for mentally ill inmates, known as
satellite qnlts, at correctional facilities. These satellite units are at Attica, Auburn,
Bedford Hills, Clinton, Elmira, Fishkill and Green Haven.

Central New York Psychiatric Center (CNYPC), an accredited forensic psychiatric
hospital, serves mentally ill DOCS inmates who are committed by the court to OMH. Of
6,001 inmates served in the seven satellite centers in 1979-80, 448 were committed to
Central New York for long term care.

Commission of Correction

The Legislature intends that the Commission of Correction "monitor the perform-
ance of correctional facilities" and "assist in the formulation of enlighteneé correctional
policies to improve what is and has been a thoroughly inadequate and counter productive
correctional system." The commission was envisioned as "a strong and vigorous watchdo%
organization," which would "make our correctional system accountable to the people."*
Its oversight extends both to State correctional facilities and to local jails.

The commission's duties are to:

--Visit, inspect and appraise the management of correctional facilities
with specific attention to matters such as safety, security, health of
inmates, sanitary conditions, rehabilitative programs, disturbance and
fire prevention and control preparedness, and adherence to laws and
regulations governing the rights of inmates.

--Promulgate rules and regulations establishing minimum standards for
the care, custody, correction, treatment, supervision, discipline and
other correctional programs for all persons confined in correctional
facilities. '

--Close any correctional facility which is unsafe, insanitary or inadequate
to provide for the separation and classification of prisoners required by
law or which has not adhered to or complied with the rules or
regulations promulgated . . . .

--Collect and disseminate statistical and other information and undertake
research, studies and analyses...in respect to the administration,
programs effectiveness and coordination of correctional facilities.”!

e
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Th‘e;. commission visits and inspeects State correctional ‘fac:llities——primar.lly. in
response to inmate complaint, grievance or mortality--and has compiled some statistical
data on allocation of State prison health and mental health personnel. As of De-
cember 1980, the commission had not promulgated minimum standards for State correc-
tional facilities, nor had it ever closed a State prison.

The Medical Review Board (MRB) is the major arm of the commission charged to:
--Investigate all inmate deaths and report findings to the commission;

—-Investigate the condition of systems for the delivery of medical ce.aré to
inmates of correctional facilities andz recommend improvements in the
quality and availability of such care.*? : :

The MRB is a four-member, part-time body.*? Board members are appointed for
staggered five year terms by the Governor, with the advig:e and consent of the Senate. a.,nd
serve without compensation. The membership must include an attorney, a certified
forensic pathologist and a certified forensic psychiatrist. The board issues a report on
each inmate mortality. '

Department of Health

DOH has broad authority to monitor physical and environm_en@al healtt_l conditions
and to enforce the State's Sanitary Code and Public Health Law within State institutions,
including correctional facilities.** DOH inspectors have access to all food_stox:age,
preparation and service areas to insure that such places cpnform to.t.he State Sanitary
Code.*® DOH is required by statute to inspect "the sanitary condition of each state
institution" and "all labor camps and enforce the provisions of the samta‘ry ‘cogie rela‘.tmg
thereto."*® The findings and recommendations of food service and sanitary 1nspectlon§'
are sent to the Commissioner of DOCS and are deemed by DOH to be "advisory reports.”
Other than periodic reinspection no formal process exists for interagency follow-up and
review.

DOH also licenses, supervises and regulates the distribution and use of narcoties.*”

DOH supervises and regulates x-ray equipment. Annual or biennia} inspections are
conducted at DOCS' radiological installations.”®

Health Planning Commission

Chapter 769, Laws of 1977 required integrated statewide plar.xrgix.lg to phase out
unnecessary hospital facilities and services, to encourage needed facilities and services
and to assure that changing health needs are recognized. "An adequate supply of p_roperly
utilized health and health supportive services is the basic goal of a constructive and
humane program of planning for meeting the health related needs of the people of the
State."" . , o

To date, the health needs of State correc{ional ins.titution‘ jnmates have not been
included in the health planning process. This exclusion is discussed in Chapter III.

Inmate Health Needs -

Prisoners appear to have certain S[)écial hiéalth, needs in addition to those in
common with the non-inearcerated population. ‘ o :
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~than whites.

Prisoners are at increased risk for health problems related to their
criminal and addictive life-style and their sporadic utilization of
-medieal services, [d]rug and alecohol abuse ... [and their] ... long
term sequelae ... [t]lrauma, psychiatric problems and seizure dis-
orders. >

Prevalence rates of the following diseases have been found to be greater among
prisoners: hepatitis and chronic liver disease, sexually transmitted diseases, hypertension,
tuberculosis and seizure disorders.>!

Hepatitis and Chronic Liver Disease. Increased incidence of hepatitis and chronic
liver disease is related to drug and alcohol abuse. LCER's survey of inmate health records
found that a history of narcotic use was reported by 50.7 percent.. Alcohol use was
reported by 61.5 percent of the inmates. A history of hepatitis was reported by
8.4 percent of the sample. _

Hypertension. Hypertension occurs with mueh greater frequency among blacks

Prison populations have a disproportionate number of blacks compared to
their representation in the general population. The sample showed 5.3 percent of the
inmates to have histories of hypertension. :

Sexually Transmitted Diseases. Included among the sexually transmitted diseases
are gonorrhea, syphilis, ehaneroid, lymphogranuloma venereum and granuloma inguinale.
A history of syphilis was reported by 5.3 percent of the sample, and other sexually
transmitted diseases were reported by 17.4 percent. :

Tuberculosis. Active tuberculosis and high rates of positive tuberculin skin tests
oceur in inner city communities and correctional facilities.®® "Among prisoners in diverse
institutions and regions, rates of tuberculin skin test positivity have remained consistently
high in relation to general populations."*>* A history of tuberculosis was reported by
3.2 percent of the inmates. '

Seizure Disorders. One estimate is that 0.5 percent of the U.S. population has a
history of seizure disorders.®® A history of seizure disorder was reported by 2.1 percent
of the LCER sample inmates. "Important etiologic factors for epilepsy including pre-
natal and peri-natal morbidity and head trauma, appear to be correlated with poverty
[and the poor arel ... the great majority of prisoners.">®

Program Audit Scope

This program audit describes and evaluates the New York State prison inmate
health care delivery system, as of October 1980, For this study, health care includes
medical, dental, psychiatric and environmental health, following closely recent court
judgments and the underlying philosophy of inmate health care standards promulgated by
the American Medical Association (AMA), the American Correctional Association (ACA)
and the American Public Health Association (APHA).

- Thirteen State correctional facilities were selected for detailed review. The
rationale for selection of these facilities and the methodology for random sampling of
inmates are discussed in Appendix B. The 13 selected facilities are a microcosm of th
entire 33 facility State system. ‘ :

Chapter II analyses the inmate health care from access, resource allocation, .

utilization and performance perspectives. Chapter III describes the roles, responsibilities,
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functions and workloads of the six State agencies involved in State inmate health care.
Chapter 1V discusses system costs and financial issues. ~

Chapter Summary

i 74 i ; i i tems and the
@ Since 1974, legal actions have been brought against state prison sys :
health care service; provided. by the systems. The courts haye.mandated that mmate;
must be provided with adequate health care and they h'ave relied on the _standards o
professional organizations and government agencies to define acceptable medical care.

’ imates - k ed i ents-in health service at Bedford
@ DOCS estimates that court mandated improvements in ne er :
Hills Correctional Facility cost $101,741 annually for added personnel and $56 ?_192 for one
time capital improvement.

- @ Inmate legal actions against the State inmate health care system averaged

21 per month during 1980.

| i » i T sti ted 1,750 retarded and
® DOCS had no special programs or treatm-.it ied an est}ma y 100 >
developmentally disabled inmates presently in the s_ystem despite gtatutory authority t?
provide special placement and care for these individuals. Approximately 450 to 650 o
these inmates were borderline or more severely retarded. :

" -10-
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. Il INMATE HEALTH SERVICES DELIVERY SYSTEM

.~ This chapter details the range and type of health services available to prison
inmates. Presented are analyses of how an inmate gains access to services, patterns of
health service use, the allocation of health service resources among correctional
facilities, variations in management and availability of such resources, and several .
perspectives on the quality of ceare.

LCER sample correctional facility adherance to inmate health care performance
criteria is presented in Exhibit I. These nationally recognized standards will be referred
to throughout this chapter.

-

Initial Assessment of Inmate Health

As mentioned in Chapter I, DOCS has not established "program and classification
procedures désighed to assure the complete study of the background and condition of each
inmate "as required by statute.! There is no systematic central administration of the
classification process, or uniform classification procedures. DOCS! classification process
is designed primarily for security purposes with major emphasis upon availability of cells
or bed space.? This, however, was not always the case. : :

In 1945, the State Department of Corrections established the first reception center
at Elmira. The principle underlying its creation was the “provision of the individualized
treatment of all inmates based on all available facts."® The center was to provide:

—-Effective classification and treatment of all inmates within correc-
tional institutions,

~-Treatment services to inmates within the classification process, and

'~--Dikagnostic and prescriptive treatment plans for all inmates supported
by the development and diversification, of specialized institutional
programs based on their needs. !

The center operated as a separate faecility within the correctional system. Physical/men-
tal health screening were considered essential parts of the classification process; medical
histories and clinical staff observations identified inmates with physical/emotional and
mental retardation problems. Assembled inmate health data were reviewed by a
physician, psychiatrist and psychologist and other members of the classification team to

designate placement.”

-assess the inmate's ability to adjust to a physical/mental health treatment plan and to

Classification Process’in’ 1980

Some 10,000 persons wér’e sentenced and admitted to the State correctional system

in 1980. Each was processed through one of six reception centers. The process varies °

depending upon sex, age and residence of the inmate: o
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ExhibitI =~ .
) Lo S ‘ R e
~Adherence of LCER Sample Facilitiesto
- Standards for Delivery of Health Care 0 L o
i ; Security Level o
) . Maximum Medium Minimum
s : Ty ' ; ’ R ; i ; Total
Standard/ . T o S : Arthur R . ; .Camp “ - Mt Meeting . -
Guidelines -Attica - Auburn ' Clinton ' Coxsackié Elmira " Kill = Pishkill Queensboro . Woodbourne Bayview ‘Adirondack Lincoln McGregor * Standard * Standard Codes
Staffing: R ' ‘ L LRI L
~Physicians L . = X - - X ~- x - X - v~5 . "ACA™ 4257,04
‘ -Nurses , . - - - - - e x - X - 4 - ACA 4257.04
" ~Dentists ‘ - - - - - = e g - X 4 ACA 4257.04
-+ =Dental Assistant - -— - - - x - - - - — 1 ACA 4257.04
- ~Dental Hygienists R - - - - - == - . - - 1 ACA 4257.04
-Clerical Support = - - - - - == - —— - - - == ACA 4257.0¢
Licefisure. .~ i x %k x X x x x SRV x x Tx X 13 AMA-122, ACA 4258.06
S : . . - y ; Y ) ’
ba Frequency/Sick Call = X X X, - x L SIS X X X X X X 11 -AMA-146, ACA 4262.02
o » e, N - . : USDJ-=016 .
! 5 Inmates: - .,
~Not Provide Care X ee - - - X X X x x — x x 8 AMA-13%3 T
"~Not Have Access : * o .
to Reeords - X - - - - X x X x X X X X 9 AMA-133
Iﬁanagem"ent ) -
% -Heulth Authority With : : , : , , - "
R Full Respansibility SR = - — e - - DS - Tl mme s e AMA-1013 ACA 4253.01
-Independent Peer : ! ‘ T ) : BRI oy USDJ-001 .- ‘
Reviev:/E_valuation e = - - = -— - “ —_— - - “ STl e AMA-109, 110; APHA X
Health Records: -
-Complete/Aceurate ~= % AMA-164; ACA 4279
~Include AR b USDJ-030+ - -
Ericounters R [Same As Above]
E;ﬁerg'ency Care . _ -
Procedure ‘ 13 . AMA-154 -
;  Medieation Administered '
a7 only by Medieal )

11 AMA-163; APHA VI
86" :
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. Center Reception = Classification Area Served b
3 ' Males Over 21 Years ’ ' L
TN ' : ’ !
1 Attica X X - Western i
Ossining o X : _ - Downstate i
- Downstate - e ' X -~ Downstate
- Clinton o X X Northern ;
o Males Under 21 _ o - - J
1 . : : . . i
: o Elmira kR X X Statewide j
Females All Ages PN o “ L :
Bedford Hills X X Statewide
e ‘ DOCS!' Division of Classification and Movement was estabhshed in 1972 to provide
‘inmate population control and to approve initial inmate classification, subsequent ;
reclassifiéation and/or extradltlons. As of December 1980, the division was primarily
V;responsﬂ:)le for inmate maovement to and from correctional faelhties, and it did not plan,
- administer or give written approval for an 1nmate's initial classification. Its responsibili-
o ties had not been clearly defmed in wrltmg. ~
o - " ACA standards maintain that "Writtéen policy and procedures for identification of
b ER special needs inmates" (drug addiets, aleoholies, mentally ill, mentally retarded) are -
B S ‘essential.® Such policies are nonexistent at five of the eenters, the Downstate Center : z
e ‘ adopted reception and classxfloatlon standards in Apl‘ll 1980. l
Q ' Gy ¢
I - The reeeptlon/elassﬁlcatlon process nges little attentlon to physmal/mental health '
v B problems of inmates. Such considerations seldom provide the basis for placement in
'speclal correctional facilities" programs. For example, correctional facilities' health
° . ' services personnel told LCER staff that previous hospital medical history records
[ generally were not requested by classification staff unless the problems were obv1ous, i.e.,
he - abnormal or bxzarre behavior.” ST
L 4 Inmate Orientation to Health Services 3
g ;q Tha class:.ﬁeatlon process 1s the initial step in determmmg physical/mental health
T = iN.T problems of inmates and; the services requlred In field visits at 13 correctional faelhtles,‘
A : - LCER staff found that: - o
o I '--Durmc the cl:ass1flcat10n process inmates were not made aware’ “of
Ay e » /BOCS policies w1th regard to health servxees,“
@ ‘ ——The "Inmate Rule Book" did not contain wrltten health seriice policies t \
e E . or procedures which would jaform in ates about access to and avail- Foy
G L abxhty of health servmes, ‘ } : ]Y .
L, : - ~-Inmates generally learn about )"éalth services ‘from other prisoners or
| S ' through peer group eounsehng . i
o 1 DOCS has not detveloped a pohey to eax-ry out the AMA and ACA standards wmeh
i G : reqmre, R o . ; _ ==
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Written policy and procedures to provide for unimpeded access to
health care and for a system for processing complaints regarding-health
care. These policies are communicated orally and in writing to the
inmates upon arrival in the faelhty and are put in language clearly
understandable by each inmate.®

As a result, inmates were sometlmes unaware of departmental policies relative to

regular periodic examination and access to outside health prov1ders. Lackmg such -

knowledge, inmates may find it difficult to request health services or to act in their own
best health interests. For example, to overcome this and other related inmate "access"
problems, North Carolina's correctional department furnishes to each mmate a "State-
ment on a Patient's Bill of Rights."

Inmate Access to Health Care

The ability of inmates to gain access to health care varied based upon each
institution's policies, procedures, staffing and other resources. This section highlights the
differences that exist among the 13 sample prisons in the availability and/or conduct of
sick call, triage, emergency care, dental care, pharmacy, physicians, visits to special-
1sts/consu1tants or other outside facilities, infirmary and in-hospital care.

Sick Call

Each of the facilities had some form of sick call which had triage (screening to
determine proper priority in treatment and level of treatment needed), &8s a necessary
element. Triage decisions are also involved when unscheduled requests for care are made.
Inmate access to sick eall usually involves some combinatio'n of steps:

--The inmate notifies some  person in authcrity, elther security or .
program personnel,

--Staff at the health unit are contacted,
~-~The medical record may be pulled,

--The inmate is sent/brought to the health unit or a staff person from the
health unit goes to the inmate area.

At all facilities, initial contact at sick call was with a nurse who determined the need for
evaluation and management of inmate problems by physician‘s assistants or doctors.

Maximum Security Faelhtles. Auburn, Clinton and Coxsackie held sick call each
week day morning for approximately 2.5 hours. Elmira held sick eall four days a week two
‘hours per day, while Attica held sick call three days a week two hours per day. Elmira
and Aubuzn also have one hour sick calls on Saturdays and Sundays. The AMA, ACA and
the U.S. Department of Justice (USDJ) standards recommend sick eall be avallable a
minimum of five times per week at institutions the size of the five named.®

At Attica and Clinton prisons sick call was held on the cell block. At the other
three faclhtles it took plaee at the health unit. ;

Good medical praetlee requires that the health ‘record be avallable at everg
medical encounter and that all health contacts be recorded in the ‘medical record.?

-14-
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Complete record Keeping is made essential by the increasing number of health care

~ related inmate lawsuits which have keen brought. Morcover, good record keeping is also

needed because of the frequency with which inmates are transferred from one facility to

; another.

At Clinton, the dispensing of nonprescription (over the counter) drugs was not
recorded on the AHR or otherwise although the medical record was available. A record of
over the counter preparations dispensed was not kept at Elmira nor was the medical
record made available until after the nurse had screened the inmate and decided that
further care was needed. Eye care, dressing changes and other deily treatments were
carried out without the chart being pulled. Obviously, in these instances no entries were
made in the AHR, ;

Medium Securlty Faecilities. Arthur Kill, Fishkill, Queensboro #nd Woodbourne met
or exceeded the minimum ACA and AMA standards for frequency of swk call.!! The
USDJ standard that sick call be held at least five times per week!? wes met at
Queensboro and Woodbourne. In all four, sick call was econducted at the health service
units. At Arthur Kill and Queensboro "routine" sick call visits were not recorded in the
medical record or the AHR. At Arthur Kill, less serious problems were entered in a log
book. Universal consistent use of the medical record was not enforced.!

‘Minimum Securlty Facilities. - Bayv1ew, Camp  Adirondack, Lincoln and Mt.
MeGregor exceeded the recommended minimum standard of three swk calls per week.!*
In all cases sick call was held at the health service area. At Bayview, Lincoln and Mt.
MecGregor medical records were not pulled for each health encounter nor were all health
contacts recorded. At Bayview a record was made only if the inmate was seen by the
physician or if it appeared that the illness might be serious. Routine visits were not
recorded at Lincoln if medication was not preseribed. No record was kept of the

, dlspensmg of over the counter medications at Mt. McGregor.

Emergency Care

All 13 facilities reported having 24 hour per day, seven day week emergency care
available. The DOCS Policies, Procedures and Guidelines Manual memorandum of
August 12, 1974 establishes the procedures to be followsd when emergency admission to
either the prison 1nf1rmary or the local community hospital is necessary. The facllltles
appeared to meet the minimum criteria established for provision of emergency eare.
However, shortcomings were noted regarding emergency equipment: -

Arthur Kill--the emergency kit was in a locked crash cart and was
disordered. - The oxygen tank had last been filled 1/28/77. ’

Coxsackie--the comibined suetlon and oxygen units (essential to ade-
quate emergency care) were in a locked closet. The key to the closet
was locked in the pharmaecy. The combined unit was too cumbersome ,
and heavy to be carried up and down stairs.

Elmlra—-the suetion machine. had nelther tubmg nor suction cannula
making it useless. The emergency eye tray had medication on it which
were years outdated; e.g., April 1967 and 1976.. -

‘Fishkill--the suetion machme wexghed close to 30 Ibs. and would be
difficult to carry up and down stairs, A

- -15-
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v DentalCare

All 13 faelhtles had some provwlon for 1nmate dental care. Howevel, the dentlst
position at Mt, McGregor was vacant making services temporarily unavailable. At Camp
- Adirondack many fillings and other procedures had been delayed for up to six menths, due

~ to an inoperable x-ray machine. The dental care at Arthur Kill was criticized by both
- inmates and facility staff who agreed that the dental waiting list was at least six months
long.  While emergency care was available at Arthur Kill, a 1978 superintendent's
memorandum defined emergency as: hemorrhage, fraetured jaw, fractured tooth and

acute infection resulting in swollen face. In the meniorandum, pain was not considered an

emergeney.

Pharmacy

Each of the maximum security facilities had pharmacist coverage. The pharmacist
at Coxsackie was a part-time employee. Of the four medium security facilities,
Queensboro had no pharmacxst and Woodbourne was operating an illegal unregistered
pharmacy. None of the four minimum security facilities operated pharmacies.

The DOH Bureau of Narcotic Enforcement (BNE) criticized the pharmacy practices
at Attica for absence of a policy and procedure manual end inadequate record keepmg
General recommendations were made that a single, uniform pharmacy management
system be developed for use in all facilities and that it be formalized in a policy and
procedures manual. This manual had not been developed as of December 1980. BNE
found that controled substanece administration records were incomplete with regard to

number of doses remaining, signaturé of person administering the medication to the

inmate, and the date the prescription was received. There was no way to match the vial
of medication with the administration card. The source of the problem was that at
Attica, as at Auburn, cerrections officers were administering controlled substances and
other medications. DOCS' policy states that "all controlled drugs will be administered by
professional nursing staff."'® Best medical practice requires that medication and
especially controlled substances be given by health professionals. ! 17

Two meimbers of Attica's security staff expressed concern about the lack of
accountablhty regarding controlled substances. They said that administering medication
is not a proper securlty function.!®

Infirmarg

‘Only three of the minimum security pmsons, Camp Adirondack, Mt. McGregor and
‘Lincoln, did not have a 24 hour a day seven. days a week mflrmary At Elmira

Correctional Facility no nurse was in the infirmary during the day except to attend,

medieal rounds, do treatments and give medications. ! .

Utilization of Health Care Services

This section presents an analysis of prison inf\nate‘ use of health care. Included are:

primary care services rendered by correctional -facility medical and psychiatric staffs;
consultant and specialty care ‘clinics and the reconstructive surgery program within

facilities; and inmate care prowded outside the faelhty by speclallsts, in, commumty,/

hosprtals or at CNYPC

S

@,4

Ambulatory Health Care Within the Facility

&

.To ascertain inmate use of health care services, LCER staff studied a random
sample of inmate health records. (See Appendix B for details regarding survey method.)
Exhibit I shows the department's standard "Ambulatory Health Record" (AHR). It is a
convenient three-copy summary of the reason for and the outcome of each inmate health
service encounter. A coding system identifies (1) the health problem, (2) the inmate,
(3) the facility, (4) the health provider, and (5) the date of the encounter. The original
copy is retained in the inmate's health record; the second is a prescription, if needed; and
the third is transmitted via computer to Albany as part of the AHR mformatlon system
(discussed further in Chapter III).

Exhibit II

STATE OF NEW YORK-DEPARTMENT OF CORRECTIONAL SERVICES
AMBULATORY HEALTH RECORD

o

INMATE NUMBER V NAME ) ' FACILITY NoO.

OBJECTIVE

ANALYSIS

i g

3 c CODE NO FAC [o]
SUBJECTIVE ' PROBLEM I’ ] J [ I l

PLAN OR RX

SHORT NAME

PROVIDER NQ. RATE

SIGNATURE

Xl S

Source: | DOCS.

Non-personally identifiable AHR data were extracted for each LCER sample
inmate. The months of May through July 1980 were selected as a representative perlod to
ascertain inmate health services utilizdtion: 1. e., number and type of health services

~used, level of servxoe provider, extent of prescription and "over the counter" drug usage.

Though mtended to be a complete record of: each inmate's health encounters with
DOCS providers, LCER staff found that at the sampled correctional facilities all mediecal,
dental and psychiatric encounters were not recorded on the AHR. Moreover, LCER staff
found careless and improper recording of AHRs by providers. These data were corrected

by LCER staff for use in the survey. Thus, the AHR data provided less than the originally

intended complete record of inmate ambulatory care. The potential for accurate and
comprehensive use of the AHR remains high, however, if systemwide information

‘management techniques were applied to assure complete and proper recording of

a

"'lj? - : o

et




e g g T

information. ,Furthermore; ‘t'he system with minor changes could be expanded to include

9

outside ambulatory health care encounters as well.

 Inmate Health Encounters. The LCE2 sample of 379 inmates had 902 health
encounters during May through July 1980. This averaged 2.4 .encounters per mmgte.
During the three month study period, 106 inmates of the 379 (28 percent) did not use any
health services. The remaining 273 inmates had from one to 19 health service encountgrs’
as shown in Table 1. . ‘ SR _

7

Table 1 Qe

Frequency of Inmate Health Services Encounters
. May through July 1980 ‘

-Inmates Using Service Health Service Encounters

Number Number Peicent Tecal Number Percent
Encounters " of Inmates of Total Encounters of Total
1 88 32.2 88 9.7
2 54 19.8 : 108 12.0
3 42 15.4 T 126 14.0
4 22 8.0 88 9.7
5 14 5.1 70 7.8
6 15 5.5 90 10.0
7 16 5.9 112 12.4
8 6 2.2 48 5.3
9 6 2.2 54 6.0
10 7 2.5 70 7.8
14 1 0.4 14 1.5
15 1 0.4 15 1.7
19 1 0.4 18 2.1
Toteai ’ 273 100.0 902 100.0

Source: LCER Inmate Health Records Su(‘vey.

i - i ters
Over half of the inmates using health services had one or two encoun
accounting for 22 percent of the 902 encounters and 67 inmates (25 percent) had five or
more encounters for 55 percent of the total. .

Of the 88 inmates who had a single encounte’r, 17 (19 percent) had phys‘is:al
examinations with no disease detected. - Similarly, 12 of 54 inmates (22%\Q$rcent) having

two encounters, had physical examinations for one of those visits. i

Of 185 inmates having two or more encounters, 82 percent had repeat visits for the -
same problem: ST § ‘

a0y
Ul

s

NUmber’of":

Inmate Visits | ‘ v -
for Same Problem -+ Inmates Encounters s
Three R 16 ‘ 48
- - Four - - 9 _ 36
Five or More. . . 12 . _83 S
- Total ., 82 - 2857
-18-
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Two or more visits for recurring problems accounted for 257 of fhe‘ 814 encounters in the
two or more range--almost one-third. : ~

The tendency for a few inmates to draw heavily on the"’health services delivery

. system, while other inmates seldom use it, may have important ramifications for the

planning, madagement and allocation of inmate health services resources. Would
redistribution of high risk inmates, for example, help to conserve scarce health care staff

-and equipment, while affording inmates improved health care? A later seetion of this

chapter will demonstrate that health staff resource allocations could be improved.

; Table 2 shows variation in the frequency of inmate health éncounters among
correctional facilities, grouped by security level. Inmates in maximum seeurity facilities
average fewer encounters than those in medium and minimum security facilities. The

inverse relationship between use and security level suggests that security considerations
may curtail inmate access to and use of health services, 3

Table 2
-~ Average Number of Inmate Health Encounters

by Facility and Security Level
May through July 1980

: - Number ' Average

Correctional Faeility I.CER Inmate Health Encounters
by Seeurrity Level Sample Inmates Encounters per Inmate

Maximum

Attica 57 121 2.1

- Auburn ' ’ 76 179 2.4
Clinton .. 54 120 2.2
Coxsackie : 18 53 2.9
Elmira 4 3 0.8
Subtotal - 248 504 2.0

Medium ; .

Arthur Kill . o 27 7 ’ 2.9

Fishkilh o 54 136 2.6

Queensboro L% S 42 3.8

Woodbourne 23 R X - 2.9
Subtotal o115 324 2.8

- Minimum ; ;

Bayview 3 19 6.3

Lincoln 2 8 4.0

Mt. MeGregor o4 29 7.3

Camp Adirondack -9 -8 2.0
Subtotal .18 : 74 4.1
Total 39 902 2.4

Source: LCER Inmate Health Recoi‘ds Survey.

o
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" Type of Encounter. Table 3 presents the number of inmate encounters by type of

health problém or disease. The first seven categories capture 71 percent of mmate health | Type of Provider. A triage system is used to screen patients. At sick call, a nurse
encounters: interviews each patient and directs him or her to the approprlate health service provider:
o : ' ‘ ~ Ot o physiecian, physician's assistant, nurse, dentist, ete. Tl\e AHR is signed and coded by the

Skin--boils (8), dermatitis (6), corns and calluses (9) acne (24), poma-

highest level of health prov1der who treats the patient.
pholyx and sweat gland disease (8), rash (41), other (15)

Table 4 shows 1nmate health encounters at LCER sample correctional facilities, by

Resplratorl--upper respiratory 1nfeet10n {64), asthma (18) sinusi- : security level. Of the 902 inmate health encounters 35\.4 percent were handled by
tis (12), other (12). : : physicians, 47.1 percent by nurses, eight percent by physxelans assistants and 1.8 pereent
s o ; G v O by other health providers. Physicians handled 19.5 percent of the encounters at maximum

Orthopedic--limb and joint pain (28), sprain and strains (58), other (10). security facilities, 54.9 percent at medium security facilities, and 58.1 percent at

- minimum security facilities. Due to triage, most inmates examined or treated by a

Medical Examinations--physicals, ‘no disease detected (89). i ’ physician or physician's assistant previously had been screened by a nurse.
Administrative Procedures--letters, forms, prescrlptlons, no examina- L There was variation in physician coverage of health encounters at maximum
tion (69), referral w1thout examination (8). i ‘ o ! o security facilities (see Table 4). Handling the smallest percentage of health service visits
‘ . were physicians at Attica (9.9 percent) and Clinton (6.7 percent), where they were aided
Circulatory System--—hypertensmn (32), chest ps in (17), phlebitis and , , by physician's assistants. At Coxsackie, physicians provided 15.1 percent of the services
thrombopnhlebitis (5), hemorrhoids (9), varicose ve1\ is (3), other (6). while physicians at Auburn and Elmira, respectively, -handled 33.5 percent and 32.3 per-
cent of the inmate encounters. Such interfacility variations raise concerns about
Trauma--lacerations (18), abrasmns, scratches, m \ters (10), burns and - (1) adequacy of physician oversight of inmate medical care, (2) the distribution of
bruises (11), foreign body in eye (6), other (13). © e physician resources among the facilities and (3) inmate access to :a physician's care.

- These elements are dlsnussed in the next section "Allocation of Inmate Health Resources."

Table 3 o
Medication
Inmate Health Encounters o :
by Problem/Disease Diagnosed ol N : For the 902 encounters, 774 medications were provided; 368 (47.5 percent) pre-
May through July 1980 ' o scription drugs and 406 (52.5 percent) "over the counter" drugs. Table 5 details the type

_ : o ~and frequency of drugs dispensed.
Health Encounters

Percent Percent : o ‘ As might be expected, heavy use of prescription antibiotics and respiratory agents
Problem/Disease wiagnosed Number of Total  Cumulative - : R and the non-prescription cold/sinus preparations indicates the high incidence of respira-
1.  Skin ' 111 13.0 13.0 B tory problems (see Table 3). Similarly, almost 42 percent of the nonprescription drugs are
. 0 it L . o e o
2. Respiratory 106 12.4 25.4 S non-antibiotic external applications reflecting the frequency of skin probiems in prison.
3. Orthopedic and Connective Tissue 96 11.2 36.6 y e _ : , ;
4, Medical Exam 89 10.5 47.1 ; ; e
5.  Administrative Procedure 77 9.0 56.1 ] Psychiatrie Care of Inmates -
6. Circulatory 69 - gjé gig : B :
g. rgz‘aasl'clg?ntestinal ‘ | gg | 6.3 77,3 © , That State inmate mental health care needs are pervasive is illustrated by survey
9. Neuromuscular/Neuro 37 4.3 81.6 : , - f Q ‘ results. Almost one-third of LCER sample inmates in the (124 of 379) had used or were
10.  Eye/Ear/Nose/Throat ' 35 4.1 85.7 : using OMH satellite center services. This proportion, however, may be an understate-
11. . Neuroses ' E:3 3.6 89.3 o - ment; OMH services were unavailable at five of the 13 facilities. Also, inmates receiving
12.  Infections o ‘ , g ig g;’g 3 LR psychiatric help from DOCS programs such as Merle Cooper (Clmton) and RAP (Attlea)
ii' Igg{tg&zl:‘iemry ‘ 13 1.5 " 94.8 . , o | were not included in the sample statxstms. ' :
15. Venmereal 1, 0.8 95.1 ol o |
16.  Parasitie g 0.5 95.6 _ : S “Table 6 compares 1978-79 and 1979-80 satelhte center workloadS° numbers of
17. Psychoses L 3 0.4 96.0 . SR Y« clients, office vxslts and total services. The latter category includes all services to
18. . Addietion ‘ o 2 0.2 .96.2 ‘ R | individual clients, i.e., intake interviews, evaluatlons, the group or individual therapy
19.  Other , L 32 3.8 100.0 R sessmns, medications provided, ete. e %
Subtotal ' 854  100.0 o g : ‘ W *‘<~"‘;:',“;';mw
20. Unknown RRE T ' p ‘ ol N I Over the one year pemod, the number of chents increased by 29 Z percent whlle
: o < ' 02 : v : : o [ total visits increased 70.8 percent. Variations occurred among the individual satellite
Total .. . 3 v 0 : ‘ : P . eenters, and OMH staff stated that in some of the satellite centers, increases are
: : : ' : v ERARESE i ) attributable more to improved reporting than to workioad. Particularly, the'Total Visits
Source: LCER Inmate Health Records Survey.’ o ‘ . R . ‘ ‘ : e ‘ . popiceiieiad ’
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Table4
Inmate Health Encounters by o
- - = - B . e .
Type of Provider and by Faecility
at Different Security Levels
~'May through July 1980
; : Type of Health Prbvider . _Proﬁli(zersr . . ’ @
-ectional Facilt Physician's . Registered o Not a1’ .
Cg;rgztég;lﬂly?:w?el:y Physician’ , Assistant :Nurse . Other ,Ix?dxcated‘ To
Maximum ‘ o
Attica - \ ) i 7 1
- 12 o 27 71 : i
T Dot o 9.9 22.3 58.7 33, 5.8 100.0
A ) 165 1 © 10 179
o i ' ‘ v 100.0 ;
g:;zzs; . . 33.5 1.7 58.7 0.5 : 56 ’ @
Clinton : RS 19 " 120
25 62 _
g:rchreé 6.78 . 20.8 50T 5.9 15.8 100.0
Coxsackie 0 L 5 53 ’
Perenst 51 — 75.5 - - 9.4 100.0
Percent 15.1 ) - - : i ;
Elmira - ' : : - . v
Peroont 323 SR e 12.9 100.0 o
Percent . ‘ ]
Subtotal o : ‘ : R . ot
) 98 55 295 , "0
g:l.{gte,ﬁi 19.5 10.9 - 58.5 2.2 8.9 100 {
Medium : i
Arthur Kill - 9 .
v \ v ; R 11.7 100.0
Percent 66.2 3.9 o182 o , ;
P 6 - 59 - . 3 10 138 0
gggg:: » 4768 R 42,8 ¥ 2.2 o 7'2’,4 100.0
V : ’ e i
ueensboro ] S . iz
@ Number 23 5. 13 , : - o
Percent . 54.8 2119 30.9 » 2.4 i
Woodbourne LT ) O ) p o7
Number 8 2 22 1;. o 1000
Percent 56.7. 3.0 32.8 o8 5 108 ) @
e mber. ms oo s R ,
Percent 54.9 3.1 ‘ 33.3 v ; L. -
Minimum o
Bayview - » - .
I%umber 18 - . -531 . - - 100.0 1
Percent 94.7 - : . - e 1
Lincoln A R . p R
; Number 4 - : 5 61 Lo . 100:0 s
. Percent , 50.0 - B (
thl:/[xffernegor' 8. T : 15 - : 3,51 100?0
Percent 20.7 24.1 : 51.7 L .5
Camp Adirondack : . g - 4 16
Pereont e - mi - 56 100.0
Percent 83.3 » - B B 0% - n
Subtotal : o , : _ . - o |
Number .. - a3 T : B2 Lo 2 7 100.0 G
- Percent 581 7 S°9.5 S ’29.7 vl 2 o :
" Grand Total T S S : -’16 o i .‘
: 319 727 a8 ‘ i i
ggggﬁi ; 354 B AR T LB T 100.0-
- o ; “ ’ ; ' ian's assistants, - Sample
: intor le - i hysician's tants, ,
L | Clinton. were the only LCER sample facilities to 'employ p i a .
O iéxt::?:esa:g’othe?gaciliﬁes shown tia_y‘vhave received health. services f;om physician's assistants p;-xor tg . o
transfer to the LCER sample facility. * . s : . : i o
T - Source: LCER Inmate Hedlth Records Survey.
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o » Table 5

vMédiégti‘ons Provided Inmates LCER Sample
© - May througthuly 1980 T

Preseription

Non-Ereseription =~ ' -
.. TypefAgent Number

Type/Agent Number ]

‘. Antibiotic 67 Topical Nonantibiotic 117
Analgesic 53 Cold/Sinus Preparation 90

" Respiratory 42 Aspirin 33
Tranquilizing - 34 Anaslgesic Balm 31
Antihypertensive .23 Acetaminophen 28
Muscle Relaxant 21 Other Antacid 25
Diuretic 16 Desenex ’ 21
Antihistaminie 16 Vitamins - ) 16
Corticosteroid 16 Coricidin D : 8
Antidiabetic 13 Eye Drops/Ointment 8
Cardiovascular [ - Topical Antibiotic 8
Anticoagulant 5 Gelusil M 7
Gastrointestinal 5 Milk of Magnesia 5
Anticonvilsant 4 Suppositories 4
Genitourinary 3 Cepacol 3
Other -~ 44 Vaseline Intensive Care 1
SRR Other _1

“‘Total . 368 406

- Total
Source: LCER Inmate Health Records Survey.

_Table6 -
Numbers of Psychiatric Clients, Visits and Services
Provided by Satellite Centers
1978-79 and 1979-80

o i - Percent
Individuals Served 1978-79 1979-89 Increase
Attica Cf,80. 2,183 8530
Auburn . - : © 574 673 17.2
Bedford Hills : 398 g 427 7.3
Clintori 1,045 1,262 20.8
Elmira ) 732 759 3.7
- Fishkill 602 624 3.7
Green Haven .. 867 : 6680 _16.4
Total . S 5,098 6,588% - . 29,2
Total Visits - .
Attica © 6,259 12,580 100.9
“Auburn. 5,515 7,483 35.9
Bedford Hills 3,347 54009 49.7
Clinton 6,907 8,765, 26.9
. Elmira 7,161 17,819 148.8
Fishkill 5,485 7,407 350
Green Haven N - 5,377 9,345 73.8 -
Total : 540,081 88,418 70.8
Total Services ) '
Attica T10,1150 . 19,130 89.1
- Auburn 8,415 10,970 30.4
" Bedford Hills’ 5,683 10,300 | 80.9
Clinton 10,815, 15,841 0 44,6
Elmira 14,629° 27,392 . 87.2
Pighkill 7,621 8,732 14.6
Green Haven 19,714 20,609 9%.4
Tatal i 68,002 112,774 65.8

ﬁExcluding, interfecility transfers the total is 6,001.
- Includes administration of medications,

Source: LCER staff from OMH "Report on Service Infornfé- :
- . tlon for Forensic Qutpatlentg Units,” - o
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‘ i ’ ing i - i 1 services advanced
tegory reflects improved accounting in the 1979 80 year. Wh_llga tota 1
g; a%mgst 66 percen%, this reflects the inclusion of partial visits (inmates served in a

‘group program) during the 1979-80 year.

‘ ; ( >' i [ ite uni t Eastern
Comparable data were not availabie for OMH noqsate]hte. gmts a rn,
Coxsackie, 'pGreat Meadows, Mt. McGregor, New York City, Ossining and Wallk_lll.
Howevér, OMH staff reported that a new information system to be implemented during
1981 is intended to provide data for these units. . :

le Cooper Program. Inmates with personality disorders (not psychotie),
mentali?exl:e?cardedpor disciglinary problems are re'ferre.d to 'the Merle Cooper pr:ogx_-apé atl;
Clinton. A therapeutic setting is provided which gives inmates group and individua
counseling, work therapy, educational training and psychlatrlc/psycrzologlqal tseéi/iletes.
Participants who exhibit psychotic symptoms are \treated'by.the. satellite unit a ng(';{zl
on an out patient basis or for short term (ten days) hospitalization. Between July 1 ’
and February 1979, Merle Cooper accepted 411 of 540 referred--an average o
206 inmates per year with an average stay of 11.2 months.

RAP Program. The Resident Activity Program (RAP) i.n Attica was gstab}lshed in
1979 to serve inmates identified as having mental and emotlongl.personallty '_dlsorderg.
Inmat: counselors and counselor aides assist the program pgrtlclpants'to tfapdle tl.le{:
personal problems and daily correctional life. f\ctivit}es, mc.:lude daily hymg skills,
remedial education and group and work therapy. Supportn{e services are provided by the
satellite centers. The program served 48 inmates in 1980 with an additional 20 more to be

* assigned in 1981.

Inpatient Care. Some inmates' psychiatric problems are so severe that they require
transfer to CNYPC. As discussed in Chapter I, Section 401 of. the Coﬂrrectlon Law
provides due process and emergency procedures fpr the transfer of inmates from DOC§>7t7<3
OMH jurisdietion. The number of CNYPC adm1§519ns ;from DOCS. dgubled since 1 H
during 1979-80 about 37 percent of the DOCS admissions were readmissions.

DOCS Average Length
Year Admissions - of Stay (days)
1977-18 219 ° n
1978-79 345 76
1979-80

448 78

Specialty Clinics

An outside consultant interviews and treats inmatgs.' in need of specialty care
during & clinic held in a correctional facility. - The DOCS Division of Health Services did

not maintain information on the number and type of specialty clinics held at the various

i iliti i i i there is
correctional facilities. With the exception of the recon.structlv.e surgery program, there
little centralized management and coordination of this function; each facility made ’1ts
own arrangements with consulting speeialists. . -

The aﬁailability of specialty health clinies at the correctional facility varied among

- - am e - - - 1% - - " - dack
the 13 correctional facilities. No clinies were helq at Coxsackie, Camp Adirondack,
Lineoln and Mt. MeGregor. An inmate in need of specialty care at one of these facll_lt}es
migﬁt be transferred to an institution where care was available or be seen by a physician
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- practicing the specialty in the community. Inmates at Lincoln most likely would use the

clinics available in the New York City area.

Clinton, Fishkill, Attica, Arthur Kili, and Auburn correctional facilities had the

~ most extensive range of clinics available. During the period under review, 2,456 inmates

at Clinton were seen at nine different types of clinies. Of these, almost 50 percent made
use of the ophthalmology/optometry clinies; another 17.3 percent used the reconstructive
su.gery clinie. At Attica, of the 1,772 inmates who used a clinie, 90.5 percent went to
the ophthamology/optometry clinie. The largest proportion of visits at Arthur Kill,
30 percent, were to the podiatry clinic. '

At six facilities--Attica, Clinton, Coxsackie, Elmira, Fishkill and Queens-
boro--medical serviee providers mentioned that additional clinics would be helpful. An
increase in the availability of clinics was suggested to reduce the costs of inpatient and
ambulatory care as well as the attendant costs for security.

: Medical Fee Schedule. Several Facility Health Service Directors and nurse
administrators told LCER staff that the medical fee schedule was an obstacle to
arranging for additional clinies. Health unit personnel at Attica, Coxsackie and Elmira
said that physicians in their communities were reluctant to conduct on-site eclinies
‘because the reimbursement was considered inadequate. As currently struetured, the fee
schedule permits greater reimbursement for physicians who see inmates in their own
offices than for those conducting on-site clinics.

Physicians often prefer to schedule clients at their professional offices. This may
be more convenient, allows more productive use of their time and make available their
own support staff. Conversely, consultations at the correctional facility involve time to
commute and to clear security. Physicians also may be reluctant to come because of
coneerns about (1) the potential for unpleasant situations in dealing with inmates and
(2) delayed payment for services.

The State Medical Fee Schedule was developed in 1975, and has not been revised
since. Table 7 compares State medieal fee schedule reimbursements for certain selected
specialties to 1980 median fees for the eastern region of the United States. It shows iarge
discrepancies between the survey data and the State medical fee schedule allowances,
indicating that reimbursements have not kept pace with inflationary inereases in fees.

 The outdated medical fee schedule means that specialist and consulting physicians
have little incentive to attend clinics in correctional facilities. Such eclinies save the
State "considerable expense compared to transporting and escorting inmates to the
specialist's office. Generally such escorts require two security guards and involve

overtime expense, driving up the indireet cost of providing medical care. Further,

scheduling problems and unavailability of escorts .may result in delay of treatment, with
potential for complications, ecomplaints or ‘lawsuits.  For financial implications see
Chapte,r 1V. , : .

. Reconstruetive Surgery Program. Since the early 1950's, DOCS has operated a
reconstruetive surgery program. In addition to elective surgery, inmates sometimes need
surgery to remove funetional defeets or deformities, scars, congenital impairments,

- tattoos, ete. This program addresses such needs at two correctional facilities, Clinton

and Fishkill, The Clinton component is supervised by an Albany Medical Center Hospital

- attending surgeon and surgical procedures are performed by resident physicians from the
‘hospital without compensation. The Fishkill program is managed pursuant to contract

with Montefiore Hospital. Surgical procedures are performed under local anesthesia, in
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The program's 1979-80 costs"wére$13,78% for Fishkill and §13,850 forChnton, R

R,

: Table 7 L

' Comparison of State Medical Fee Schedule © .

- Comparison of State Medical Fee AL : T
v - to “M%dian Fees (East Region) by ._Spec;glty

- "Median Fee

e Sonah . East Region

Fee Schedule
"Intern‘is't, »
. Initial Visit
. Subsequent.: -
"Neurologist
Initial Visit.
“Subsequent
~ Orthopedist
~Initial Visit
Subsequent -
Obstetrician/Gyneeologist
- Initial Visit
Subsequent

Y $35.00
C21.00

$20.00
15.00

73.00

120.00 7800

'15.00

20.00

20.00
15.00

~ 35.00
21.00

20.00
15.00
General Surgeon
' Initial Visit
~ Subsequent

25.00 .
16.00

20.00
- 15.00
Urologist
“Tnitial Visit
 Subsequent - .
All Surgical Specialists
- Initial Visit :
,Subsequgnt

31.00
20.00

20.00
15.00

131,00
20.00

20.00
15.00

Souross’ LCER. m NYS Depart t of Hedlth, Medi- |
: : LCER staff from NYS Department’ of
) _Source, cal Fee ‘Schedule, (Albany: the Department, J’Lgliy lé
 '7975) and Merian Kirchner, "Fees, Where They aré ‘
in 11 Specidlties," Medical Economics, October 13,

1980, pp. 210-213. - ERt: : -

" =

sipped ting rooms: If need for more sophisticated medie
uipped operating rooms: If nee ' more sophisticat
iv;eilrid?gatpeg, thepinmate would be admx_;ttejda tQ an puts1de hosp;tgl.
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In 1979 the prégram. brovideﬁ’ 84i in_m'ateksk with consultation services and 274 in- E

‘aa o . S g 1 Ny 8. n
nates with surgery as shown on Table'8. Corisultant interview were held at Clinton,
ma : : ‘ Lan.

! ‘ ive sur progre ' involve extensive
ere served.. For each inmate, the reconstructive surgery) progdr_a,msggyé;g\_éive Iesdaid
swcieening’ c‘bnsultation, one or more surgical procedure(s), and post-op: <
A X 3 ., L = g
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Referral to Outside Health Pfoviderg,,

B8

R S L .

’Heélth, sefviées'v not available within the correctional system must be furnishe

gl

" outside the system at significantly higher costs because of t?anSportatl‘ck)n;‘avnd seeurity
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escort coﬁ?'sidéfé.tions.
- ambulatory health care increased from 13,792 to 16,463--b

~ Table 9 shows outside ambulatory health care refer

~ Teconstruetive surgery raises a question as to th
reconstructive surgery program. . ' o

~ (elective surgery). As will be discussed In Chapter III, the inmaf?ﬂ_'sﬂeondition is classified” -

Table 8

1979

~ Reconstruetive 'Surgery Program Wérkload

Workload - Clinton - - Pishkill
Consultation with Surgeon

Inmates Receiving - L
~Surgery 142 -

In Faeility : ; ’ 123 -
At Outside Hospital ~ - , 19
~Waiting List : g 106

554 287
132
127

‘ 5

“N/A
Type of Surgical Procedures
- Performed in Faeility , v

~ Secar Removal ‘ 16

- Excision of Mass or Lesion 18
Tattoos Removed S8
Dermabrasion 6
Septoplasty : 49
Rhinoplasty

- Other Plastic Repairs
- SMR ~
Other

Total

37
14
13

‘ 15
L m— : : 44
24 21

: 5 33
1 =

132 183
Source: DOCs, Division of Health Services, .

\\\\ B . | . v . ) Gt ‘
Over the period 1977 through 1979, outside referra
: ] y 19.4 percent. During the
Same pericd the inmate population increased frogn 15,829 to 19,754; a 25 percent growth.
rals by type over the three years. :
Significant increases are note

‘use of outside dental providers Is striking in view of shortages of DOCS dental staff noted

;"Iiipatierit Cai?e at Cbmmunity Hospitals

: Com"munityvhospgtals in proxifmity‘ to the. correctional f"éeility render ymbs‘t of the
needed inpatient hospital care,

’ { emergency room,. Depending upon
the severity of the injury, this may oce;ﬁgwi_t_h_ or without physician approval. L
It is the Fvaceili'ty;fHeal'th Service Director's. r'espcnsibility' to idéhﬁtify inmates who
warrant admission 10 -an .outside hospital for a planned ‘medical or surgical procedure

o

S B -27- ’ N u S -

Is of ininates for - |

d in PadiOIOgy and laboratbfy_ tests.' The increase in -

- Similarly, increases in outside provider
¢ potential for expansion of the "in-house"

_ When an emergency arises, an inmate Mmay be transported
- - by ambulaiee or by Security personnel:to the hospital

‘ot
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o v 5 Compléted S R L ‘Not Completed SR
A Table 9 _ W ~Months: . Number ‘ : A s Number
HV lthR feivals for - : ; - ; S % » to Admit = ofInmates L ~Reason - .of Inmates
: OUtSSlS:te g:'ison Inmates . . ST § AR | R AR 1 23 NoRecord L 4 .
T o : . o iR 2 19 . . Inmate Refused - = B
‘ . R 3 8 ‘Inmate Paroled/ o
1977 1978 . 1979 4 4 , Released 6 AR
. R R 5 - 1. Inmate Transferred 16 ; |
D;?_gfrtxostle es s‘ | d09 | 1,452 9,310 , o ;3‘ ® Ve . r':u DR Other Treatment | -
&Y 105 211 a ‘ - LR | | S8y 2 Elected o 2
Gastrointestina : ‘ _ ‘ N - -4
EEG 90 266 . 206 - Sy : | 11 = 1 :
EKG ; 108 ' o197 - 100 ) » , {0 o Unknown‘ L 10 | | R
IVP (Kidney X-ray) 2t e 1 009 { Total 60 ~ Total \ o
Lab ' ’ , SRR SRR | I : : ' o R
Gall Bladder 12 548= o g : SRR AR A L ” | S
Brain Scan , - 7 68 ' B AR | o Many inmates who received approval for medical surgical procedures at outside .
Other 164 405 - : o : 'hospit}als,never received them. Others, whose procedures were "approved, waited as long
Subtotal 1,628 3,443 3,625 o 8s 11 months. | | | s e L
Ophthalmology 1,126 1,356 ggg : o ® ‘ The Division of Health Services has instituted a "medical hold" procedure. for ’5
Ear, Nose, Throat . 686 629 © 1.599 S O} B | - priority . cases approved  for elective surgery. = Basically, inmates “sc¢heduled for
Dental 919 1,107 o A ‘ surgery are retained at the correctional facility until that surgery is performed. The
Surgical Consults 1.063P 1 ’ .- effectiveness of this procedure in assuring that inmates receive scheduled elective
General 2,431 3’323 1109 IR | surgery, however, remains to be demonstrated. v
Reconstructive ' 113 » od - RS ' ' PR ’ 7 e : '
Orthopedie 1,772 1,386 _ i’igge R | o ~ Inpatient Utilization Data. Table 10 presents the number of outside hospital
Renal Dialysis 666 - e eont ‘ © SR admissions, discharges, patient days and the average length of ‘stay for State prison
Dermatology - 351 360 939 _ BN inmates, from 1975 through 1979.  Overall admission/discharges and patient days
Physical Therapy 2,037 1";32 T 4.951 S increased by two-thirds during this period. B :
Total 13,792 14,451 16,087 I Table 10 | |
a % 3 . . . i o E N LN M 3 1 %4 4
luded in X-ray category. e ~ State Inmate Inpatient Care at Community Hospitals
b?rllcc:lllid:s 496 ‘Diaénosis%viluations, 151 Treatments, 416 Foliowups. oy " | - 19Ts-1979 e
€of the 110, 46 are classified as Diagnosis/Evaluations, 4 Treatments, and T R . . : ’ o ; o e : ‘ _ e
60 Followups. . k N o ‘ S 5 Patients =~ = = = ‘Patient ~ ° Average R S
Ynelud iagnosis/Evaluations, 60 Treatments, 478 Followups, 60 S AR : _ S - 2 R era a B
5};§t}lisﬁcss762é) Ifigg;ph‘an/ces, 37 Shoes, 82 Hand Clinic and 3 Outpatient ol He | | Admitted Discharged Days. ~ Length of Stay™ e
Surgery eas’es. . . k ; : N IR coo 1975 : 885-‘4 o880 8,462 - ‘ 9.6 S
€Al nephrology referrals including renal dialyses. . e o B | ‘ 1978 5 1,067 ° 1,043 10,418 1000 ‘
Includes allergy. | | - S Al oo letTo 1,318 1,294 | 12,864 9.9
| ‘ 1978 1,261 1,260 12,652 . 10.0 A
e , _ - : 1979 . 1,474 - 1,465 14,067 9.6 v
irce: DOCS, Division of Health Services. ‘ ; ' o iD ‘Percent , o R | v
Sour ’ : »,@ = _Increaseb, . 8646 66.5 o 66.2 S :
as to priority, and a request for a examination or surgical procedure (HS-19 f°'~’¥?‘).,i_s_s-?nt; SR ey . “ kgBas‘gd upon discharge§; et : T L L S .
to the DOCS i’hySican'S Review Committee for approval or denial. R RPN K . ~Compares to a 28.3 percent increase in inmate’ populagion.:
R st i ed surgery requests for the — . L L S SR
Results of DOCS Approvals. LCER staff r_ev1ewed ‘planne , ; 7 , gl HD | S | : o S o ,
13 facilities, which were approved by DOCS during January through March 1980. As of. v o ~ Source: DOCS, Division of Health Services,. =~ G - f
December 3’1, 1980, 60 of the 100 approved surgeries were ;sag)mpl§ted-”’The ;,numbgr '0%' . R R O P iy S T i S R . BETR . [
months required to complete and the reasons/factors for noncompletion f0110W§_» e NS . : e S ’_ , o oo
-28- e e 1}@ . | ! 2 N ST R PR R
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i Type of Inpatient Care. Table 11 shows the patient: days used during January R  Number of: © Maximunf c?rit%aeggfm 2 ?VIinimum . Female
 throush J%he'?{ggg by type of health problem or disease. Over half of patient daysdgre s 1}1 R F e ‘ =2 - ' ‘ L
‘ coz/%rged in the first six categories, Removal of tumors, gtomach_sgigrg,() gtgfgfalffé RSNty i ‘  Facilities s 9 13 g
heart and kidney problems and. ne]’umologlcalﬂ problems are among- ¢ it PR b 4 D Discharges =~ 852 464 52 .97
reasons for inpatient admission.. , ‘ : _ _ Patient Days 7,840 . 5,104 356 .. 767
RGN ' : e | Inmates 12,002 5,309 1,969 530 l
Table 11 o | | e e , | L | 5
S o % ‘ _ . o i : R N et Length of Stay (Days): ‘ ¢ : e ' F ‘
e B ' ; o Patient Days in Community Hospitals by ' < s - ‘ ' :
o State Imate P?;;eélof Disease/Problem oL o - Minimum 1.40 5.70 1.00 7.80
: v through June 1980% o : S Average = 9.2 . 11.00 6.80 7.90 :
. January, through Sume 2= . : E Maximum 13.20 ' 18.30  8.00 8.80 \
o ’ . g Patient Day/Inmate 0.65 0.96 0.18 1.45
3 | Sl ,PaDt;e:t i’ffl?(iﬁ ' - L] , - Discharge/Inmate 0.07 0.09 10.03 0.18
N | Problem/Disease ‘—“L — o : ; P ;
Abdominal Surgery o - 192 | e Source: DOCS, Division of Health Services. |
Orthopedic . ‘ o o
o ! Neurology 562 - gg ) ‘ ;f
T General Medical o 94 79 ; | Maximum security facilities use the most inpatient care, because they hold ;
‘ l ‘;‘ * Neoplasm 476 7'9 O - p 61 percent of:the inmates in the system. However, proportionally more inpatient care is
gin ' Cardiac ’ 422 7:7 9 rendered to medium security and female inmates as reflected by the percent of patient
3 GU/Renal/Kidney gzz 5.3 days to inmate population (.96 and 1.45 respectively). Minimum security inmates use the
: Thoracic Nonsurgery ‘ ' 270 4.5 least amount of inpatient care; part of this is due to the selection of healthy inmates as
: . ‘ .9 S § : . . i . s 4 s e . 1 i T e }
Gastrointestinal %51;3 . 3-53 ol A ) The reasons for the variations in inpatient utilization among the facilities are not :
Rectal/Anal : 153 2.5 , 4 - clear. Of the larger facilities, Attica, Fishkill, Ossining and Queensboro report long 1979
Ear, Nose, Throat ; ~ 140 2.3 ‘average lengths of stay for inpaticnt care (13.2, 14.2, 13.5, and 18.3 days respectively),
Eye ' ' 96 1.6 ~ while Elmira and Coxsackie report very low 1979 average lengths of stay (1.4 and
Dental 89 1.4 ; ° 2.4 days, respectively); Elmira, to prg\?;ent unnecessary hospitalization, brings patients to ‘
o Deceased ) : 75 1.2 [ 1 the facility infirmary for recuperation. This minimizes costs of outside hospitalization, g
Gynecology/Obstetrics : ' 71 1.2 =3 IR (See Chapter IV), but places an additional burden on a sometimes-overcrowded and
Stabbings , : 65 - 1.1 D T @ understaffed infirmary. ’ :
Plastic Surgery ' ot 9 " - , _ g :
. Metabolic B : ig 7 s DOCS has pointed out in its initial response to this audit that medium security
% - ‘Neurosurgery S 99 5 S i facilities (particularly Fishkill and Queensboro) have some chronic and disabled inmate i
ol L Psychiatry -~ " 98 4 R R + who required a disproportionately. high number of inpatient care days. DOCS states: I
v ‘ ‘ Thoracic Surgery - 918 3.5 ol - i o "Di”srega‘rding\_the; increased length of stay generated by the Unit for Physically Disabled
b | ' Incomplete Information == e T . R patients, the elimination of 400 days attributable to the two Fishkill -and Queensboro '
o Total f B | 6,046 -~} 100.0 : cases, the length of stay for all medium security facilities drops from 11.0 to 10.2 days." i
| i  *Ineludes inmates>e_ithérf‘adr:ni:‘{tfted?df‘,disehat‘g’ed during this peried. b R : . Dbocs Exphins further: S | | | L
5 ‘f ) - . ' ! 1‘ ‘ = o o . . ! 3 - o ) ‘ < ’ V ) ; E i (.). . Q . . ';"- PR . C ) o . . ‘ : ‘ o 3 ia\. . '
; ) . . 4 Division © ol S S The variations in lengths ;of stay depend on diagnoses, available : - e
1 Source: Compiled by chg Stnfgl i{ mgiosggaclsﬁeport'" da;’:a{ e e 1e O L resources at the facility level, availability for follow-up, care and Ly (RN
b O [ .. Health S‘erwcegi,‘i 9 0"2980 y A RE NP ' : ‘treatment and trust in the facilities health care staff by the community {0
i - Jonuary throug dune 1960. ‘ - provider. ‘Due to the litigiousness nature of our clients, the putside ' | TR
o e \ L ! o N o S " practitioners are reluctant to djscharge to the faeility in whic\\ they ' sh
5 R  Interfacility Variation in Inpatient Care, The 33 coprectional fta;;{htlei V&;‘Ztg;i;lg ‘ o have no direct supervision or control. NG N
e _ ot hospital care is used. The following presentation char S ol ad, B e ‘ o o ' R _ SR
TR extent to whx.eh np a‘_uen‘t _hogpl A by security level and by male and female A D »  The utilization review program discussed in Chapter HI deals with DOCS efforts to L
- 1979 wutilization of inpatient hospital care, DY Y ! . ; o P rete h ‘ Ul
impatient use.' I SR Loe s e ol , o 3 reduce unnecessery hospitalization of inmates. < ' : e
~ : - N E S - v
; . - { - ' <
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‘Secure Wards. A secure hospital ward allows the groupmg of inmate inpatientsin a
special section of .a hospitali.. The advantage is savings in security coverage due to the

consolidation of bed and hospltal space. The disadvantages are hospltal staff resistance to -

giving special treatment to inmate clients and the difficulty of serving mmates in one
place when hospital units and specialties are decentralized.

DOCS provide security at four secure wards:

--A six bed unit at FErie County Medical Center serving Western New
York, .

~-A four bed unit at Glens Falls Hospital serving Great Meadow,

--Up to eight beds at Champlain Valley Physicians Hospital serving
Clinton, and

--A 15 bed unit at Wes‘cchester County Medieal Center serving the
downstate area.

The number and proportlon of inmate patient days prov1ded in the secure wards has
grown. In 1976, 5,172 of 8,462 inmate patient days (61 percent) were furnished by secure
wards. In 1979, 9, 302 of 14 067 inmate patient days (66 percent) were provided by secure
wards. However, over half of the 1979 secure ward patient days were provided by
Westchester County Medical Center's secure unit, where the 15 beds are guaranteed by
the State; the other three hospital secure wards divided the remaining patient days.
Westchester County is the only one of the secure ward hospitals with a full-time nurse
coordinator who plans and oversees workloa:i and monitors bed utilization.

Because 4,765 patient days were furnished in nonsecure ward hospitals during 1979,
further development and more careful monitoring of the secure ward program may: be
beneficial. This could reduce or even eliminate the State expenditure for security
coverage in nonsecure ward programs. -

Allccation of Inmate Health Resources

This seetioﬁ reviews the distribution of inmate heailth eervice reSourcee at the
facilities visited by LCER staff. A comparison of the number of health related posmons,
staffing patterns and the available health facilities is presented.- :

This analysis is based on the number of hours health prov1ders were avallable at the
time of LCER staff's visit at the correctional facility. It assumes a 35 hour work week
for physicians and dentists and & 40 hour work week for all other personnel.

Significant variation in the number of filled full-time equwalent (F’I E) health
positions was apparent among the 13 correctional facilities.
were not necessarily related to the size or seeunty classification of the facility.

A summary of the numbers of health service staff and their availability, for eaeh
facility is prov1ded in Table 12. Persons on leave of absence or vacant positions were not
counied on the table. Perspns on vacation or -short-term }eave were included in the

count. - _ - , . (// v

The staffing differences
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- Table 12 .
A]locatwn of Inmate Health Resources Health Serv1ce Posmons '
August/September 1980
Max1mum Securlty . Medium Security Minimum Security
: ‘ S . Arthur ; ] Camp Mt
- Health Services Position - Attica kAubum Clinton Coxsack.e Elmxra Kill - - Fishkill Queensboro Woodbourne Bayview Adirondack Lincoln - McGregor
Physicians : : )
Nuinber (FTE) 43 1.14 - 2,00 .57 1.57 1.60 1.00 1.14 .93 - .69 .09 .31 ——
Total Hours/Week 15 40 70 20 55 - 56 35 40 33 Z4 3 11 -
Number (FTE) : 2,29 2.50 4.57 1.00 1.00 1.00 2.28 W57 .57 - .46 = 57
Total Hours/Week 80 - 87.5 .-160 35 35. - 35 80 20 20 - Up to 16 - 20
Dental Hygienists . : S .
Number EFTE; . 1.0 - - - = - - - - - 5 - -
Total Hours/Week 40 - - - - - - - - - 20 - --
Dental Assistant : .
Number (FTE) - - — -— - 2.0 2.0 1.0 1.0 - - - -
Total Hours/Week - - - - ~= 80 80 40 40 - - - -
Physieian's Assistant . ‘ . : i .
~Number (FTE) 2. - 3 - - - - == - -= - - -
Total Hours/Week 80 - 120 - - — - - —— - = - -
I Nurses ; : ) . :
gg Number (FTE) 9 '8 17.5 6.8 7 20 6 6.8 1 0.5 2 -1
] Total Hours/Week : - 24 Hours/7 Days a Week- 20 80 40
Pharmacists Coa : . : :
Niamber (FTE) ‘ 1.0 1.0 ‘1.0 - 1.0 .5 1.0 - .5 e - - -
‘Total Hours/Week . 40 40 4e - 40 20 40 - 20 - - - —
Radiology Technicians ‘ . : : ) : ‘
Number (FTE) 1.0 1.0 1.0 0.05 1.0 1.0 - 1.0 - 0.05 - - - -
Total Hours/Week 40 40 40 2 40 40 40 - 2 - - - -
Medical Lab Technieian : : . e
Number (FTE) 1.0 - 1.0 - - - 1.0 - - — - - -
Total Hours/Week 40 - 40 - - - 40 -- - —-— - -— -
Medical Records Clerk’ ’ : -
Number (FTE) 1.0 1.0 1.0 . 1.0 1.0 1.0 1.0 - 1.0 - - - fotad
Total Hours/Week " 40 *.40 40 40 40 40 . 40 - 40 - - - -
Clerical/Steno , , '
. Number (FTE) 2.0 1.0 4.0 1.0 1.0 1.0 - 1.0 1.0 1.0 - - - -
‘Total Hours/Week 80 40 160 406 40 40 40 40 40 — - s -
Inmate Census on : . , ; ';Jb B L 5
Day of LCER Visit 1,701 1,565 - 2,456 700 1,526 785 1,198 300 897 127 207 140 124
g‘l‘here is also a full-time pharmacy mde employed at Auburn. ‘ ‘ ‘
Approxlmately.
Source: “LCER Staff Visits at Sample Correctional Facilities.
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e e » R p 1»‘
S R, sl : - * L : )‘1, it i .
g [) [ "n - : 2 a ) 0 bt B '“" :
“a vt (;«’ i ‘ B
: , : . ! L
.. i

]

b

fy




Physicians

The number and availability of physicians varied greatly. This was especially
noticeable in the maximum security facilities. For example, Attica which had the second
largest inmate census, had a physician at the facility 15 hours per week. In comparison,
Elmira which had almost 200 fewer inmates than Attica, had a physician at the fueility
55 hours per week. Auburn, with an inmate populatlon almost identical to Elmira, had a
physician available 40 hours per week.

~ The variation in the availability of physicians and its possible effect on inmate
health care is highlighted when maximum and medium security facilities are compared.
For example, Queensboro with an inmate population of 300, and Auburn with 1,565
inmates, both had physicians available 40 hours per week. As a second example, Arthur
Kill with an inmate census of 785, had a physician available 56 hours per week; Elmira, as
pointed out above, with more than twice the number of inmates, had a physician available
for 55 hours per week. The relationship between the number of inmates at a facility and
- physieian availability may significantly affect access to health care.

'Except for Bayview, a faéility for females, physician availability at minimum
security facilities was limited. This is attributable to the relatively small number of

inmates and also to the suppos1t10n that these inmates have fewer medlcal problems, a -

prerequisite for transfer to some minimum security faelhtles.

An analysis of the difference in physician availability at the institutions must
consider the variation in the hours of coverage for clinical physician positions. As shown
in Table 13, there was significant variation in the number of hours full-time physicians
were actually available at the institutions.

; In several instances the variation in hours available was not related to the salary
paid. For example, full-time physicians at Attica, Auburn, Coxsackie and Elmira were
available at the facilities for only 20 hours or less per week. Yet they were being paid
more than other physicians at Clinton, Fishkill and Elmira who worked a 35 hour week.
Ad hoe arrangements were being made to provide a minimum level of physician coverage
at certain correctional facilities with salary disparities resulting. See Chapter III for
more on the physician salary issue. ' ,

Note that these physician allocation data relate to physician service patterns
identified previously on Table 4. For example, Auburn and Elmira, with physicians
available 40 and 55 hours per week respectively, also have high percentages of inmate
encounters, 33.5 and 32.3 respectively provided by physicians. Similarly medium security
facilities show high inmate access to physicians.

Other Health Service Personnel

There was also variation in the number and availability of dentists in the facilities.
For example, at Elmira and Auburn, which have similar inmate populations, dentists were
availabie respectxvely, 35 hours and 87 hours per week. Bayview and Lincoln did not have
dentists on the premlses and inmates in need of dental care were taken to other State
correctional facilities in the City.

Nursing coverage was avallable 24 hours a day/seven days a week at all of the
facilities exeept Camp Adirondack, Lincoln and Mt. MeGregor.
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Table 13 Q

DOCS Physician Grades Hours and Salaries
- August/September 1980 |

Camp Adirondack - —

: Clinical a Number of Physicjan
Institution Physician™ Hours Per Week
Attica I 15
Auburn I 20
- 1 20
Clinton , I 35
I : 35
PT 8
Coxsackie I, . 20 i
Elmira » i 20 :
I 35 ‘
Arthur Kill PT : 20
' PT 20 1
: PT 16 g
Fishkill ; I 35 o
Queensboro ' I , 20 ¥
I 20 o
Woodbourne , I : 15 i
PT ; 18
Bayview
Lincoln I 35

aKey: I= Clinical Physician I, II = Clinical Physician II, PT = part time
bClinical Physiecian. '
As of LCER staff visit to the faeility during August and September 1980.

This physician also serves as a part-time Regional Health Services
Director.

C

.«-},.vﬁ.._a‘_..-.,,_..,_

Source: LC_'ER staff Visits at Sample Correctional Facilities.

Nt s e R B e

Staffing Standards

Health service staffs at the facilities reviewed are inadequate when compared with
generally accepted staffing patterns. The ACA has provided a guideline or suggested i
staifing pattern for health service positions at correctional facilities. Based on a 5
500 inmate facility, the ACA recommends: aE

~-One physician or physician's assistant, : B .

~--Seven nurses and/or physician's assistants, . | 5 PR :

- ~-Three paraprofessionals,

' --One dentist,
~-One dental assistant and one dental hygienist, and | L
--Three clerical support positions.'® ’ R
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' i ilities st the guidelines. Attica,
. in Table 14, none of the facilities completely me lines. Attica,

ﬁibz?'gw%oxsackie,‘ El?nira and Woodbourne were below gagh of the staffing ‘guidelines.

Queensiaoro, on the other hand, met the guidelines for physicians, dentists and nurses.

Physicians. { Clinton, Arthur Kill, Queensboro, Bayview and Lincoln met the

: ici i hand, fell short of the ACA
iidelines for physicians. Auburn and Elmira, on the other , |  AC!
Eg;ggg:g- whilepbgth facilities should have had at'lt.aast three pl_nysmlans and/or physician's
assistant’s, they had 1.1.and 1.7 FTE's in these positions respectively. ‘

ishkill i Mt. McGregor were the only
tal. Fishkill, Queensboro, Ce.np Adirondack and on
faeiliti]e?ser’lthat met the, guidelines f:jr dentists. Camp Adlroxg]]ack ‘lNai tg:i c;gglitécltlrllg
ich met the dental hygienist standard. In fact,'.At‘;lc-a was the only ¢ _
Zfrrlll;_)(gloyeg a dental hygiinist. Though Arthur Kill, Fishkill, and Woodbourne emplpyed

dental assistants, only Arthur Kill met the ACA guidelines for this position.

Jursi ffing W ‘ i edical provider positions,

Nursing. Although understaffing was common in all med !
nursing was the g;'reatestg shortage area. For example, based on the ACA s‘tan<i1‘ar\}',2 ‘ fttéi{’ic
should have at least 23 nurses, Auburn 21, Clinton 3.5, Coxsackie 10, and .E.h_mrah d. u
except for Clinton which had 17.5 FTE nursing positions, none of the facilities had mo
than nine positions filled.
standard for nurses.

Table 14

Correctional Facilities o
Compliance to LCER Sample ACA Health Staff Guidelines

Only Fishkill, Queensboro, Bayview and Lincoln met the

i Physician or Dental Deptel_l _ Clerical
| Co;;zci:;il:; . Physic%an Assistant Dentist = Assistant Hygienist Nurse Support

Mﬁ(’trtlilg:l Seourtty No No No No No 11:110
Auburn No No No’ No ]go | Nq .
Clinton Yes No » No No : N‘o Ng;“‘i“ |
Coxsackie No No No. No - »No il

" Elmira No ‘No No . No | ) | Ty

i Securit :

Mi‘(;lxl-ltlr[:m Kill . Yes No Yes No g\go ﬁg :
Fishkill No Yes No No Yzz e
Queensboro Yes Yes: No No I : No
Woodbourne No No; o No - No . o
inimum Seecurit ’ ' - : B : )

Ml}r?»lg;‘l/liew = Yes No- ~ No No - ;gs : Eg
Camp Adirondack No Yes No Yes R N
Lincoln Yes No No No ] 3

o Yes - No No No - No

Mt. McGregor =~ No

Source: LCER staff from ACA 4257.04.
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Clerical Support. Norie of the facilities met the guidelines‘ established by ACA for
clerical support positions. The shortage of clerical staff resulted in medical personnel,

especially nurses, doing non-medical jobs. An example of this was the use of nurses to
verify the services of outside providers. ' ~ g

O ~ In addition to the apparent staff shortages at the sampled facilities when compared

‘with the ACA standards, the need for increased medical providers was stated by medical
‘staff and inmates. : ‘

Vacaney ‘Rates.‘ As discussed in the next chapter, there is a significant number of
vacancies among the various health services positions. For example, at least 55 percent

-~ of the dental hygienists and health care manager positions were vacant as of Octo-

ber 1980. Also, at least 25 percent of the physicians, pharmacist, radiology technician

~ and clerical positions were vacant.

Of the facilities included in the LCER study, only Coxsackie, Arthur Kill and
Queensboro did not have any health staff vacancies as of October 1980.

Inmate Health Providers

One result of the understaffing in the health service areas is the use of inmates in
the delivery of health care. In five of the facilities included in the study--Auburn,
Clinton, Coxsackie, Elmira and Camp Adirondack--inmates had access to health records
and were involved in providing health care. This is contrary to standards set forth by the
AMA and the ACA which recommend that inmates not be involved in the delivery of
health care.?’ DOCS promulgated a policy in 1974 prohibiting inmate access to health

‘records; this policy has been abandoned. ‘

The capacity in which inmates were used at the five facilities varied. At Clinton
and Elmira the nurse was aided at sick call by an inmate health assistant. At Clinton,
inmates transferred and filed medical records, served as orderlies in the infirmary and as
operating room technicians, and even as helpers in the pharmacy. Approximately
15 inmates were used at Elmira to file medical records, as orderlies and to change or
dress wounds. At Coxsackie, inmates filed dental records and provided such medical care

as enemas and baths. Inmates at Auburn took the vital signs of sick inmates during
afternoon and evening hours. :

None of the four medium security facilities used inmates to handle records or

deliver health services: Of the minimum security facilities, only Camp Adirondack used

inmates in the job of dental assistants. -

- received advanced emergency training.

Emergency Response

In case of an emergency or accident, a correctional officer (CO) would most likely
be the first individual on the secene. All COs receive instruction in basie first aid as part
of their initial training. There are, however, no departmental requirements for training as

' an emergency medical technician (EMT) or in cardio-pulmonary resuscitation (CPR). This
training is left to the discretion of the individual CO or facility superintendent.

Consequently, there was variation in the number of COs at an institution who had

ec: g : For example, at Arthur Kill, Fishkill, Camp
Adirondack and Mt. MceGreger all COs had received instruction in CPR, while-at Bayview

none of the COs had. At the other facilities at least some of the COs had received

advanced emergency training. '

PO



Health Service Facilities

At each of the institutions visited, LCER staff toured the health service faecilities.
LCER staff reviewed the physical layout of the medical areas and their maintenance, the
extent and condition of medical equipment, and the security coverage provided to health
personnel. There were differences among the institutions in the size and care of the
health service facilities.  Generally, the areas were found to be adequate with the basie

equipment needed to provide routine and emergency care. However, most were not as
clean or as well equipped as a community hospital should be. This section will highlight

some of the more serious problems observed during the LCER visits.

The most serious deficiencies were at Fishkill. The central clinic, where sick call
and physical examinations were held, was in a basement. The quarters were cramped and
poorly lit. It was dirty, with flaking paint, roaches and a history of rat infestation. A
second area--the elderly and handicapped unit--was also poorly lit, dirty and dingy. The
CO on duty warned LCER staif not to enter a particular area because of "rats."

The security protection for medical staff at Fishkill was poor. For example, the
nurse dispensing medication on one of the hospital floors was without CO protection
except when medications were scheduled to be dispensed. The nearest CO was a distance
away, and through a locked door. The nurse did not have a radio or "security" phone. The
nurse and controlled medications and syringes were vulnerabie.

The infirmary area at Bayview was inadequate and it was used for storage and as
the clerk's working area. Since it was located near the nursing station where daily sick
call was held, it would be a difficult place to rest. A second problem was hat the keys
for the narcotics cabinet were kept in a drawer in the pharmacy area. This was against
regulations and could pose a problem because inmates c¢leaned the area and could get
access to the keys and drugs.

The infirmary at Arthur Kill was also inadequate. It had several ceiling tiles
missing and was cluttered with excess or discarded equipment.

At Attica the major problem was the pharmacy as previously discussed. It was
dirty and disorganized. Contrary to statute, there was no perpetual inventory of
controlled drugs. Medications were being dispensed by COs in the cell blocks. They told
LCER staff that an increasing number of drugs have been found missing from dispensary
boxes in the cell blocks.

Woodbourne is at the other end of the speectrum since the physical plant was
comparatively new. More than adequate space was available, and the medical areas were
clean with appropriate security precautions.

Manggement of Inmate Health Resources

This section assesses the adequacy of facility management of inmate health
services. Management practices and resources of the facilities are compared to generally
accepted health administration standards. » ‘

According to ACA, AMA and USDJ standards, the management of inmate health

services should rest with a designated facility health suthority.?! This individual should

have responsibility for health care services pursuant to a written agreement, contract or
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jeb description. The AMA has defined health care to include, among other things medical

Z.ndd .c::t.antal services, personal hygiene, dietary and food services, and environmental
onditions.

o 'I_‘h.e management practices in the health services area varied among the institu-
tions v;51ted. by LCER. It was apparent that none of the facilities had complied
completely with the preceding health administration standards,

Clinton Correctional Facility came closest to meeting the suggested standard
health care faeility manager. At Clinton, an individual, nv;i!;:ith a w%%tten job desacl;'ipt;.(i)gna
had been des1gn_ated manager. The person's responsibilities included managing the dentaly
pha_n_naey, nursing, medical and medical support areas. Attica also has a health earé
facility manager position but it was not filled. Both the superintendent and nurse

administrator at Attica, in interviews with LCER staff, mentioned th i
menage: was nosdon ’ ’ that a health service

Facility Health Services Director

) .In most of the other facilities, health management is the responsibility of a
phy_smlar} wh.o has been designated "Facility Health Services Director." In actuality the
des§g:nat19n_m many cases appeared to be pro forma with the physician's time at the
facility limited and actual management roles minimal. Health services management was
often undertaken by nurse administrators who had other duties and administrative and
management tasks were not done. Consequently, LCER staff found that there is often
Inadequate management of the health care delivery system at the facility level.

] Attica, Coxsackie, Elmira, Arthur Kili, Queensboro Woodbourne, Bayvi
Lincoln each had a Facility Health Services Di;'ecQtor. The [’Jhysicians' a '.‘{ualal?c:,lfvign e?c;llfej
management of the health care system varied among the institutions. For example, at
Elmira the physician was clearly in charge of inmate health services, As director he iN&S
responsible for thg management of medical, dental, pharmacy, laboratory, nursing and
other health services. At Attica, on the other hand, the designated facility health

director did not directly supervise health care. The nurse administr. idec
v o ator provided some
management but only as time permitted. > :

Although the Superintendent at Arthur Kill identified one of the sici

o ) ‘ ] physicians as
Facl}lt‘y Health Services Director, the physician disagreed and said he was aypar:t-time
physmla}n' pnly. An unusual. management situation was noted at Woodbourne: while
responsibility for health services management had been assigned to the Facility Health

D a Regional Health Service Director and the facility's Deputy Superin-
tendent for Administration shared management of the system. d PSR ‘

~ Camp Adirondack and Mt. MeGregor did not have‘ Facility Health Services

Directors. At Camp Adirondack the institutional steward i
Who Made the deemp Adirc rd reported to the Superintendent

. According to the standards and DOCS! job description for Faeility H i
Dlregztor, the physical environment and general semi‘t:atiorllJ of the faeilityycoian&cletrllxufc‘]go;:‘rY 1‘;3::
purview of the health services director, But at the facilities in this study, environméntal
matters__w.ere the responsibility of the deputy superintendent for administration or ‘the
housekeeping and fire and safety committees which were usually headed by a CO. (At the

time of the LCER visit, neither the housekeeping nor the fire and safety committees were

operating at Attica or Bayview.)
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Facility Level Evaluation of Health Services

The AMA and APHA recommend that individual correctional facilities monitor and
evaluate health care services as part of effective management praLc'cices.22 It is
suggested that there be both independent, i.e., medical school audit teams, local medical
society review teams and PSRO participation, and internal, i.e., peer review, audits of
health care services. There were no mechanisms to review the health services delivery
system in any of the facilities visited by LCER staff.

Health Records Management

The management of medieal records, considered by inmate health care authorities
to be crucial as a base line indicator of health care, was found inadequate in some
facilities. For example, at Attica the medical records did not include information on
medication prescribed by the psychiatrist. In addition, many medical codes were missing
or improperly filled out. At Auburn, Clinton and Arthur Kill records were found to be
incomplete, with items missing and improperly filed. The records at several other
institutions were illegible. Finally, inmates had access to medical records at three
facilities. This is contrary to generally accepted standards.

A subsequent section of this chapter reviews the adequacy of the medical records
system, based on LCER's random sample of inmate records.

Quality of Service

This section presents several perspectives on how well the inmate health delivery
system is working, and the extent to which it serves the inmate population.

Emglozees

Facility administrators and health service personnel in the institutions told LCER
staff that inmates were receiving better medical care in prison than they did when they
were on the outside. They maintained that since many of the inmates have backgrounds
of poverty, under-education, and aleohol =:ad drug addiction, they had little exposure to
proper medical care. Several health providers said that the care received by inmates was

better than the average individual eould expect; they cited 24 hour nursing coverage, free

medical care and access to specialty physicians to back up their statements.

Although generally satisfied that inmates were being provided adequate heaith
care, health service personnel did not view the delivery system as without shortcomings.
Most needed were more on-site clinies and an inerease in medical and support personnel
and supplies. Several persons also noted that problems sometimes arise becanse of a
conflict between mediecal and security considerations. .

Inmates

Not unexpectedly, inmates did not perceive the health services as fa.vorably; At

each of the facilities, LCER staff interviewed members of the Inmate Grievance.

Committee and Faecility Liaison Committee. Although there were unique problems and
concerns voiced at each of the institutions, certain common problems were identified.
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Inmates at several institutions told LCER staff that there was little, if any,
orientation with regard to the available medieal services. Consequently, new inmates
lack an awareness of the medieal services and only become fully aware of the services
through their peers. The inmates at one faecility said that they were aware of the services
available but not of tlieir rights with regard to such services. A second problem
mentioned by inmates at several of the facilities was the difficulty they had in gaining
access to the facility's physician. Long waiting periods to see the dentist were also
indicated as a problem. ’

Inmates voiced concerns about the quality of the medical services available. Most
often mentioned was that after sick call hours it was very difficult to get medical care
unless there was an emergency with symptoms recognizable by COs. A second complaint
dealt with the biennial physiecal examination. Inmates interviewed at several institutions
maintained that often they were not given or administered late. LCER's record search
verified this. '

Finally, inmates brought to the attention of LCER staff conditions within the
facility that they believed were dirty, unsanitary or unhealthy. Following their sug-
gestions, LCER staff inspected the areas and some were.found to be unsanitary. (See the
preceding section on facilities and Chapter IIl sections on "DOCS Environmental Health
and Department of Health-~Inspection Findings.") : S

Licensure and Identification of Health Personnel

. According to State regulations all professional health personnel are required to be
licensed. LCER verified that all the medical staffs were licensed at the facilities under
review. :

State regulation requires health professionals practicing in a hospital, clinie, group
practice or multiprofessional facility to wear identification badges. Rarely did health
personnel wear badges indicating the practitioner's name and professional title. Inmates
especially at the larger facilities, were unable to tell who was furnishing health service.

Adequacy of Records

The base line indicator of the health care received by inmates is the health record.
The importance of the record being complete, legible and properly filled out is a generally
accepted standard of the medical profession. - This criterion is critical when the medical
care of an individual is not necessarily the responsibility of one health provider; this is
what often occurs in prisons. An inmate, especially at larger facilities, is not likely to be
seen by the same health care provider on different sick call visits, Thus, the health
professional delivering the care is dependent upon the information contained in the
records for previous problems, diagnoses and treatments. E

- According to 'departmentail directives all inmates are to have an active health

record which is to contain the following information:

. -~Problem list--stapled to the inside left side of the folder;
~-AHR-~in chronological order;

~-Physical examination--stapled to the inside right side of the folder,
over the medical history; and o

4
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‘—-Medlcal hlstory--stapled to the 1nsxd% rlght 51de of the folder, under the
physwal exammatlon -

Most of the records reviewed in the LCER sample had the problem list and ambulatory

health records in their proper places, as shown-

Perecent

Missing Filed in » In
from Record Wrong Place  Proper Place
Problem list 2. 0.3 974
AHR 1.6 1.8 96.6
Physical 4.2 14.0 81.8
History 40 142 §1.8

There were greater problems with the physical exsmination and the medical hlstory
forms. Both the physical examination and medical history forms were missing in
four percent of the records and misfiled in another 14 percent of the folders.

Even when the required forms were in the folders, they were not always filled out
completely or correctly. For example, as part of the physical examination there is a
21 item general information;section which includes such data as pulse rate, temperature,
weight and blood pressure. -Overall, 9.5 percent of the general items were mlssmg from
the record. In nine of these mstltutlons at least 11 percent of the general items had not
been completed. The largest proportions of items missing were in the records of minimum
security facilities; 22.6 percent at Mit. MeGregor, 15.9 percent at Bayview and 14.3 per-
cent at Lincoln. Records at Attica, Auburn, Clmton, Queensboro, ‘Woodbourne and Camp
Adirondack had some 12 percent of these items missing. On the other hand, less than
one percent of these genergl items were mlssmg from the records‘ at Coxsa«,kle and
3.3 percent from Elmira's records.

For each entry .on the AHR, there is to be an indication of who provided the
primary health care, i.e., physician, nurse, physiciait's assistant, ete. This information was
not indicated on seven percent of the encounters reviewed. In another one percent of Che

encounters this information was llldglble. Similar to other indicators of record adequacy,v

there was variation among' ‘the individual 1nst1tut10ns

At Chnton, information on the health service prov1der was not indicated in
15.8 percent of the encounters reviewed. The respective proportions at Arthur Kill and
Coxsackie were 11.7 percent and 9.4 percmt
Lincoln and Bayview had this mformatlon 1ndlcated

Each problem addressed durmg a health service encounter.is to be coded on the

ambulatory health record using the "International Classification of Health Problems in

Primary Care" (ICHPPC) code. Of the encounty f §)\rev1ewed 37.3 percent were not
properly coded. Less than 50 percent of-the encoun ters at Clinton and Mt, MceGregor had
been properly coded. Camp Adirondack and Woodbourne had the highest proportions of

properly coded éncounifers 88.9 ‘percent and 85.1 percent respectively. This information is

presented, for all facllltles. : )
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o Percent
Institution Properly Coded
Attica 97,0
Clinton v 47.5
- Auburn : , 67.0
Elmira 74.2
Coxsackie - 17.4
Arthur Kill 72.7
Fisnkill 53.6
Queensboro 52.4
Woodbourne 85.1
Bayview ’ ‘ ' 57.9
Camp Adirondack 88.9
Lincoln 75.0
Mt. MeGregor : 48.3

Adequacy of Physical Examinations

LCER's §ample of health records was used to assess the completeness of the
physical examinations administered at the correctional institution.

Part of an inmate's active health record is the physical examination form. It
includes a listing of the areas to be examined during the physical. The individual
condueting the physieal is to indicate if the area was examined and if it was normal or
abnormal.,

Overall, almost seven pércent of the requlred examinations had not been checked

off. The largest proportion of items missing, i.e., the least complete was at Coxsackie,
where 14.3 percent of the items were not included in the examinations. The respective
proportions at Elmire, Fishkill and Arthur Kill were 9.5 percent, 7.6 percent and 7.3 per-
cent. Only at Bayview were all areas included in the physical examinations.

A second indicétor of thet completeness of the physical examinations is the number

of laboratory tests given. Depending on the age, race and sex of the individual,
departmental rules require between five and ten tests as part of the physical examination.

Almost one fifth of the required lab tests were not given. Except for Coxsackie
and Flshr:rll at least ten pereent of the required lab tests at each institution had not been
administered. At Camp Adirondack, Mt. McGregor and Woodbourne over one-third of the
tests had not been administered. - ,

Inmates are to: receive physical examinations annually if they ‘are over 40 years of
age and blenmally if under 40. In the LCER sample, 24 percent of the inmates-were

overdue in receiving their physicals. Of these 47 percent were more than one year late )

while another ten percent were four or morc’years overdue.

Chapter Summary

® Contrary to the intent of Correction Law, Section 137(1), DOCS did not have a

program and classifieation procedure to evaluate the physical, mental and emotional
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conditions of each inmate entering the sysf.em. Such uniform procedures had been
discontinued by DOCS. In 1980, LCER staff f/und the process designed primarily to serve
the security program, with most emphasis on, cell availability.

© Orlentatlon of inmates to available health servmes was minimal. AMA and ACA
recommend that such orientations be both oral and in writing so that thc inmate can act
in his own best health interest.

Attica and Elmira, of the 13 sample correctional facilities, did not meet the
ACA and AMA minimum standards for inmate access to sick call. :

® Health records were not being maintained properly nor were they always
consulted. Many health encounters were never recorded. Good medical practice dictates
that all health encounters be recorded in the health record and that the record be
available during the health encounter. Given the increasing number of health-related
inmate lawsuits being brought, complete record keeping is essential.

O Emergency equ1pment was not properly maintained, in some instances, or was
impractical for the setting in which it would have to be used.

DOH noted the absence of a systemwide pharmacy poliey émd procedure manual.
The pharmaecy operation at Attica, in particular, was found to be deficient.

O At Auburn and Attica, correction officers were administering controlled sub-

stances. AMA and ACA recommend that medications only be administered by medical
personnel. At Attica there was poor accountability for controlled substances.

Inmate Use of Health Services

O The LCER survey shows that about two-thirds of the inmates made minimal use
of health serviees--i.e., no visits or two or fewer visits--during the three month study
period. Conversely, about 18 percent of the inmates drew heavily on the system--five or
more visits during the study period--accounting for 55 percent of the total health
encounters. These and other LCER survey results suggest a review of DOCS policies:
(1) of minimal emphasis given to inmate health in classification and placement declslons,
and (2) of allocation of health resources within the correctional facilities system.

@ Inmates in maximum security facilities used considerably less health care than
did those at minimum or medium security facilities. Similarly, physicians handied
proportionately fewer of the inmate cases in maximum than in medium and minimum
security facilities. These variations suggest that security conmderatwns may inhibit
inmate access to health care.

The LCER survey highlights the extensive use of mental health care in prisons,
with one-third of the inmate sample requxrmg mental health services. This proportion
would seem understated, however, in view of the limited or unavailable mental health
personnel at several of the LCER visited facilities.

@ Having outside medical specialists come to a’c;orrectional faecility saves the
State money by reducing security and escort costs. -Correctional facilities varied in the

extent to which they provided specialty clinies. Most health services personnel inter-

viewed agreed th‘t such clinies were desirable from both medical and efficiency
viewpoints. The maJor obstacle to prov1dmg more speclalty ehnlcs was an out-of-date fee
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schedule, which provided little incentive for specialists to come to the correctional
facility.

® The 1n-fac111ty reconstructive surgery program promded 274 inmates with surgi-
cal procedures in 1979. Program expansion may be beneficial if reconstructive surgery
inpatient days at community hospitals thereby would be reduced.

While inpatient days at community hospitals were increasing (at a slower rate
than inmate population growth), DOCS was attempting to shift this care to secure ward
settings. Secure wards facilitate the consolidation of security staffmg, effeetmg
reductions in the indirect (security) costs of inpatient care.

6] Another cost—effectlve technique to lower inpatient care costs was increased use
of infirmaries for inmate convalescence from surgery. This approach, however, is
contingent upon the adequacy of medical support and nursing coverage at the facility's
infirmary. Many of the infirmaries may not be suitable for this function.

Variations in use and length of inpatient care were widespread among the correc-

tional faecilities. Significantly more inpatient care was rendered at female and medium
security facilities than at maximum facilities.

Allocation of Resources

O No correlation existed between the number of inmates at a facility and physieian
availability.

The number of hours physicians classified as full-time were available varied
among the institutions. For example, at Attica, Auburn, Coxsackie, and Elmira,
physicians classified as full-time were available at the facilities for 20 hours or less per
week.

® Nursing coverage was available 24 hours a day/seven days a week at all of the
facilities except Camp Adirondack, Lincoln and Mt. MeGregor.

The ACA's suggested staffing patterns for health service positions were not being
met. Attica, Auburn, Coxsackie, Elmira and Woodbourne did not meet any of the staffing
guidelines. Queensboro met the most standards, three out of seven.

Contrary to AMA and ACA standards, inmates were involved in the delivery of
health care at Auburn, Clinton, Coxsackie, Elmira and Camp Adirondack.

Management of Facility Health Resources

@ Facility inmate health services management should rest with a designated
facility health authority aceording to standards set by the ACA, AMA and USDJ. None of
the facilities completely met the standards.

® Management of the health care delivery system at the facility level was often
inadequate. : :

©® Standards and DOCS! job description for faeility health director stipulate that

" the physical environment of the facility be the responsibility of the Facility Health
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‘Service Director.

But at the facilities visited it was the responsibility of the deputy
superintendent for administration or a committee headed by a CO.

® The AMA and APHA standards recommend that there be internsal and external

evaluation of the health care services. There are no mechanisms at any of the facilities

to review inmate health services.

Quality

® All health providers at the LCER sample facilities were licensed or registered,
as required by law. , .

Medieal records, a base line indicator of health care, were sometinies found to

be inadequate, incomplete or illegible. Missing were four percent of the medical histories
and physical examinations, seven percent of the required examination points, almost
10 percent of the general information items, and 20 percent of the laboratory tests.
Moreover 37 percent of the health encounters were improperly coded on the AHR.

O In the LCER sample, 24 percent of the inmates had not received their physicals
when due. Some physical examinations were more than four years overdue.
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I STATE ADMDNISTRATION OF PRISON IN MATE HEALTH CARE

Management and oversight of health care in State correctional facilities is divided
among five State agencies: Department of Correctional Services, Office of Mental
Health, Commission of Correction, Department of Health, and Department ¢f Education.
A 51xth agency, the Health Planning Commission (HPC), could exercise a planning role,
but it does not.

This chapter discusses the roles, responsibilities and effectiveness of this frag-
mented administrative system and shows that the system itself is an impediment to
effective oversight. Implicit in the findings are considerable staff time spent in
interagency coordination, duphcate management, budgeting, oversight and information
system funections.

DOCS Division of Health Services

The Commissioner of DOCS established the Division of Health Services (DHS) in
1973 to develop and manage the department's inmate health care system. DHS's mission
is to "deliver quahty health care to our target population as effectively and economically
as possible."! Health care includes ambulatory care, hospital outpatient and inpatient

care, non—psychxatrlc mental health‘care and certain aspects of facility environmental
health.?

Background

The priority accorded to inmate health care varied during the 1970's. At the time
of the Attica uprising (1971), DOCS employed & single inmate health administrator,
stationed at Dannemora. Due partially to impetus provided by the Legislature's Joint
Select Committee on Correctional Institutions and Programs, the Commissioner created
the position of Assmtant Commissioner for Health Serv1ces and hired a physician to fill it
on June 13, 1973.3

A plen was formulated to address inmate health care needs through base line and
follow-up evaluations of facility inmate health care; the development of health service job
descriptions, standards of care, staffing patterns, a management information system, and
system policies and procedures; and the estabhshment of a health services advisory group.
Federal funding was secured to finance this program.*

By December 1977 these priorities had been or were being achieved. Other

components of an inmate health service delivery system were operating:
--Regional mgnagement of facility health services,

--An elective surgery program with improved inmate access to com-
munity hospitals, -

, —-Agcéntral pharmacy, and
-~A DHS central staff.

~ The DHS staff of 15 included nine health service profession,als and six support

personnel. Thirteen of the positions were federally funded; only the Assistant Commis-

sioner and his secretary were State supported positions.
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The federal grants expired March 31, 1978. DHS funding was reduced, resulting in
the release or transfer of four of the DHS health service professionals. Central office
program management was deemphasized; program evaluation, standards' development,
employee training and development, the health services advisory committee and informa-
tion system maintenance and operation, among other management functions, were either
curtailed or discontinued. In January 1978 the first Assistant Commissioner for Health
Services was replaced by an administrator who was not a physician.

Tables C-1 and C-2 (Appendix C) show that DHS expenditures and staffing dropped
significantly during the 1977-78 through 1979-80 pericd. As federal monies tapered off,
State support grew from $63,132 in 1975-76 to $249,445 in 1977-78 and to $285,755 in
1980-81 with the staff again reaching 15--the 1975-76 DHS staffing level. DHS has
requested further augmentation of staff resources for the 1981-82 year.

Personnel Administration

The Commissioner has delegated appointing authority to the Assistant Com-
missioner for Health Services.® The Assistant Commissioner, through Regional Directors,
evaluates and approves all physician and dentist appointments. Facility Nurse Admini-
strators select and recommend qualified nurses and physician assistants to DHS. The
endorsement of the Facility Health Services Director and the Superintendent are required
for all health services hirings, prior to submission to DHS for final decision by the
Assistant Commissioner.

Vacancies in Health Service Positions. The recruitment of qualified health
services personnel has been a problem. Pursuant to the Division of the Budget (DOB)
directives, the department operates at approximately 90 percent of its authorized
administrative support services positions including those in health services. In 1976, the
Director of the Budget viewed the "medical and other health services positions in the
Department” as "critical" and "exempt from the hiring freeze."® This, however, was not
the State's policy during 1979 and 1980. Table 15 shows vacancy rates by type of health
service position as of April and October 1980.

High vacancy rates are reflected for most health service positions. There are
shortages of physicians (28.6 percent), pharmacists (27.8 percent), pharmacy aides
(25.0 percent) dental hygienists (53.8 percent), radiology technicians (28.6 percent), and
health services support and management personnel (25.5 percent). The vacancy problem
recently has become more acute advancing from the 11.1 percent level in April 1980 to
16.2 percent in October 1980, partially because of an increase in the number of positions.
Priorities have been estabhshed to fill nurse positions first, physician positions second,
and laboratory and radiology positions third.’

Recruiting and Retaining Physicians. According to DHS and HPC, it is difficult to
recruit and retain qualified physicians for inmate health services. An October 1980
Health Manpower Advisory Council report cited obstacles to recruiting and retaining
DOCS physicians:

—-Physxclan salaries too low;
--A lack of flexibility in developing fmanclal packages;
--The department's physieian's work week is too rigid, e.g., forty hours a

week of on-site coverage plus every other evening and every other
weekend on call;
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Table 15

Correctional Facility Health Service
Staff Vacancy Rates
April 1 and October 6, 1980

April 1, 1980 " October 6, 1980

Number of Vacancy Number of Vacancy
Positions Vacancies Rate Positions Vacancies Rate

Position Title

Physicians 34 10 29.4 28 8 28.6
Physicians (Part-time) 7 3 42.9 16 - --
Dentists 38 3 7.9 30 4 13.3
Dentists (Part-time) 4 1 25.0 13 -- -~
Physician Assistants 15 2 13.3 16 3 18.8
Nurse Administrators 23 - - 23 - -
Nurses , 150 6 4.0 168 16 9.5
Dental Hygienists 11 2 18.2 13 7 53.8
Dental Assistants 16 3 18.8 14 2 14.2
Pharmacists 16 1 6.3 18 5 27.8
Pharmacists (Part-time) - - - 3 -- -
Pharmacy Aides 5 1 20.0 4 1 25.0
Radiology Technicians 14 1 7.1 14 4 28.6
Medical Lab Technicians 7 1 14.3 7 1 14.3
Medical Records Clerks 14 2 14.3 16 4 25.0
Clerical/Steno/DMT/Typists 30 6 20.0 31 8 25.8
Health Care Managers 3 1 33.3 4 2 50.0
Licensed Practical Nurses 8 1 12.5 7 4 57.1
Other 1 == - Sl - -
Total 396 44 11.1 425 69 16.2

Source: LCER staff from data furnished by DOCS.

--A lack of physician peer support;
--Remote geographic location of most facilities;

--The prison physician is often regarded with low status and esteem in the
community at large;

--Insufficient resources within the health unit;

--Unattractive prison environment where inmates are often abuswe, and
frequent threats of practitioners with legal suits.®

These problems were repeatedly mentioned to LCER staff members during field work at

the correctional facilities. However, it is extremely difficult to find physicians who will

work a 35 hour week at many upstate correctional facilities for the avallable compensa-
tion. State physician salaries are:
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Salary

$38,035-42,900
$42,050-47,445

Title

Clinical Physician I
Clinecial Physician I

Adding fringe benefits at 30.26 percent, the highest salary, $47,455, converts to $61,800.
This is less than the comparable 1980 median net salary for general practitioners in the

mideastern states--$71,840.°
The Health Manpower Advisory Committee of HPC provides another perspective:

Continued inflation and a sharp drop in the supply of foreign medical
graduates have combined to diminish the State's ability to compete in
an increasingly competitive market with a smaller personnel pool. In an
effort to meet sericus physician short-falls, a number of ad hoe
arrangements and novel administrative procedures have been instituted
by agencies to inerease physician salarie.!®

Such ad hoe arrangements were apparent at several correctional facilities. LCER
staff found that physicians were paid full-time salaries for 20 hours or less per week spent
at the correctional facility. LCER staff were informed that the remainder of the
physicians' work “week was provided on an "on call" basis. As discussed in Chapter II, this
practice was observed at: Attica, Auburn, Coxsackie, and Elmira.

Such salary arrangements make it feasible to have physician coverage at some

correctional facilities. However, there is high potential for abuse in hours of work and

inequality in the compensation of physicians throughout the system.

Budgeting

DHS does not have a program budget for inmate health services. Each correctional
facility prepares the health servieces component as a part of the facility support services
budget. DHS reviews and adjusts facility health staff and equipment requests but the
inmate health services component remains a part of the facility administrative support
services budget. This means that facility superintendents make budget decisions which
weigh inmate health service needs against those of facility plant maintenance, facility
administrative and fiscal operations, and food services. Thus the superintendent has
maximum budget discretion and flexibility, at the facility level. : V

Because of this decentralized budget system, there is no integrated statewide
financial plan for inmate health service. DHS.is inhibited in its ability to plan, justify,
allocate, monitor and control resources to meet inmate health needs. DHS goals and
objectives cannot be related to a financial plan, nor can DHS be held accountable for the
effective expenditure of State funds. No budget document is available to provide the
basis for this accountability. ' ‘

The lack of an integrated health services budget makes;it difficult for the

Governor and the Legislature to focus attention on inmate health needs and priorities.

Authorities in the management of prison heelth services believe that it is desirable to
present an integrated inmate health services budget to the executive and the Legislature, -

The Governor's budgetary agenéy; ‘the Governor, the state legislative
committees, and the legislators ecan thus give correctional health care
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the attention it deserves. If the health care budget is cut at any level,
the cut is fully visible~-not disguised as a eut in "repairs and main-
tenance" or in some other nonmedical function. Budget reviewers and
legislators can see precisely where to intervene.!!

.Monitoi'ing Inmate Health Services

The §upervision and oversight of inmate health services takes place at facility and
central office levels. Inmates can directly impact monitoring through a grievance
procedure.

Facility Level. The Facility Health Services Director (a physician) "supervises all
health personnel within the Correctional Facility and all health staff report directly to
him." The director is responsible for the review of "health program standards, objectives,

_policies and procedures together with evaluating their appropriateness. The director may

submit recommendations to the Regional Health Services Director."!?

The Regional Director. The DHS regional director has the responsibility to monitor

all aspects of inmate health care within the region. This includes participation in recruit- -

ment and advancement of health services personnel, reviewing facility budget requests,
performing health services needs assessment, reviewing inmate complaints and evaluating
health service delivery. The regional directors perform these tasks on a part-time basis,
because each of the five incumbents has other central office or field roles.

) Inmate Grievance Procedure. Correction Law, Section 139 requires the Commis~
sioner to provide a "fair, simple and expeditious resolution of grievances." Pursuant to
DoCs directive,!® Inmate Grievance Resolution Committees have been established at
each correctional facility; inmates may file health service ecomplaints or grievances and
seek their resolution or appeal through an established grievance procedure. If an
aggrieved inmate is not satisfied with the results of the procedure, further appeal can be
made to the Commission of Correction, (The commission's role is discussed in a
subsequent section of this chapter.)

As shown below medical or health services grievances constitute about 9.5 percent
of those filed. :

Grievances Percent

Total Medical Medical
1978 ; 8,376 792 9.5
1979 ' 8,776 780 8.9
1980 (through August) 4,085 397 9.7

-, The . majority of the medical ‘complaints relate to alleged delays in the provision of
medical/dental services or the lack of access to or availability of such services. |

Utilization Review

In 1979, 1,465 inmates needed 14,067 days of inpatient care at 44 community

. hospitals. The average length of hospital stay was 9.6 days. As discussed in Chapter 1v,

thisﬁ’ippatient hospital care cost $1.9 million in 1979-80, excluding the indirect cost of
security coverage and escort, The extent and costs of this inpatient hospital care and its
gssoclated security“means utilization review must be a critical central office function,,

-
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Utilization review is designed to elim@nate unnecessary zlolsplte;li r?dnslgsvlioc?es fgvels.

educe unduly long hospital stays, thus saving money withou on;r;as i r%t‘Commissioner,
;irst s'u gested in 1975, as & federal srant proposal by the 1_:hent N S et iR
inmate %ospital inpatient utilization review was I:eJeeted by the patient o ons,
lslg'r:;ion DHS, however, continued collecting mformzfitlonoczxé u;rép e formed on:

, ; i P .

i ] f stay by hospital and by _gype. of pr : ot msed
(ijrlxsfg?gag'gi’n %::25 13c}llleobasis ’xyor g limited hospital utilization review system but was not ;
in this way.

) » - - : er a
Regional directors had to approve all requests for hospital admxss%l:(rin Z?l% 'Svlvl;%h Bi’t
H weveregaccording to DHS staff this permission was not alwayg)requ:simémplete; .~
wgs it ’Was generally given, unless the request fox:n_l (HS—;lth ngirectors Lot eld
phys’ieian review. of the HS-19 was requireq. ) Facl}l‘;y 5:0 th Drector o6 in order
i i i ~--i.e.
responsible for the clusterm%“of inpatient admissions s ‘ ‘

to reduce security coverage.

i 5 The
In July 1980, DHS initiated a more rigorous request and rev1ew procedure.

purposes were to:
-—Assure that each planned admission was warranted,

—-Curtail excessive inmate hospital stays, and

--Determine retrospectively whether such hospital stays were appropmate
to the surgical procedures performed.

C) confirms the appropriate documentation

A TUtilization Review Coordinator (UR o e ot certify umentation

- ‘ ‘ t . -
for each inmate elective surgery request.  Dhysiclans o Prysicians kv
ts are referred to a member o p : view
gg?r?rrr:‘i?’z:d(gfe{%e;or approval or rejection. If rejected, the request is referred to re

: P , dine to
of the whole committee. Upon approval, PRC assigns priority to the surgery according
seriousness of problem or need for hospitalization. ,

Category A - A progressively disabling and/or deteriorating condition,
‘ endeavor to admit within 120 days of approval; ;

gory iti i i initely stabilized within the
B - A condition which ecan be 1n@ef1_m .
S:::ec?gonal facility, endeavor to admit within 180 days of approval;

iti i ‘ ligible impact on the
C - A stable condition with a negl mp
S:’:i(:n?;s ability to function within the correctional facility, without

time limit.

T e tonded i jew activity at the hospital level.
is is i to detect lapses In eoncurrer}t'rewe ty & Q
?’\?IY:;: ;1‘ 2513175;2}:3?2 elg e(;ccess of nine days, URC initiates a reappraisal of patient progress

by requesting concurrent utilization review py the hospital.

URC also examines each case to assure that procedures ar}d Ignggt 'I?;‘dit:ey ;A‘r’zl;; ég
aeeord with hospital stay experience and standards. The objective 1S to

length of stay from the éur;ent 9.6 days.

Manag;ément ']nformation System |

DHS's initial priority (1973) was to build a healt
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ecessarily long hospital stays, URC monitors stays in excess of nine

h service management information
- 1 8 -3 » N n
System In the mid 1970's a three part system was implemented wh:ehkmclude:d’dakf;a on

inmate use of ambulatory care in and outside the correctional facility and inmate
inpatient hospital care.

Inside Ambulatory Care. A problem oriented uniform record, including a specifica-
tion of each encounter with a health provider, was the basis for this information system.
The Ambulatory Health Record (AHR) is illustrated by Exhibit I in Chapter . Coded
information is entered into the DOCS computer. The computerized data base is capable
of displaying: number of inmate health encounters by type of health problem, by type or
individual provider, by inmate and by facility. The analysis and presentation of these data
make it possible to determine demand for and characteristics of inmate health service use

and thus to document inmate health care needs. This system operated from April 1975
until fail 1977. '

With the transfer of information system pérsonnel out of DHS, the ability to
manage the system was lost or deemphasized. No capability remained to assure correct

~ coding, data entry and/or verification; to analyze statisties; and to prepare meaningful

reports,

LCER staff found that correctional facility personne! still coded and entered AHR
data into the computer during summer 1980. The management information system,

however, was of little use because of:
-~Incorrect coding of inmate health problems,
--Failure to complete AHR for all health encounters,

- --Limited monitoring of AHR reports by some Facility Health Services
Directors,

--No verification of data entry accuracy,
--No feedback of data entered to the person entering the records,
--No systematic monitoring of data collected and reported.

Though data were continuously being entered and the system was operating, they were of
little value due to-lack of information system management.

Outside Ambulatory Care. This manual system records the inmate name, type of
outside outpatiant or ambulatory eare consultation, and the health provider. A yearly
manual tabulation is kept of outside health care visits. The information could be reported
on the computerized AHR, if that system were managed and further developed. B

 Inpatient Hospital Care. This manual information system is maintained by DHS.
Though hospital utilization data have been maintained since 1975, analyses have been
limited, with little comparative study of inpatient stay by hospital and by type of

procedure. Beginning in 1980 these data were being analyzed for purposes of hospital
utilization review.

Standards Development

- DHS has developed a Policies, Procedures and Guidelines Manual (PPGM) to guide
and provide minimum standards of care throughout the inmate health care delivery

~ system. The PPGM was first established in 1975 and has been partially updated as new |

medical care policies were formulated by DHS. Efforts to revise the manual were
underway in early 1980, at the inception of the LCER audit. At that time DHS had the
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temporary services of a lawyer; however, this staff person left DHS during the summer,
and efforts to update the manual had stalled, as of November 1980.

The major need is to bring the DHS inmate health services .po]ieies ar_ld procedures
into conit'l:rmarjme to standards rngzommended by the American Medical Association (AMAk
A DHS survey of PPGM coverage (Table 16) shows cor}formance to 42 of 69 AMt
standards. Complianece can be improved by devising and implementing new policies to
cover requirements not now included in the PPGM.

Table 16

DHS Policy and Procedural M‘anugal ’
Conformance to American Medical Association Standards

Number of Standards

PPGM AMA DHS

Type of Standard Sheet Requests Score

Administration 14 21 66.6

Personnel 9 11 81.8

Care and Treatment 19 28 67.8
Pharmaceutical -~ 1 -
Health Records —— 6 -
Medical-Legal Issues - 2 —

42 69 60.9

- Total

Source: DHS.

Litigation

Inmate suits alleging improper or inadequate healiih care are on :che incrgase in
New York. The result is a growing demand on DHS staff time to pr9v1d? information, to
answer interrogatories, to prepare for court testimony or_to spend time in court.' In 1980
an estimated $23,000 in salaries (excluding fringe benefits) of DHS central office .s-taff
resources was spent for this task. To this must be added an estlmatfed 1.5 lawyer positions
in DOCS Counsel's office plus an undetermined amount of staff time from other DOCS
central office units and from correctional facilities. Improved DHS management and
oversight might avoid some litigaticn and its attendant costs in future years.

DOCS Environmental Hezlth Functions

Unhealthy conditions such as overcrowding, inadgq}xate or r}on—nut[:itious food,
unsanitary conditions, vermin and unsafe or hazardous facilities or equipment increase the
need for and use of health and mental health resources. Generally accepteq standards of
prison health care suggest that responsibility for monitoring and assuring adequate
environmental eonditions be placad in the "responsible health authority."

Though DOCS is required to provide "for the heaith and safety of every person" in

its custody,’® the responsibility for overseeing and managing environmental hea.lt.h has not
been delegated to DHS or fo Facility Health Service Directors. At the facility level,
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Deputy Superintendents for Administration generally have charge of environmental
matters. At the. central office environmental hesalth responsibility is divided between the
Division of Support Operations (DSO) under the Deputy Commissioner for Administration

- and the Correctional Emergency Response Team (CERT) under the Deputy Commissioner

for Correctional Facilities. This fragmented responsibility has resulted in ineffective
planning, monitoring and management of environmental health.

Division of Support Operations

Responsible for meeting the prison system's administrative needs, the division
oversees facility administrative and financial support services, plant maintenance, farms
and grounds, and food services. Division personnel include food service management and

laundry and housekeeping specialists. Each year 3.2 professional and 0.6 support person
years are allocated to the monitoring of environmental health matters. This amounted to

“about $83,680 in expenditures during the 1979-80 fiscal year.

, Nutrition. Pursuant to DSO directive 3003, each correctional faeility must meet
daily food and nutrition requirements recommended by the National Academy of Science.
Each facility food manager must keep detailed daily records of food consumption and eost
experience. Monthly reports of food consumption and costs (form 1500) are to be sent to
the DOCS Office of the Director of Nutritional Servieces who summr;rizes data and
monitors conformance to departmental food and nutrition standards.

; LCER staff reviewed the monthly food consumption and ceost summaries
(form 1500) on file for the months of January to October 1980. Sixty-nine reports were
missing out of the 260--a 27 percent failure to comply with directive 3003. Five
facilities do not file form 1500--Rochester, Lincoln, Edgecomb, Bayview and Fulton--be-
cause they are work release and have other systems to derive food costs.

Although the correctional facilities file advance copies of their planned weekly
menus with the Office of Nutritional Services, the office did not have a dietitian on its
staff. Thus the menus were not evaluated from a nutritional standpoint. Moreover,
without a professional dietitian the office was unable to develop nutritional policies,
standards and training programs for institutional food service personnel. The lack of
monitoring special diets was a case in point.

; Department poliey provides that a special diet may be furnished to inmates if an
institutional physician so prescribes.’® LCER staff interviews with prison inmates and
facility physicians, as well, indicated that this policy was neither well understood nor
widely implemented.  Special dietary arrangements were not easily made; and some

correctional facilities made no special diets available or, if available, restrieted them to
the infirmary.

Food Service Sanitation. According to DOCS directive 3002, the facility food
service manager is to complete a weekly food service sanitation inspection. A detailed
checkoff list (form 1530) is used to indicate problems and improvements; the form is
signed by the facility superintendent and returned to the Office of Nutritional Services.
According to division staff, the form was of limited evaluative use to the central office,

but it did force a regular tour of facilities by the facility food service manager and
highlight needs for the superintendent. - C ‘

LCER staff reviewed the central office files for the mbnths of June and July 1980
and found almost total noncompliance to directive 3002. Only one facility regularly filed
form 1530 while four others sent in occasional reports during the period.
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As discussed in a subsequent section of this chapter, ttfle zta;:rv]i):ga;gnnietﬁion
Health (DOH) Bureau of Food Protection perfor{ns yearly C?Ig eerotion soport ate
. tion at State correctional facilities. Draft copies of the D C ms% o
m?g ee'th the appropriate facility official at the conclusion of the inspectio 'i‘hese e orte
%e tWl ed fina% reports are sent to DOCS for. follow—}lp and con'ltr_nenag. Somnese reports é
hsgwe}g;r are not immediately referred to the DSO .Ofﬁee of. D.Tlftl‘l f?on s follow-tn ith
rofeeed o he Deputy Commisioner for partment’s follow-up on DOH food Service

instituti i ent. e dep e ) .

;:xrllsepelcrzltsitolrt)‘‘srt:r?:a:;;1 b;gg:sr M];tSe(r)ldr,)ersonnel even during facility level implementation of DOH

recommendations.

This shortecoming became evident fro_m an LCER stag gevhevlegjiezoﬁsgzgg;rsl
ailable to the Office of Nutritiongl Services. Of 27 DOH foo e rspection
o t de available to DOCS during January to July 1980 only 16 hs; een ref (o
reporfi_ma However, all 27 had been logged in the office of Deputy Co;mm%s:;?ter Lor
gltfl'r%cfl;?:r;al Facilitiés. Part of the problem seems to be unclear hnes»o authority
responsibility with regard to environmental health.

Another aspect of the dilemma is the lag in time from thed_ds?;e ic;If1 tlr:n 23215%013100};
inspection te the time the report is received by DQCS. Irnn}e 1a‘t Do Eld mentation o
environmental health improvements is most gpproprlate, thgre ore 1f; ould be benetlelel
for DOCS to require each facility to file with central o.ftrlcefa dra_x agg o o
inspection at the time the inspection is made, thus expediting follow-up

tion of DOH recommendations.

Housekeepi Pursuant to departmental directives 131222;30?2&133;2%ef;gegg;‘r:?;
ili i dent is to establish a housekeeping conimi : y
g?ﬁ-ﬁtiﬁ%iﬁ?i%ﬁ Administration as Chairperson, the committee is charggﬁ ;?fzgﬁpi.gﬁ )
)\ Li)ns ect the facility each month and to report the results of each inspe o8 Tommans o
t% th% Laundry and Housekeeping Supervisor in DSO. Durmég_ltgt—a-t[‘)ssll. d, january to
October 1980, only 27 of 320 required reports (8.4 perqent}vivere- ile
available in the CERT office, but not in the housekeeping file.

CERT

i iti t as of November 1980), four
der the Director of CERT (pgsltlon vacan b,
facilitypglpf;‘it?gns specialists have responsibility for liaison between faénlrl;yhis:abfi:i :r:g
the Deputy Commissioner for Cc\rrecti;)nald Fac:lllrt.les.&mlzssr;gor:gfcimc?irll1 ga ig:ei%itypcompliance
ifi iliti i sible for developing
e e oo, ing, fire and safety standards and procedures. The
to cell, personal property, housekeepmg,. lire a Tety Aromimataly 25 percent
iali int and aecident investigations. App
o oach oo g e ‘ ironmental health or safety matters--the
of each specialist’s time is allocated to‘emn en’ . F 04 of & support
i dditional allocation of 0.
ivalent of one full-time staff person w1t.h an a !
gg:slon. This amounted to $30,714 in expenditures in the 1979-80 year.

i i i i ility to have
ili i d Safety Committee. Directive 4003 requires each faci ]

an actiglzc%ﬁiyé?ges:?ety mor;vitoring system. A fire and safet_y com?lttzg,fi%[i)ﬁgteqr EZ
the superintendent and chaired by his designee, is to be operational a 3;1 s insure; o
fire and safety committee is to inspeet the environment, locatethafzg] s and Insure henr
removal. Only 13 of 33 correctional facilities repor‘g%d to DOCS 2% isyto o omtiy
fire and safety committees as of December 1980. The cgmxgt %9: 5 b0 hold o
meetings and the minutes of these meetings are to be filed with the Dir
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LCER staff reviewed the CERT Office files for the period January through
October 1980. The fire and safety committees were not funetioning in accordance with
Directive 4003. For the ten-month period, 320 sets of minutes of fire and safety
committee meetings should have been filed. There were 277 missing or 87 percent.
Moreover, 22 of 33 facilities failed to file g single set of minutes. These data raise
questions as to whether or not fire and safety committees exist at the facility level.

Health and Safety Audit. Directive 4066 requires that each correctional facility
forward to the Deputy Commissioner for Correctional Faeilities an Annual Health and
Safety Audit by May 31 of each year. Included :is to be informstion on how the audit was
conducted, deficiencies noted, actions taken and to be taken and other documentation, As
of December 4, 1980 only 11 of 33 facilities had eomplied with this directiye, 2}

Inspections. The facility operations Specialists complete at least an annual health
and safety inspection at each correctional faecility, The inspection is detailed and may
last two or more days. All parts of the correctional facility are to be inspected including
administration, housing, kitchen and food storage, health services, shops, schools and

recreational facilities. Each of the 33 facilities had been inspected at least once during
1979-80.

Bureau of Forensie Services

The OMH Bureau of Forensic Services provides mental health services to inmates
of State correctional facilities and loeal jails,

Background

Before 1977, the bureau administered part-time clinieal services at the correction-
al facilities. Enactment of Chapter 766, Laws of 1976 transferred DOCS! responsibility

for the care of mentally ill inmates to OMH and authorized establishment of OMH
E™ograms to treat mentally ill at correctional facilities.

Since 1977 OMH satellite units have operated at seven correctional faecilities, and
two more units are anticipated to start during 1981, one at Downstate and one at
Ossining. Severely mentally ill inmates in need of inpatient care are transferred to OMH
custody and are treated at Central New York Psychiatrie Center (CNYPC).

The bureau's program is divided into two regions for management purposes, each
headed by an administrator who reports to the bureau's assistant director. Psychiatrie
center directors report direetly to the bureau director,

Table C-3 in Appendix C shows bureau administrative expenditures from 1977-78
through 1980-81. In 1979-80 the administrative expense was $44,105,

The bureau director recommends to the Commissioner of Mentai Health persons to
be appointed directors of the psychiatric centers and satellite unit chiefs. Unit and
center directors or chiefs recruit, hire and direct theip respective staffs.
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: ~ti iti for services to DOCS for
s total bureau full- and part-time positions f
Agpsil lTizlgﬂlgniih?gr November 5, 1980. Inelu_dec} are the staffs of‘ t_he s:yen f:ftfelhte
cgr;ters,, OMH staff at six other correctional facilities and bureau administrative stali.

 peri ' itions increased from 115 to 134 with the
the seven-month period total positions increased 1 b
vacaneg ‘;:I;;e advancing from 14 percent to 24 peree_nt. The highest vacancy rate is for
unfilled new positions in the occupational and recreational therapy areas.

Like DOCS, the bureau experiences difficulty in 1"11:1_111151 g)fsy<1:111_iAtai‘n:.;rsisﬁ”:t lf;? g}sg}gk;:lllor;
i iti tion of some of the correctional facilities, their maximu
o s ahera. and anfave i d king conditions are major difficulties
i osphere and unfavorable salaries and working ; j
f:;:lt:l%t%g? ttxlr:e i[‘)illing of professional positions.t‘To meit pr::‘:sis(lggnagfst;:;fr;r;lgia?:;?:, :r:g
tellife centers have drawn on the part-time extra rvice o
' :iyechologists who are employed full-time at other State OMH institutions.

Budgeting and Financial Reporting

i the six other prison psyehiatric
1 budget requests of the seven sajte.]htes and : iatri
units aénrrrllueiged frith Ol?/IH services to the Division of Parole--i.e., pre-parole psychiatric

Table 17

OMH Satellite Centers _
Authorized Positions and Vacancies

November 5, 1980

April 1, 1980 Vacancy

Vecancy

Position Title Positions Vacancies _ Rate Positions Vacancies _ Rate
Psychiatrists 16 3 18.8% ;3 g ig g%
Psychologists 35 g ié . g . : 2570
§sychology Assistant 12 2 0. 12 1 zgg

svoh -— - 1 .
gg%ghiatric Nurse '?; 3 42.8 $ 2 28.6
PSW Assistant 1 -- . % - -
Licensed Practical Nurse 6 -- - . 1 100.0
Community Mental Health Nurse 1 - 100.0 : > 1090
Occupational Therapist 2 2 0. Z 2 100°0
Occupational Therapy Assistant - - 25» o 3 : 14
Recreational Therapist 4 1 >+ : : o
Recreational Therapy Assistant - - - 2 1 100.0
Recreational Worker/Assistant 1 - - 1 1 10030
Community Client Service Assistant —-- - -

Clerical (Typist, Clerk, Steno, '

Medical Records, DMT) 16 1 6.3 7 6 24.0
Director of Bureau 1 -- - 1 =" -
Assistant Director of Bureau 1 -- - > - .
Chief, Forensic Unit - - ; 2 — -
Forensic Unit Program Administrator 2 -~ :_ 2 =" -
Administrative Aide - - . 1 . -
Research Scientist il - 1 =

Total 115 16 13.9% 134 32 23.9%

Source: LCER staff from deta provided by OMH.
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exams. This lump sum for "Services to Correcticns and Parole" is presented as one

component of the Forensic Services executive budget proposal. The CNYPC budget is a
separate component for executive budget purposes.

The OMH budget process does not identify individual satellite center staffing,
finances, needs and priorities. It exeludes the Bureau of Forensic Services central office
entirely and does not allocate CNYPC costs for State inmate inpatients.

Because the OMH accounting procedure is compatible with this budget approach,
expenditure data are not available to segregate costs (1) for central office management,
(2) by satellite center or other unit and (3) for CNYPC services to inmates. End of fiscal
year data were not easily matched with units of services or numbers of clientele served;
so that measures of efficiency were not available. Moreover, personnel and payroll data
were not readily available by satellite center; thus the bureau Assistant Director had to

poll each of the satellite and other units to determine current numbers of filled and
unfilled positions.

Operating Standards

A recurring criticism of the Commission of Correction mortality reviews has
focused on the lack of a Bureau of Forensic Services manual of field operations. Standard
procedures are essential to assure a minimum level of service and uniformity of

performance among the different satellite and psychiatric unit programs. Such a guide
also is a useful training device.

Although several satellite centers visited by LCER staff had developed their own
operating manuals, there was no consistency with regard to medical staff access to
psychiatric information, staff duties and responsibilities, administration and recording of
psychotropic medication, allocation of staff resources and 24-hour coverasge, and docu-
mentation and reporting of patients served and workload data.

A draft OMH Forensic Services "Policy and Procedure Manual" was available
March 1980. The document covered a variety of policies and procedures that had been

developed by the bureau. As of November 30, 1980 the manual had not been formally
adopted.

- Monitoring Inmate Mental Health Services

The Assistant Director and the two Program Administrators are responsible for
monitoring of overall program performance. Each Forensie Unit Chief is responsible for
review, evaluation and consultation on individual patient treatment plans and for
monitoring the distribution of psychotropic medication.

There is no formal procedure for regular review or evaluation of satellite center
services, facilities, procedures, and staff competence. Such a procedure, recommended

by the American Association of Correctional Psychologists, would be conducted yearly by
headquarters personnel or by an outside group:

The program review should follow a structural outline and should
include (but not be limited to) an assessment of effectiveness (what the
service accomplished), efficiency (cost of serviees), continuity (linkages
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to other human serviees, both inside and outside the facility) avail-
ability (staff inmate ratio), accessibility Sdgys and 112<>2urs of work
schedule) and adequacy (ability to meet identified needs).

. During the LCER audit, a team of DOCS and OMH staff were participating in a
joint program audit of the satellite center program with a report planned for early 1981.

Ancther avenue to monitor program effectiveness is the Inmate Grievance Pro-
cedxire, discussed previously. Because OMH programs are independent of DOPS_, and thse
grievance procedure is an internal complaint reso.lutl.on and gppeal process wm'un DO(i ,
the procedure may not serve as an adequate momtom'ng device fgr OMH satellite center
services. However, all OMH complaints are subject to review by Mental Health
Information Services. : :

Management Information System

The bureau draws on two management information systems: th_e Department .of
Mental Hygiene Information System (DMHIS) and its own monthly rep'ortmg. from sate}hte
centers and from OMH staff at other facilities. Neither system is activated until an
inmate receives mental health services. The systems do not provide data on the overall
need for mental health services due to the lack of psychiatric screening at reception and
classification.

DMHIS provides extensive information on each inmate admitted to a sateu}te
center or to CNYPC. Included are data on the inmate's personal backgroun-d_, education
level, prior mental health history, admission diagnosjs, and rpental health service records:
Reports on clients served, type and length of service received, and personal character
istics of the inmate client population are available.

The system, however, does not provide timely and us.eful informatipn for managing
OMH services to prison inmates. First, not included in the reporting are seve?al
nonsatellite OMH units (Eastern, Mt. McGregor, Wallkill, Coxsackie and New York City
Parole Office); thus the DMHIS reports are incomplete. Secox}d, OMH staf_f report that
processing is delayed by a two-to-three-month ba.eklpg. ] Third, information useful to
bureau management is'not included: e.g., time distribution of. staff, type of satellite
center housing used, services performed at the request of corrections or parole.

Bureau Monthly Report. The bureau requires each OMH satellite and correcticnal
facility unit to submit a monthly report which summarizes workload anc} problems
encountered. Reports include active cases, clinical contacts, war_d admissions .and
CNYPC admissions and discharges. According to bureau §taff, there is no standardized
reporting format and faeility level documentation of statisties reported is inadequate.

The bureau is developing a revised report system whieI} will pt,'c?mde basie
documentation and more useful management information. Included in the revised system
will be data on type and quantity of services rendered to DOCS and parole, substantiation
of how the service was deiivered, and detail of the type of confinement and service

setting.

Coordination With DOCS

Because they operate within DOCS correctional facilities, tpe satellite centers
must conform to correctional facility policies, procedures and practices. For example,
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inmate access to the satellite center is contingent upon availability of facility level
security resources.

Another condition which affects satellite center operation is its staff's proximity
to and relationship with the facility health services staff. Coordination and interchange
of nursing or support staff resources, joint staff meetings, mutually agreed upon sharing
of responsibilities, access to and exchange of patient information and other cooperative
ventures may translate into improved health services for inmates at lower overall costs.

At the central office level, coordinative mechanisms have been established to
facilitate OMH-DOCS communication and cooperation. Regular weekly meetings are held
between the OMH Assistant Director of Forensic Services and the DHS Director of Mental
Health Programs. For the 1981-82 budget, DOCS and OMH cooperated in planning
programs and budget proposals, and during summer and fall 1980 DOCS and OMH staffs
participated in a joint review of the satellite center program. As of December 1980, the
two staffs were collaborating on the development of a protocol on the exchange of
medical/psychiatrie information.

Notwithstanding these efforts to coordinate two distinet programs and approaches,

several problems were apparent at the time of LCER field visitations to correctional
facilities.

Lack of Access to Medical/Psychiatric Records. Because there are two separate
sets of inmate health records, psychiatric information is not generally available to a
physician when diagnosing a patient's problem, nor is medical information available to the
psychiatrist or the psychologist when making a clinical analysis of a patient. Generally
this information can be requested, but incompatible hours between the two programs may
mean delay in or lack of aceess to such records. This is particularly a problem when extra
service psychiatrists work in evening hours and the medical records office is closed.
Another problem documented in LCER's review of inmates health service records was the
lack of complete medication information in either mediecal or psychiatrie record files.

Transfer of Inmate Clients Without Prior Notification to the Satellite Center. A
major criticism -documented in LCER staff interviews and found in Commission of
Correction mortality reviews, was the lack of pre-notice of transfer for inmates who were
active users of satellite center services. This resulted in gaps in care and delayed follow-
up of psychiatric treatment and medication with these patients. Lack of continuity of

mental 2l}eal'th care had been a contributing factor to inmate deaths resulting from
suicide,

Closing of Satellite Ward Without Prior Approval of OMH. At one faeility visited
by LCER staff, the superintendent closed the satellite ward to reduce the expense of
security. Patients were moved to observation cells in a different building. Satellite
center personnel told LCER staff that the result has been increased difficulty in observing
patients, loss of trained COs to observe patients, loss of satellite inpatient capacity, and
a decrease in the level of inpatient housing sanitation. According to bureau staff this
closing has resulted in increased admissions to CN YPC, decreased client discharges to the

general population of the facility and overloading of satellite centers at other correc-
tional facilities. .
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Commission of Correction

The commission was established to monitor and oversee the effective operation and
performance of State and local correctional facilities. The commission has statutory

authority to:

--Visit, inspect and review correctional facility management and pro-
grams; : -

--Promulgate minimum standards for inmate care, custody, correcticn
treatment, supervision, ete.; : :

- ==Close, after showing cause and hearing, any correctional facility found
unsafe, insanitary or inadequate;

--Collect and disseminate information and undertake research on the

administration, programs, effectiveness or coordination of correctional
facilities; and ’

--Review inmate Erievances referred by the Commissioner of Correc-
tional Services.? : ~

To earry out its responsibilities, the commission may "advise and assist the Governor" and
"make recommendations to the administrators of correctional facilities."25 While lacking
statutory enforcement authority, the ecommission may close a correctional facility,

although it has not yet done 80, or issue public statements of its findings. The
commission's role is primarily advisory to the Governor.

Organization

Three commission units have direct responsibility for oversight of State inmate
health. -

Medical Review Board. MRB consists of a forensic pathologist, a forensic

psychologist, an attorney and one other member. The Governor designates one of the

Commissioners of Correction as MRB chairperson. The board investigates:

--All inmate deaths and reports its findings to the commission;

--The condition of systems for the delivery of medical care to inmates

and recommends improvements in the quality and availability of such
care. -

Health Systems Unit (HSU). Operating under the direction of the Chairman of

MRB, HSU provides stsff support to MRB. It determines the circumstances surrouriding
inmate deaths, evaluates the inmate health care delivery system and assists in the
development of plans and projeets to improve correctional health care.?’” For the
commission as a whole, the HSU investigates and resolves inmate health complaints and

grievances. The unit has four personnel: three health service evaluators and one
technical assistance coordinator, :

Bureau of State Correctional Facility Review (BSCFR).?® This bureau oversees the

management and administration of all State correctional facilities and DOCS' central
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ice. Within its responsibility are environmental health concerns (i.e., sanitation, .food
::f:g:e, fv\z;usekeeping‘,psafety, f?re preventionz e?:c.) but not medical, dental, psychlatrlcngg
pharmacy matters which fall under the jurisdiction of M}RB and HSU. The bug'eaalulrc;,:spcgﬂt
to inmate complaints, investigates grievances, exercises genera} eorrectu;na aci og
oversight, and undertakes special assignments. Bureau facility review oftgn ocgsesAup ;
the extent to which DOCS directives, policies .and procedures are carried ‘1)11‘1t . 2 \fie(:nr
December 8, 1980 the bureau had six filled positions: a Director, four Facility Re
Specialists and one stenographer.

h Facility Review Specialist is assigned to ‘a specific group of State cort_'ec:
tional i?::cciliﬁes foryoperational? oversight, grievance coverage, and eomplamt] -mve?_tstl%;e
tion. Unannounced inspections are conducted to.max1m1z<'a 1mpt_act. Aﬁggr ing to °
commission chairman, "No one knows which facmty we will visit next. .ReV}eth gf
environmental health usually is included in each faecility mspectlon, No allocation of sta
and workload to the environmental health function was available.

Finance, Staffing

Amissi i ' i its responsible for overseeing
Commission expenditures and staffing t.'or the three uni eei

State and local inmate health are presented in Appendix .C, Table C-4. The. commission
was unablz to furnish a cost/staffing breakdown for State inmate health oversight alone.

Workload

indi i hown on Table 18.
Several indicators of the workloads of thg three u.n}ts are sho
These data include MRB and HSU local correctional faclhilty activities anq Bsgggg
non-environmental! health oversight. While some fluctuation is evident in B
workload, the table shows relative stability in MRB and HSU workload.

An allocatidn of MRB and HSU 1979 worklog.d Petween State and locsdl correctional
facilities was developed by LCER staff from commission data:

State Local

Total
Number Percent Number Percent Number
MRB-Mortality Reviews ,

Initiated ' 31 38 50 62 81
= 340
| Complaints Closed 175 51 165 49 2
Grievances Closed . _29 100 = - _29
‘Subtotal 204 55 165 45 369

As shown, m 1979 State inmate deaths constituted 38 percent of the MRB worklead.

Similiarly, State inmate matters ‘constituted 51 percent of HSU complaints closed, and all

grievances were filed by State inmates.
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~ Table 18-

~ Commission of Correction
- Health Systems Unit and Bureau
of State Facilities Workload

1976-1980
: Calendar Year v
; Type of Workload 1976 1977 1978 1979 .. 1980
Medieal Review Boarg . ; : k v :
 Mortality Review ‘ - 177 165 177 N/A
Health System Unit: ' ' : \
Grievances T 27 26 29 N/A -
Complaints o - 377 335 355 O N/A
Total ~ - 404 361 384  -N/A
State Faeility Visits - 16 19P 18° N/A
Bureau of State ' 4
Facilities:® ‘ "
Grievances 500 341 411 352 208':5
Complaints 1,970 1,100 . 1,994 2,574 1 623
Total 2,470 1,441 2,405 2,926 1, 831
State Facility Visits N/A N/A . 394 459 328

N/A=Not Available
Cases initiated,closed and continuing.
About 35 percent of the visits represent teehnleal assxstanee whlch may melude investi-

gatmn and mortality review follow-up.
Through October 1980.

Source: LCER staff from data furnished by the Commission of Correction.

Mortality Raview

MRB determines the cireumstances of each inmate's death. HSU collects relevant
background investigations and performs fact-finding. MRB reviews the collected data,
and, if the data are complete, finds that the circumstances of the death are either
"natural" or "unnatural." A report is issued on each closed case. Where problems are
observed in correctional facility procedures or in the conduct of personnel MRB issues

. findings and recommendations. These are forwarded to the Commissioner of DOCS, the
. Director of OMH Forensic Services, facility superintendents or other appropmate persons,

with a request for response within a speclfled time,

Table 19 shows State inmate mortahty by type of death between 1973 and 1980.
Over three-fourths of the deaths were from natural causes. Apprommately 15 pereent
were suicides and seven pereent were homleldes,

MRB Findings and Reeommendatmns. LCER staff' reviewed 1979 through Au-
gust 1980 mortality fmdmgs and recommendatlons. | About 28 percent of mmate deaths

-84

~the problem identified by MRB Wouid be

- Table 19
Inmate Mortality by Type of Death®
1973-1980 ‘
| Natural . Suicides Homicides ‘Total
Year ; Number Percent Number Percent Number Percent Number
1973 30 81.0 7 19.0 — 37
- 1974 " 25 78.1 5 15.6 2 6.3 32
1975 - 27 81.8 4 12.1 2 6.1 33
1976 21 80.8 2 7.7 3 11.5 26
1977 20 71.4 5 17.9 3 10.7 28
- 1978 f 21 75.0 5 17.8 2 7.1 28
1979 - 22 71.0 6 19.4 3 9.6 31
1980 33 82.5 4 10.0 3 7.5 40
‘Total | 199 ' 78,0 38 14.9 18 7.1 255

*Excludes extrmsw deaths--those which ocecur outside a faclhty but are related to
mearceratlon, €.L.5 whlle on work or temporary release, escapee status.

Source: DOCS; Commission of Correctien for 1980.

stemming from natural causes reviewed by LCER staff included findings of inadequate

“medical treatment, patient neglect or inattention, inappropriate delay or failure to

properly follow up on the case. Such adverse findings were included in seven of 21 closed

1978 natural deaths, and five of 22 natural deaths closed in 1977. MRB recommended

unproved procedures-

. —-For transfer of essential inmate mental health informstion to DOCS
(one report);

: --To determine the level of care to be provided within and outSIde of the
correctional facility (one report);

- --To ensure complete physical examlnatlon at reception and classx.ﬁcatlon
(one report); '

--To provide effective case management and follow up to treatment
(seven reports); and |

_==To clarify policy on the care and treatment of inmates who need
: ,Inedleal, intervention, but who refuse same (one report). :

DOCs reSpOnded to ten of the 12 MRB xnor'tahty review recommendations, while OMH
replied to one of two. The responses were received by the Commission from one to eight

| nmonths from the date of case closing, with an average of four-and-one-half months.

In eight of the reviews, DOCS took issue Wlth MRB fmdmgs (five) or stated that

MRB recommendations were already or.soon to be implemented (three). In. three
, instances DOCS agreed with MRB recomm welndatmns but was precluded from implementing

them due to shortage of facility health qselr*meu_ staff. One OMH response indicated that

,L.” studied; however, the flle contained no
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subsequent information on the results of the study over one year after the OMH response v

was written.

LCER staff's review of 16 unnatural inmate deaths durmg 1978 and 1979 indicated
a pattern of recurrmg MRB recommendatlons-

——Improve satelhte center management, functmns and proccriures (six
* reports); :

~-Increase accountability of medicine dispensing s;}stem (three reports);

-~Initiate weekly pharmacy review of each inmate's medlcme (one re-
port); and

--Transfer medical/psychiatric information with inmates (four reports).

Eight of the 16 case files were reviewed in detail by LCER staff. DOCS replied to
six of seven MRB reports for which replies were requested, while OMH replied to three of
eight. Time required to reply ranged from two to 18 months; DOCS averag‘mg nine
months and OMH elght months. -

Agency replies related steps taken to implement recommendations or answered
questions posed by MRB. Three replies acknowledged the problems identified by MRB but
included reasons for noncompliance:

--Lack of health service personnel and security requirements which
together preclude elimination of CO administration of medication and

-~-OMH confidentiality requirements which inhibit transmittal of inmate
mental health summaries.

On the latter point, it is elsewhere noted that DOCS and OMH are negotiating a "letter of
agreement" to resolve procedures which prevent the exchange of inmate mental health

information.

Timeliness. The time requ1red by MRB to close an inmate mortahty is important -

because:

~--The longer the investigation, the more likely the loss of physical
evidence, expert testimony, or witnesses and

--MRB findings and recommendations may encourage the improvement of
the inmate health system.

A 1978 report of the New York State Department of Audit and Control suggested
that the commission ensure prompt investigation of inmate deaths. 30 That report found
that the 82 mortality cases during the two years ending December 31, 1977 averaged
285 days to close.

LCER staff examined cases closed over the 1978 through October 1980 period. The
time required to investigate and close cases had not decreased since 1977. Yet, during
the 1978 to 1980 period, the backlog of cases was reduced by 35 or by over one-third sincé
1977. Moreover, fewer cases were open for longer than 181 days in 1980 than in 1977.
MRB's timeliness in investigating and closing inmate death cases had improved. - :
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Inmate Medical Grievances

As the final appeals mechanism for all DOCS inmate grievances, the commission
refers inmate medical/psychiatric care grievances to the HSU. Inmate health grievances

represent about seven percent of the total grievances:

Inmate Other

Health Matters Total
1976 27 473 . 500
1977 27 314 341
1978 26 ; 385 411
1979 29 . 323 352
1980% 14 194 208
Total 123  (6.89%) 1,689 (93.2%) 1,’812

(100.0%)
*Through October 1980. '

Each heslth grievance is investigated and if appropriate, field interviews are conducted.
Written findings and recommendations may be sent to the Commissioner of DOCS, the
correctional facility superintendent, the grievant, and/or other -concerned parties. Pur-
suant to Section 139 of the Correction Law, if the Commissioner of DOCS rejects the
commission's recommendation on a grievance, he must write his reasons; and both the
recommendation and the Commissioner's reasons for rejection are made public.

A Comptroller's 1978 audit cited untimely delays in the commission's response to
health grievances. To process 19 cases, an average 258 days (8.6 months) was required.?

LCER staff reviewed 28 inmate health grievances processed during 1979. The type
of grievance and its disposition were:

Type of Commission Finding
Health Grievance Valid Invalid Total
Service Not Provided 7 7 14
Delay in Service 6 1 7
Dissatisfaction With
Quality of Service _2 5 4
Total 15 13 . 28

Table 20 shows the calendar days required to resolve health related grievances
initiated during 1978. The first two columns indicate processmg time within DOCS wtiile
the last two indicate processing time within the commission (HSU). Accordmg to DOCS

--policy, the grievance procedure should be completed within the department in 43 working

days, or 60 calendar days. As shown, 77 percent of the health grievanees filed exceeded
this time limit within DOCS. The commission; however, was able to complete approxa—
mately one-half of the grievances within two months.

. On average DOCS took 97 days to process each health service grievance, while the

commissmn took 85 days. The 85 days represent a substantial improvement over the
258 day average recorded in the Comptroller‘s audit. ‘ A
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Table 20

Time to Process Inmate Health Service Grievances
1979

From Commission of

From Filing Grievance Correction Receipt of

to Referral to Grievance to Letter
Calendar Commission of Correction to Commissioner of DOCS
Days " Number Percent Number Percent
30 or Under - - 10 41.7
31-60 5 22.7 2 8.3
61-90 9 40.9 3 12.5
91-120 3 13.6 3 12.5
121-150 3 13.6 2 8.3
151-180 - - 1 4.2
181-365 2 9.1 2 8.3
Over 365 - == 1 _ 4.2
Subtotal 22 99.9 24 100.0
Unknown 6 4
Total 28 28

Source: LCER file search of 1978 grievances.

Complaint Processing

int i igation i nissi ivi i ilitates the monitoring
Complaint investigation is & ecommission activity which facmta'
of inmate Eealth and psychiatric care. According to the MRB Qhamman, response to
inmate health complaints keeps the commission informed as to quality of and obsta}cles to
inmate health care.?? Resolution of complaints may avert subsequent grievance
proceedings or lawsuits.

Of 355 State and local inmate health complaints processed by HSU dqrmg 1979, 184
(52 percent) were filed by or for State inmates.

Upon riceipt, each complaint is logged in and assigneq to an HSU ev,glu.ajtor.
Notice o[t)‘ eomplaigt’investigatioﬁ initiation is sent to the cqmplamant, the Cc_umrr};sstl_ongali
of DOCS, and the facility superintendent. The evaluat.or ‘may rgquest instit 1}1 15:»11_1t
records, correspondence, or other documentation or may interview inmates “?r acility
personnel. Complaint investigation is conducted by <.3o.rrespondence' or phon.e! how%verﬁ
on~3ite follow-up is undertaken when the evaluator visits a correctional facility. Eac
open complaint is to be reviewed monthly. , .

' : i ‘ ent) of the
Type of Complaint. LCER staff rev1ewgd a random sgmp;e {ten percen
435 inmg& health complaints HSU processed during 1979 and 1980~to November 20). The
type and disposition of the 45 complaints are; ,
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' Disposition
Type of Complaint Closed Open Total

Delay in Service 4 2 6
Dissatisfaction with

Quality of Service 22 3 25
Absence of Service 6 1 7

Lack of Dentures,

Glasses, Prosthetics, ete. 3 0 3
Subtotal 35 6 41
No Information 2 2 4
Total 37 8 45

Most complaints represented dissatisfaction with the quality of health services. Inmates
may lack confidenee in health staff judgments; sometimes they disagree with diagnosis,

treatment and/or prognosis and initiate a complaint to secure an outside professional's
opinion.

O1 the 35 closed eomplaints in the LCER sample, 29 resulted in the inmates being
treated by the health staff. This may have oceurred without commission intervention. In
nine of the 35 cases, inmates were uncooperative with prison health staff or would not
follow preseribed regimens (four cases); inmate allegations were refuted by the investiga-

tion (four cases) or inmate did not respond to the .commission's request for further detail
(one case). :

Timeliness of Commission Response. In its 1978 audit of the commission, the
Office of the Comptroller found that an average of eight months (230 days) was required
to ciose a sample of 19 complaints (including health matters).33 Improvements were
recommended to speed complaint closings.

_ Table 21 shows the months regitired to close inmate heaith complaints in the two
years since the Comptroller's study. Almost two-thirds of the inmate health service
complaints were closed within four months of initiation. "4n average 109 days was
required to close an inmate health complaint during the period.

There is no question as to the desirability of prompt response to inmate eomplaints.
The time required to close a case, however, is not the best effectiveness measure; rather
an adeguate response to the complaint is more relevant. For example, the HSU may keep
a complaint case open several mornths, even after "adequate response” to assure that the
inmate receives follow-up care. An "adequate response" might be time required to fully
investigate the case and to report findings. HSU does not compile this information.

Inmate Health Standarés

The commission is required by statute to promulgate minimum standards for "the
care, custody, correction, treatment, supervision" of State prison inmates.®* Tnder a
federal grant, draft standards were developed for State facilities during 1978. Partie-

“ularly relevant were proposed standards on: environmental Kealth and safety, prisoner
. bersonal hygiene, fire safety, food service, sanitation and health care.: The commission,
however, chose not to promulgste the standards, 35 .
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Table 21

Months to Close State Inmate
" Health Care Complaints
1979 through November 20, 1980

Months
Required to Number of Percent
Close Case- Complaints of Subtotal
1 31 11.0
2 70 ‘ 24.7
3 46 16.3
4 35 12.3
-5 30 10.6
6 23 8.1
7 17 6.0
8 8 2.8
9 7 2.5
10 3 1.1
i1 5 1.8
12 _8 2.8
Subtotal . 283 100.0
Missing Data 3
Total 356

Source: LCER Review of Commission of Correc-
tion files.

With regard to the minimum health standard, MRB decided not to recommend its
adoption to the commission: ,

The Board feels that prior to 1mplementmg enforecement of these
minimum standards, which might bring about catastrophxc exodus of the
personnel now performing health care services in the local county
facilities and state correctional facilities, or severely limit the number
of medical personnel, the health care administrative officers should be
involved in order to anticipate and plan for this future cdontinuance and
emergency srtua.tlon. .

\ )

.The above by no means should lead one to believe that the current
health services within the state for the incarcerated person is adequate,
but to underscore the increasing demands on facility administrators
with limited resources.?® e

In 1980, the commission initiated a seecond federally funded prOJect "to Z}gentlfy and
address speclal correctional needs throughout the state.” Commission offici mdlcated
to LCER staff that the development of State standards was one of those priority needs.®
’“he Comptroller has recommended that the eommlssmn evaluate DOCS' exxstmg
minimum standards "to determme whether they are pertment to the various programs
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administered by the Department The cominission should, where needed revise and-create
minimum standards." &8

" The eommlssmn's BSCFR reviews facility conformance to DOCS directives and
policies as a part of its overall inspection role. However, no commission unit has
reviewed the adequacy of DOCS' standards as recommmended. According to the MRB
Chairman, MRB and HSU lack the staff resources to earry out this recommendation.®®

LCER staff review of DOCS' DHS poliey and procedure manual indicates that some
of the provisions are outdated.or no longer carried out. As mentioned previously, many
national standards have not been incorporated in the procedural manual. Thus, the
evaluation of DOCS standards is'as relevant todsay as it was when recommended in 1978.

Inspection, Review and Management Analysis

The commission is responsible for visiting and inspecting facilities and appraising
management with respect to matters such as safety, health of inmates, and sanitary
conditions. The State Comptroller found that the commissiom

had not developed annual work plans to 1dent1fy such tasks as the type
of inspection to be performed for each institution or the time estimated
for completlng various aspects of facility inspections. Such plans, when
developed in eoncert with stated performance goals, would provide the
'Commission with a means to measure its aecomphshments. By periodi~
cally evaluating its programs, the {ommission could determine the
degree of adherence to wark plans and help guide future productunty as

well as identify dreas that need modification to improve each
program.”® '

The commission has not yet complied with this 1978 audit reconimendation.

Rather than an inspection schedule or program, the commission's BSCFR chooses a
"random" unannounced inspection technique which, according to the. chairman, keeps the
next State facility inspection a secret. Most of the BSCFR follow-up to inspections,

complaint handling and the grievance procedure is accomplished by correspondence with
facility superintendents.

. The MRB Chalrman asserts that the reason for MRB's lack of work plans is lack of
staff and money."! When an HSU evaluator visits an 1nst1tutxon, he checks on all pending
grievances and complaints, as well as mspectmg the health service program.

MRB has developed a survey method which provides the ba51s for comprehensive
assessment of inmate health care. Because an inmate health services evaluation at a
large State correctional facility requires about 30 staff days, the chairman of MRB

indicated to LCER staff that the additional staff needed to conduct such studies is not
available.*?

MRB has conducted several evaluations of inmate medical care as requlred by

Correction Law, Section 47(1)(e). However, only one such evaluation has been completed ’

- for a State correetlonal faclllty--Ossmmg /m 1979.

The Ossining evaluatxon, perforﬁl\ed in September 1979 and updated January 1980,
" found shortcommgs ins’
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--Physician coverage, responsibilities and supervision of health personnel;
--Nursing coverage;

--Inmate health assistant roles and selection;

--Sick call procedure;

--Mental health services.

A large population of newly incarcerated inmates had not received medical evaluations»."’3
As a result of the evaluation, DOCS' DHS requested in March 1980, that Ossining health
staff be inereased and that vacant positions be filled.""* As of October 1980, two of three
vacant positions had been filled; while 4.7 new positions had been requested, three had
been established but none were filled.

-

Department of Health

DOH monitors public environmental health in State prisons. The Public Health
Law"® establishes the general statutory authority and the sanitary code*® provides the
standards of measurement and specifics about metheds of implementation.

DOH is required by law"’ to supervise and regulate narcoties (manufacture,
distribution and use), food handling, facility sanitation, water sanitation and the use of
radiation equipment. Narcotics, food, water and radiation control are carried out as part
of the department's overall statewide regulatory responsibilities. Facility sanitation
oversight is to be carried out as part of the Commissioner of Health's duty to perform
periodic inspections of each State institution.

Qffice of Health Systems Management

The DOH Office of Health Systems Management (OHSM), as regulatory arm of the
Department of Health, links with DOCS in several ways:

1. It seeks the advice of and informs DHS on matters concerning the
Medical Fee Schedule and Medicaid rates.

2. It oversees the hospital based concurrent review progress pursuant
to Section 405.24 of the State Hospital Code.

3. DHS is represented on Statewide Planning and Research Coopera-
tive System (SPARCS) Technical Advisory Committee dealing with
hospital billing.

4. It is anticipated that the SPARCS Bureau will shortly begin

forwarding to DHS retrospective utilization review reports com-
paring inmate inpatient stays with the stays of Medicaid recipients.

Narcotic Control

- .‘\)
The licensure, supervision and regulation of narcotic manufacture, distribution and
use is carried out by the Bureau of Narcotic Enforcement (BNE). BNE inspectors from
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DOH regional offices visit correctional facilities to establish standards for invertory
control and for the physical security of controlled substances. Visits are not regularly
scheduled.*®

In fiscal 1979-80 BNE investigators inspected one DOCS facility. Each correc-
ticnal facility survey requires two Senior Investigator days at a cost of $412. During
1980-81 BNE undertook a more extensive survey, involving 35 visits to 32 correctional
facilities at an estimated $14,435.

Environmental Inspections.

Environmental health inspections by State investigators have been limited to food
service areas. Because the Public Health Law mandates that DOH make "inspections of
sanitary conditions of each State institution," inmate living areas should be included.*®

During the 33 months from October 1977 through June 1980, eight cavirenmental
sanitation inspections at New York State prisons were reported. One upstate faecility
(Camp Adirondack) was inspected by State sanitarians for use as State employee housing
during the 1980 Winter Olympies. New York City Department of Health sanitary
inspectors performed seven inspections of State facilities located in New York City.

Food Handling

DOH's Division of Fosnd and Drug Protection is responsible for enforcing Sec-
tions 1350-1352 of the Public Health Law and the provisions of the State Sanitary Code
(10 NYCRR Part 14) relating to food handling. It inspeects food preparation and handling
areas including kitchens, dining rocms, service and storage areas.

During 1979-80, 29 correctional facilities were visited. One prison had not been
inspected in more than three years~-Attica Correctional Facility--last visited in October
of 19717. -

; DOH estimated its costs for food, water and sanitation inspections in 1979~80 at
15,154.

Inspection Findings

Food Service. Inspections of facility food service areas noted "deficiencies" which
ranged from shortcomings in structure and equipment, to roaches, rodent droppings and
dead rodents found in food service areas. Arthur Kill, Camp Adirondack, Coxsackie,
Downstate, Mt. McGregor, Bayview, Fulton and Parkside had a few minor violations.

At Bedford Hills, Eastern, Fishkill, Mid-Orange, Ossining/Tappan, Otisville, Wall-
kill, Woodbourne, Queensboro, Camp Summit, Hudson, Camp Pharsalie and Camp George-
town numerqus violations were found including improper food handling and/or presence of
vermin.

- Eight facilities showed overall deterioration indicative of the lack of a regular
maintenap~e and replacement program, in addition to the problems listed above. The food
service facility at the Clinton farm was "sub-standard and inadequate."®® At Auburn

' much of thé equipment was unclean and uncleanable. At Green Haven dead rodents were

5
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- found in the food service srea. Attica, Grea’ Mesdow, Albion and Rochester had

numerous violations espeecially in food handling techniques. ™

In general the inspections indicate that equipment and facilities are not main-
tained, replaced or repaired. Though DOH states that standsrds applied to DOCS'
facilities are equal to those applied commercially (see Agency Response), correctional
facility complience was not required. Moreover, revisits to find out if ennditions had
improved were not made.

While DOH asserts that conditions in correctional facility kitchens may not be
worse than those at some ecommercial establishments, persons living in State institutions,
unlike commerecial patrons, cannot choose to go someplace else for their meals.
Therefore, comparison with commereial establishment standards seems inappropriate.

Facility Sanitation.** During the time period for which data were available, Octo-
ber 1977 through June 1980, an inspection of correctional facility sanitation was con-
ducted for one upstate prison. Camp Adirondack was inspected on November 21 and 27,
1979 in preparation for its use as housing for staff of the 1980 Winter Olympics.

NYCDOH sanitarians inspected facility sanitary conditions at seven State prisons
located in New York City. The violations noted were indicative of the lack of a
maintenance, upkeep and replacement program. Among the problems cited: cracked or
missing glass, many ceiling tiles broken or missing, light shields missing, exposed wiring,
open toilet waste line where there was a missing toilet fixture, defective plumbing and
peeling wall and ceiling paint. The deterioration was pervasive.

Water Purity. The only water sanitation inspection performed was at Coxsackie
entailing three visits to take samples in December 1979 and January 1980. There was no
continuous monitoring program carried out by DOH. The department's role was reactive
rather than that of initiator.

X-Ray Moniforing

DOH's Division of Radiologic Health conducts radiological facility inspections at
two- and three-year intervals. During fiscal year 197 9-80 inspection of x-ray installa-
tion's in State correctional facilities utilized 12 inspector-days at $125 per day for a total
cost of $1,500,

%At Elmira LCER staff observed cockroaches, rodent droppings, pots of food on the floor
and a foul, offensive odor.

*#],CER staff, in field visits at State correctional facilities encountered several examples
of unhealthy envircnmental health eonditions:

—-Attica, Observation Cells and Cell Block B--dirty, food out and pots
uncovered; o -

--Fishkill, Elderly and Handicapped Company--rats in closet, roaches in
health area.
~-Elmira--women employees walk through inmate living areas to daily

jobs; blankets hung across cells to give inmates privacy; food and
garbage in corridor for several days.
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The State Health Planning Commission

Althqugh thé Health Planning Commission (HPC) is required to review the plans of
State agencies relating to the provision of health and mental health services, DOCS has
been excused from submitting a service plan for the 13 years during which HPC has been
planning for the health needs of the residents of the State. The commission was
designated the single State agency to supervise the administration of State comprehensive
heal?h planning funetions, implementing the Federal Comprehensive Health Planning and
Public Health Service_s Amendments of 1966. HPC was to (1) receive and disburse federal
funds for comprehensive planning; (2) be responsible for the coordination and review of all
health planning efforts in the State including services, facilities and manpower; and
3) create .and maintain a comprehensive State health plan. The planning mandate is
specific with reference to State agencies.

The Com.rr.xission shall review all the plans of State agencies relating to
the provision of health and mental health services to assure that such
plans are in aceordance with the comprehensive State health plan.®!

The Yice—chairman gf HPC told LCER staff that the commission has no role in
health planmng _for correctional institutions. DOCS has never been required to submit its
plans for provision of health and mental health services to HPC.

.Approxm}ately 22,000 users of health resources are not included in regional or
statewide planning. In some prisons the population approaches the size of a small town.
State prison mn.la.tes are residents of the State and make use of shared community
resources: physicians, laboratories, pharmacies, support specialists, highly specialized
equ1pment,_e.g., dialysis machines and hospital beds. In planning manpower and faelity
usage, the ungact of 22,000 persons, many located in already medically deprived areas
must be considered. By omitting DOCS facilities HPC is helping to perpetuate the,.
isolation of areas which need to be drawn into the main stream of health care planning.

State Education Department
Board of Pharmaey

' .Inspect_m.'s emp}oyed by the Board of Pharmaey in the State Education Department
periodically visit and inspeet prison pharmacies. The inspections are carried out as part
of the board's_overall responsibility to "regulate the practice of pharmacy ... [as well
a§] th.e, sale, distribution, character and standard of drugs . .." and "to investigate alleged
violations of the provisions of [Article 137 of the Education Law] ....">? All phar-

macies, including those at State correctional facilities, must be registered with the Board
of Pharmacy.

. Insgectign fipdings are recorded on a pre-printed report form. Possible avenues for
dealing .w1th vxolatxox}s are instruction by inspector (IBI), administrative warning letter
(AWL), informal hearing with possible fine and formal disciplinary hearing.

.Sixteen corr.eetional facilities had pharmacies staffed by 13 full-time and four
p:atrt—tlme pha_rmamsfcs. An additional five facilities had positions authorized for part-
time pharmacists which were unfilled as of November 30, 1980.

During fiscal year 1979-80 Board of Pharmacy staff inspected ten DOCS pharm-

ggigzb The visits involved ten inspectors and took a total of 25 person hours at a cost of
sUUU. ‘
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Inspections have not been carried out on a regular basis. Auburn, Elmira and
Ossining correctional facilities have been inspected every two years. Five years lapsed
between inspections of Attica prison's pharmacy and three years lapsed between inspec-~
tions at Eastern and Fishkill facilities. The pharmacies at Clinton and Great Meadow
prisons were last inspected in 1975 and the Bedford Hills pharmacy was inspected in 1976.

Of the 12 instances where violations were found, two resulted in an administra~
tive warning letter being sent, and in ten cases the pharmacist was instructed by the
inspeetor about proper practice. Woodbourne had a full-time pharmacist operating a
pharmacy which is not registered with the Board of Pharmacy. On June 11, 1980, the
Commissioner of Corrections was notified by letter that this is illegal practice. As of
November 30, 1980 the Board of Pharmacy had still not received a reply from DOCS.

Chapter Summary

Department of Correctiocnal Services

® The priority DOCS has accorded to inmate health care varied during the decade
of the 1970's. Through federal funding, a 1973 plan to develop an inmate health care
delivery system was implemented. Expiration of federal funding, however, led the
department to deemphasize central leadership and oversight of inmate health care
between 1977 and 1979. In 1980, DOCS again developed its central office capacity to
plan, monitor and control inmate health service delivered at the facility level.

Contrasting with a 1976 DOB policy of considering inmate health service
positions "eritical," vacancy control requirements imposed during 1979 and 1980 necessi-
tated that inmate health service positions operate at about a 90 percent fill rate. As of
October 6, 1980, 16 percent of the authorized health service positions were vacant.

® Physician recruitment and retention was a major problem. Noncompetitive State
salaries, shortage of physicians in certain geographic areas, and inflexibility in physician
coverage arrangements were obstacles to filling DOCS facility health service physician
vacant positions,

o .@ There was no integrated inmate health services budget within DOCS. This made
it difficult for the Governor and the Legislature to focus attention on inmate health needs
and priorities.

The ability of DHS to assure quality inmate health services depended upon
adequate facility level management and follow-up of inmate health care problems,
monitored by a regional oversight case review system. It is questionable whethsr such
supervision and oversight can be properly provided on a part-time basis, either at the
facility or regional direction levels.

® DH§ utilization review, instituted in summer 1980, may lead to prevention of
unnecessary inmate hospitalization and reduction in the average inmate's length of stay at
community hospitals. '

The DHS managment information system has been neglected sinece 1977. Though
it has potential to provide useful management, planning and utilization data, the system is
currently not providing such information. Effective DHS management and oversight
would improve the system’s usefulness. ‘
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® The department did not effectively plan, monitor and manage environmental
health. Contrary to the generally accepted standards, environmental health was not the
mission of the "responsible health authority," nor did any DOCS major official have this
mission. Environmental health functions were fragmented within DOCS. The result was
widespread correctional facility noncompliance to environmental health directives.

Mental Health Services for Inmates

® As of November 5, 1980, OMH Satellite and other services units at State
correctional facilities operated at 24 percent below authorized staffing.

® OMH budget and financial reporting procedures did not facilitate effective

‘management of the Bureau of Forensic Services program.

@ Though under development during the last year, operating guidelines and
standard procedures for the satellite center programs had not been promulgated. The
result was a lack of uniformity in the access to and availability of inmate mental health
services among the centers. There was unevenness in performance and management
among the programs.

There was no formal documented annual review of the satellite and other
psychiatrie unit programs. The American Association of Correctional Psychologists
considers such a review essential.

Bureau management information systems were inadequate. A new record

keeping and reporting format is under development.

©® Improved coordination of OMH/DOCS health programs was needed. While both
agencies were working to resolve existing deficiencies, potential exists for further
cooperation, interchange of staffs and joint use of facilities.

The Commission of Correction's responsibility for monitoring and oversight of
State inmate health services was divided--medical and psychiatric services under the
MRB and HSU and environmental health under BSCFR. '

© The commission's approach to coversight of State inmate health care was
primarily reactive. Commission involvement and investigations were initiated by inmate
deaths, grievances or complaints. Commission officials perceived this approach as most
effective, given the limited size of the HSU and BSCFR staffs.

® LCER staff analyses of commission State inmate health services workload indi-
cate that since December 1977: (1) the inmate mortality investigation backlog has been
reduced and (2) response time on inmate grievances and complaints has been shortened.

Agency responsiveness to commission mortality review recommendations was
often slow and occasionally defensive. Commission findings identified repeated short-
comings, which sometimes were ignored or rationalized in agency response letters.
Resolution of the problems was slow.

Though authorized by statute to promulgate standards of State inmate health -

care, the commission has not dene so. Such standards would provide a solid basis for
assessment of the quality of inmate health care and that of prison environrental health.
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® MRB has evaluated the medical care at one State correeglgrel:llﬂfgglglt_gbe ;1;?11:
evaluation effort was comprehensive, consumed over 30 staff days antional ity naalth
tions made to DOCS. MRB does not view Statg correc e Ty ¢ R
1.eemnmervlgtilua‘tion as a priority, due to the heavy.enm.phasls. on.and alloca
:Z:Eig;ees to mortality review, grievance and complaint investigation.

Department of Health

@ DOH views‘its role as monitor of the health environment C?Ig Doogsﬁf;?;];gesw :z
urely advisory with no powers of enforcement. Howevgr, the (]))d cd el
?nands;ted to enforce the Public Health Law and the Sanitary Code un

Law Section 206 (1) (f).

State sanitarians limited their inspeptions ) tot_ food service areas excluding,
exeept in two instances, water and general facility sanitation.

Attica Correectional Facility has not had any kind of sanitation inspeet¥9n in

more than three years -- since October 18, 1977.

Health Planning Commission

i i f State agencies relating to the
Although HPC was required to review the plans o tate ghealth o hes beon

t taking into

i State i
isi f health and mental health services, no
S;gm::a%nocf) DOCS. By omitting State prison inmate r.xealth nee;iféhl-lcisewas no
aceount the drain on community health resources by inmate he .
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IV FINANCING INMATE HEALTH SERVICES

During 1979-80, the State spent more than $42.4 million or $2,079 per inmate to
provide health services to inmates of the 33 State ccrrectional facilities. This ineludes
identifiable expenditures for medical, dental, psychiatrie, psychological and environ-
mental health services as well as the indirect cost of inmate security necessitated ‘by such
health services. Not included are undetermined costs to the State which result from
inmate health care litigation. Table 22 shows the components of this expenditure.

Health services to inmates constitute 50.4 percent of total, security costs 26.8 per-
cent, fringe benefits 20.9 percent, and administrative and equipment costs 1.9 percent.
Inmate health services provided by DOCS amounted to $13.4 million ($658.30 per inmate),
significantly higher than-$10.4 million ($508.61 per inmate) reported in the DHS 1981-82
budget, request. LCER's higher amount reflects admission/classification, central phar-
macy, Westchester County Medical Center and other inmate health service outlays which
are not normally recorded by DOCS as direct health costs.

Table 22

Estimated Expenditures for State Inmate Health Services
1979-80
' Per a
Type of Expense Total Inmate
Inmate Health Services ‘
Department of Correctional Services $ 13,431,268 $ 658.30
Office of Mental Health 7,906,426 387.51
Office of Mental Retardation and
Developmental Disabilities 60,000 2.94
Subtotal $ 21,397,694 $1,048.75
Security (DOCS) $ 11,34:'7,74:2b $ 556.18
Fringe Benefits $ 8,880,389 $ 435.25
Administration/Oversight
Department of Correctional Services $ 410,636 $ 20.13
Office of Mental Health 44,105b 2.16
Commission of Correction ' 140,767 6.90
Other . ; 19,066 0.93
Subtotal = - $ 614,574 $ 30.12
Equipment ] 176,514 _8.65
Totdl . $ 42,416,913 $2,078.95

’ b_B&sed on average inmate population of 20,403.

"LCER staff estimate.

Sourcg: LCER staff from Tables 23, 24 and 25, ff.
(; . - s o

~79~




n
.
- .
o
O S S A SV PN
3 e
3 -
£ =N
-
o ¢ . : R - :
: |25
+ .
; 5
i . -
R S
: P t . g
N i
S
g
B -
N a Fila=
G
i
- 4
i
P oo
., H 3
e
P
» b .
B N
; a w
o " ;
: o .

H G
; o ' - . :
B .o i ®
: B N 5 .
- e
@
J .

‘ ' . N [ :
o s : i
. - . Lo o : : g )
o 5 ) : & T
LT - i
7 . - 5
o
] 3 : - A e - P
Mx & < " o 2 5 = o 5 Y i rs e v - e
N [ FEN -
? . (o] "
<P ks B
A . L 3
4 .
i : ET,
. : - 4 ’ : %
‘ = #
i
a N
- ’ B £
o L2
R '
a
” J 5 . o
. ] o
. : o,
i y -
L o 2
. =0 o
4
o o :
5 ] @
B . & : &

i 3
2 P g .
t P
o
&)
&
. & B .
La
. B B B
.G
2 . 5
v o
Y o : -
N X R :
y s .
T .
. . ; H
- o .
Ly .
o B
- 3
Sy =
\ o



including satellite center, non-satellite

. di health service e enditureé 4 sal
o Central New o r amounted to $7.9 million or

unit and Central New York Psychiatric Center (CNYPC),
$387.51 per inmate. ,

In addition to detailing inmate health care expenditures, this chapter also discusses

the State's financial management of inmate health care and options available to improve

system management and efficiency.

Expenditure Trends 1975-76 through 1979-80

WL,

Table 23 presents the inmate health services expenditures of four agencies be‘tvieen
1975-76 and 1979-80. These data were developed by LCER staff_ from review: of State
accounts and agency documents. Excluded from this table are inmate- healt.h services
expenditures for which a five year data base was not available (e.g., DOCS environmental

‘health, DOH inspections, SED pharmacy inspection and .Commission of ] Corrgc.tion*
dileipsight activities); these will be presented for a single year in a subsequent discussion.

Table 23

State Inmate Health Service Exbenditures As Reported 1975-1980 ,
(Excluding Fringe Benefits) * '

1975-76_~ 1979-80

: Total Percent
Department of Correctional Sr.»vices 1975-76. 1976-77 1977-78 1978~79 1979-80  Expenditures Change
Division of Health Services $ 476,264 $ 737,496 § 498,791 $ 301,778 $ 244,242 $ 2,258,571 -49
New York City : )

Central Adginistmtion - - ’ - 74,971 177,895 112,716 365,582 -~
Direct Inmaté Health 7,116,937 8,207,538 9,800,388 9,710,287 ° 11,225,892 46,070,043  +57
Admission/Classification .

Health Services 126,922 252,918 278,789 313,509 333,081 1,306,119 +163
Admission/Classification : o .

Psychiatrie/Psychological Services ~ 128,253 132,964 83,778 87,834 92,623 525,452 -8
Psychiatric, Psychological ‘ e :

ir Geriat’ric !I’*Iealt(l’ag;-‘rograms 1,106,579 . 814,397 381,509 479,750 ) 661,651 3 ,_443,886 40
Westchester County Medical Center - - - - 543,034 ~ 1,004,405 . 1,547,438 --
Medieal Equipment 611 71,193 23,035 111,624 176,514 ggg,igg -
Satellite Center Facilities - - 349,418 - hniod ) -

Subtotal $ 8,955,566 $10,216,487 $11,490,679 $11,734,711 $13,85‘2,024 $56,249,467  +54
Office of Mental Health : : c
Bureau of Forensic Services == - $ 44,408 §. 22,006 $ 44,105 $ 110,519 -~
Direct Psychiatric/ ) S : ) . K

Psychological Service ' . .

Incyludinggéatemte Centers $ 1,036,984 % 1,045,329 1,735,064 2,103,800  '2,306,106° 8,277,373 +122
Central New York -

Paychiatrie Center —— - 4,406,151 4,925,204 5,582,203 14,913,558 --
Qutside Health Providers ) - o : o

~Central Psychiatrie - - —= " 278 37,341 18,1177 55,1737 == -

Subtotal $1,036,984 § 1,045,324 % 6,185,902 $ 7,088,441 . § 7,950,531 §23,307,:187 +666

State Education Department
Office of Vocational Rehabilitation

15,000 $ 15,000 - s

Central Administration 15,000 $ 45,000 -~
Direet Services to Inmates” 20,793 14,605 10,010 - : hadll 45,408 -- .
Subtotal A 3 35,793 $ 29,605 § 25,010 Lo == 3 90,408 - --
Office of Mental Retardaticn
and Developmental Disabilities
Technical Assistance to DOCS - ’
for Extended Classification o . :
of Retarded Inmates — e - - v 8 80,000 $ 60,000 ~—-

Total $10,028‘,343 $11,291,421 k$17,701,591‘ $18,823,152  $21,862,555 $79,707,062 - +118
Note: Reported expenditures inelude carry-over funds from one fiseal year to another. : ’

Source: LCER stoff from NYS Department of Audit and Control, State Accounts, R-6 and R-6C Reports and Data
furnished by DOCS, OMH, SED, and Facilities Development Corporation, Central Administration. :

o

L T

R e L
e

Ak e

- was derived:

1979-80. -

leaving a $326,227, not previously shown. -

: The table shows that inmate health services expenditures of the four agencies
increased by $11,854,212 or 118 percent between 1975-76 and 1979-80.
increments were for (1) OMH psychiatric services (666 percent), reflecting startup of
satellite centers and CNYPC programs and (2) DOCS services (54 percent). The latter
stems from initiation of the secure ward program at Westchester County Medical Center

.in 1978-79, the establishment of the central pharmacy program at New York City Central

Office in 1977-78, and significant increases in medical equipment, admission/classifi-
cation health services and direct inmate services expenditure categories. Offsetting
these DOCS increases were declines in admission/classification psychiatrie/psychological

services (~28 percent), DHS administrative expenses (-49 percent) and psychiatrie, psy-
-chological and geriatric programs (-40 percent).

To report inmate health services expenditures, DOCS includes only DHS and direct

- mmate health services expenditures. "LCER sgaff has included other DOCS inmate health

outlays for a more accurate estimate of inmate health care costs. Because DOCS does

_not associate these with inmate health care, the department's expenditure data usually

have understated program costs. ‘

Similarly OMH satellite center and CNYPC expenditures are not specifically
identified as State inmate health care related expenditures, nor are OMH, Bureau of
Forensic Services-administrative costs.

Seg_me’n»ted administration and accountability for the inmate health care program
likely will continue, unless steps are taken to develep central budgeting and accounting
procedures to consolidate program finances and reporting.

et

1979-80 State Expenditures for Program Administration

Table”24 éstitnates State Inmate Heaith Servieés program administration expendi-

~tures and FTE staffing. Chapter III has presented- the bases for these estimates.

~ Since the Commission of Correction was unable to furnish its 1979-80 expenditures

for ‘State inmate health oversight, LCER staff estimated them based upon workload

experience presented in Chapter III and fthgfinancia’i data in Appendix C. The estimate

E i

Commissioner ($40,350 x .33) $ 13,316
Other Than Personal Service ‘
Medical Review Board . .
($14,527 x .38) o 5,520
Health Systems Unit ($1311,325 x .55) 61,229

Bureau of State Correctional Facility Review
($234,027 x .25) o 58,705

$140,767

‘These four agencies spent $614,574 to manage and oversee inmate health in
Of the total estimated expenditure, 67 percent was incurred by DOCS,
23 percent by the Commission of Correction and seven percent by the OMH, Bureau of

Forensic Services. Also, note that $288,347 of the total has been included in Table 23,

S
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i Table 24
i . Staff and Expendlture Allocation i
_ to Central Administration of State Inmate Health Servmes 3
~ (Excluding Fringe Benefits) A
Estimated 1979-80 -
¥ 1579-80 Estlmated
o, ; “FTE Staft
Agency/Unit =~ ~ Allocation Eggendltures ‘ o
i 'Department' of Correctional Services . - f;‘ﬁ'f’ C ,
i 'DiVision of Health Services o W © - 11.0 '$244,242b :
Counsel's Office SR 1.5 52,000, -
s Division of Support Operation 3.8 - 83 680 i
‘Correctional Emergency Response Team _1.4 M
Subtotal 17,7 $410,636 ol
i ~ Office of Mental Health-Bureau of = ) a
i - Forensic Services 1.5 ','$ 44 105
b Commission of Correction 5.8 - $140, 767
¥ “
£ Department of Health & L .
Bureau of Narcotic Enforcement 0.3, o412 &
Division of Food and Drug Protection 0.5 15,154
Bureau of Local Health Management _4a 1,900
“Subtotal ' 0.9° $ 17,066
State Educatlon Department )
Board of Pharmacy R d 2,000 o
“meluded in Table 23 Central Administration. o0
‘ Estimated by . DOCS - based wupon staff  FTE x salary  grade and adding
15 percent for other than personal serviees. C
dEstm'nstted based upon 230 day work year. »
‘ ~Tiess than 0.1 FTE @ : C
Source: LCER staff from Appendix C, Tables C-1, C-2, C-3, C-4.
ij 5 - s . . Q
; . - D | O
Indirect Costs - Security and Escort g
As mentioned previously, security considerations add substantially to the costs of
inmate health care: Faeility health and mental health units must be staffed with COs to
L oversee inmates and assure safety of health service personnel. Parueularly in maximum
and medium security facilities ‘COs must ‘escort inmates to and from health service - O
L encounters, whether within or out of the facility. When inmates are admitted to outs1de‘
- hospitals for inpatient- care, 24 hour security coverage is requn*ed., '
o Table 25 shows the 1979-80 direct and indirect expendntures for inmate health care
: ~at the 13 correctional facilities in the LCER sample and the 20 other correctional ,
facilities. Direct health care includes DOCS and OMH health unit operating expenditures - O
L at the facilities, while indirect expenditures are pegular and overtime security costs -
B associated with those health units' operating expenditure. Excluded from these operating
# costs are the direct and indirect expenditure for the Merle Cooper progeam at Clinton and
5 "82f’3 Gl
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Total Estlmeted Dlreet/Indlreet Health Cat'e Expendrtures in 1979-80 .
Y - LCER Sample and Other 20 Facilities e
(Excluding Fringe Benefits) Do
: [ : T S S Total =~ i e o = s
Direct-Health - © Indirect=Security ..~ Heglth . Seetrity. Per.Inmate Cost - | SR
» OMH ‘ - . Caré. asa = e , Y D :
DOCS  Satellite & ‘ o e Including ~ Percent Direct . Indireet - ) Lo - %\ )
Security Level Health MH Uhit = __Subtotal . Regular Overtime Subtotal Securxty of Total Health Security: " Total ~ L ; e o
. : ) [ ! . o « L H i . J,
© Maxintum ’ K PR
- ‘ s o e o 00
Attica $ 1,240,885 $ 212, 583 $ 1,453,468 $1,715,677 $ 135,017 $ 1 850 694 $ 3, 304 162 - 56.0 $ 813.81 $1,036.22 ) $1, 850.03 o 2.
Auburn 598,322 - 183 208 781,530 440 147 124 387 584,534 1,346,064 - 41.9 493.70 .7_ "356.62 “~ 850.32 P ) ,
Clinton 1 193,861 221,173 1,415,034 1J 407,274 - 48, 742 1’,456,016 2,871, ‘050 50.7. . 569.66 77586.16--1,155.82 b EEE R
. Coxsackie 244,713 ©. 61,048 305,821 . - 181;i4% 32 985 214,134 519,955 - 41.2 439, 40.,_ ."~’_ 307.66 . - _747 06 | o
“Elmira 502 039 256,820 158 859 327,865 15,995 343,860 1,102,719 31.2° ' 498.92 " 226.07 724.99 . ' ‘
Subtotal $.3 779 880 § 934 832 E 4 714 712 %4, 072 112 E 357,126 3 4,429,238 9:143:950» 48.4 § 1584.23 § 548.85 $1,113..0/8' S N
‘Medium | S L e ’ e s
g Arthur Kill 508,554 = - -= 508,554 152,704 177,884 330,588 \ 839,142 - 39.4 , 695.70 .452?’:;24 1,147.94 :
1 - Fishkill 1,047,056 229,977 1,277,033 428, 171 4,883 433,054 1,710,087  25.3 - 1,087.76 = 368.87 = 1,456.63
Queensboro . £51,683 o 251,683 101 80'{ 86,787 188,590 440,273 - - 42.8 853.16 639.29 1,492.45 .
Woodbourne 309,511 .. 12,608 322,117 - 404,217 46,991 451,208 773,325 . 58.3 - . 484.39 . 678.51 - 1,162.90 ¢
-Subtotal - 3 2,;!.16,8047 5 242,583 § 2,359,387 § 1 366,895 3 315,545 5 1,403, 44 $ 3,76_2”,827 . 3%.3 . 823.52-% ‘489.8,6 51,31‘3.38 . °
 Adirondack 65,237 - 65,237 . 14,070 139 15,110 80,347 18.8  501.82  116.23  618.05 . -
. Mt. McGrégor L 60,457 - 60,457 14485 7,363 14,848 “75 305 - 19.7 431.84 - 106.08 . 537,90 o ' =
Lincoln 54,683 —-— . 54,683 . == . 12, 682 2,682 57,365 - 4,7 . 569 61 . 27.94 - 597.55 i o
;Bayvzew . 152,547 == 152,547 - 14, 9'11 12, 217 27,188 179 735 "15.1-1,386.79 - ' 247.16 - 1 633.95 ’ -
) Subtotal $ 0 332,924 — E 332,924 $ 37,427 $ 22,401 $ 59,828 392,752 " 15.2 $ i 699.42 3 _12‘5,69 '3 825.11 ‘ W
LCERSample  § 6,229,608 ;$1 177,415 $ 7,407,023 $5, 196, 434 $ 696, 072 $ 5,892, sos s12 ,299, 529 44.3 $ 649.11 § 516.39 ’$1,1s‘5.50 . S e
20 Gther Facilities 4,996,284 1,128,691 6 1124,975 3,225, 981* 1,030,632 _4,256,613° 10, 331 588  41.0 'sél. 16 413, 98* 1, 154 54 Ll ’;D}f
33 Facility Total - $11,225,892 $2,306,106 $13,531,998 $a 422,415% $1 726 7c4 $1o 149,119° $23 681 117 42.9 $ 663.24 § 497.43* $14 160 67 : B O
: ,*LCE;R estimate based upon LCER sample ijli secumty eo‘zerage- estlmated unit costs \v?ere developed for health unit, sate!.lite unit (where approprmte) and ; .
othets health related security coverages for edvh sample fﬁcihty, these were averaged by level of security .and apphed to. the remgining 20 eorrectlonal _ EE A
facilities, Since these estxmates were based upon the mlmmum security guard salary base ($14 ,974), they are conservatwe. o : . ' “‘\‘ww‘
' Source: LC'ER staff from Tables 26, 27 and Appendix c-,s. A : : e
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the Westchester County Medical Center secure ward. Also presented are per inmate costs
for direct, indirect and total health care.

The table illustrates the high cost of seeurity at correctional facilities. Almost

$5.9 million of the $13.3 million or 44 percent of total health care represented health
related security for the LCER sample of 13 facilities. In maximum security facilities, the
percentage that security comprised of heoalth care costs, ranged from 31.2 percent at
Elmira to 56 percent at Attica. On a per ‘inmate basis, Attica’s health related security
was over four-and-one-half times higher than Elmira's. This variation is partially
attributable to Elmira's policy of providing "in facility" recuperative care of inmates
having outside surgery. This lowers length of stay and the attendant cost of seeurlty at
outside hospitals. Attica's (and Clinton's) relatively high per inmate security costs in part
are attrlbutable to secure ward coverage provided at outside hospltals (See Table C-5).

Costs of security coverage represent a smaller percentage of total inmate health
care expenditures at medium and minimum security facilities than at maximum security
facilities. Similarly, per inmate security costs parallel degree of seeurity, with maximum
facilities most costly and minimum facilities least costly. The relatively high security
costs at Woodbourne stem from the intensive security staffing of that health unit. As
indicated on Appendix C, Teble C-5, Woodbourne's health unit had three times more CO
coverage than either Arthur Kill or Queenboro and almost two-thirds more than Fishkill.
Of the minimum security facilities, Bayview, the only female facility in the LCER
sample, stands out as having relatively high security cost on a per inmate basis.

As noted on Table 25, LCER staff extrapolated the indirect costs of security for
the remaining correctional facilities. This estimated amount, $3,225,981, was added to
actual overtime of $1,030,632 for a total estimate of $4,256,613.

This estimated security expenditure for the 20 facilities is lower than  the
$5,892,506 for the LCER 13 facilities sample; this stems from the sample's inclusion of
large maximum facilities, with satellite centers and heavy outpatient hospital usage.
Conversely, ten of the 20 non sample fagilities are minimum security with limited health
security reqmrements. Only two of the other non sample facilities have satellite centers.

Exciuded from Table 25 were direct and .indirect health care costs for Clinton's
Merle Cooper Program and the Westchester County Medical Center secure ward. Both
programs were separately funded. Table 26 shows total Security costs of $11 347,742,
adding $1,198,623 to the $10,149,119 prevmusly shown on Table 25.

Almost 60 percent of the regular seeurlty outlays occur at maximum seeurlty
facilities, where 62 percent of the inmates reside. This also is attributed to (1) stringent

security requirements of those facilities, (2) operation of secure wards and heavy use of

community hospital care, and (3) operation of five satellite units,

Fringe Benefits

LCER staff calculated the fringe benefit costs associated with the 1979-80
Expenditures for Inmate Health Services, Security, Administration and Oversight. Per-
sonal Services for these expenditures totalled $27,290,684. This figure was multiplied by
the Department of Audit and Control 1979-80 fringe benefit rate of .3254. The result,
$8, 880,389 is reported on Table 22.

~8l—

ol

AT e

Table 26

1979-80 Inmate Medical Security Costs
(Excluding Fringe Benefits)

Aversage
Cost Per
Type of . Number of Number gf Inmate Aggregate
- Facility Facilities ~ Inmates’ LCER Sample Cost
Regulalf Security ‘
Maximum 9 12,643 $ 485 $ 6,134,646
Medium 10 6,112 353 2,158,188
Minimum 14 1,648 79 129,581
Subtotal 33 20,403 $ 413 $ 8,422,415
Overtime at 33 N ; 7
Facilities ’ - o 85 1,726,704
Merle Cooper Program  -- : - 51 1,032,999b
Weschester County
Medical Center Secure :
Ward == ~-= __.8 165,624
Total : 33 20,403 $ 557 $11,347,742

8Exeludes "out to court” inmates, who for various reasons have been
remanded to municipal county and local jails.
Estimated by LCER staff, 69 correction officers (per Table C-5) x $14,971
per year = $1,032,999. ,

~ Source: LCER staff.

Interfacuty Expenditures Comparlson

Table 27 compax'es DOCS 1979-80 total and per 1nmate expenditures for direct

inmate health care among the 33 facilities. The amounts shown correspond to the

category "Direct Inmate Health Services," as reported on Tables 23 and 25.

DOCS spent $11.2 million to provide direct inmate health care services at the

33 correctional facilities in 1979-80. About 68 percent of this amount was for personal

services, almost 19 percent for miseellaneous contractual services (e.g., outside hospital,
physician, ambulance, laboratory services), while the remaining 13 pereent was for
equipment, supplies, and other. N

The medium seeurity facmtles as a group spent the highest amount for direct
health care ~~ $763 per inmate. ‘Maximum security facilities spent the least ~-$458 per
inmate. - This variation is explained partially by a much larger per inmate expenditure for

personal services in medium security facilities -~ an average $544 per inmate compared

to $299 per inmate in maximum security facilities. As pointed out in Chapter LI, the
medium security facilities in the LCER sample had more physxclan coverage and used

-propox'txonately more inpatient hospital care than the sample maximum security facilities.
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“Table 27 . s ST SRR RN R o ;mlseellaneous eontraetual service amount ($300 per inmate) -- attributable to inmate B
8 | v E g able ; w : = : R = hospltahz;tatlonﬂat 1%l’mﬁ: secizre ward. Moreover, -Attica's personal services costs are higher
: SRR ‘ ' o ’ per inmate reilecting a larger health service staff. Similiar vamatlons are a arent
R o DOCS D1rect _Inmat; Igeflthd%are Ifxpindltures for 1979 -80 L - ‘@, ':(1 D ~the medium and minimum security facilities. : il for [
: otal and Per Inmate . : O : N i
L (Excluding Fringe Benefits) ‘ : R L .
L e | ‘_ | ‘ Miscellaneous Contractual Services
e o : 157980 Expenditures - v :1979-80 Expenditure Per Inmate ’ _ L , e
. v e ) _Miscellaneous i ’ . ' .. -  Miscellanéous ’ k S . &
o Fachitiesby lmate  Personal  Gontractua \ personal’ | Contractusl o e , ambula’fhe costs assocla%ted Wﬁ;h mpa‘tlent care at commumty hospltals, outpatient o
L :I}zp____e of S__eearu Population _Services _Services Other - Total  Services _Services: o, Other Total : : B ory care, use of consultants ‘and specialists, and laboratory and ambulance
* Musimom - R SN L R SRR A . . o ; G o ’} - ;el‘v_lee:i gre,_\ classified as Miscellaneous Contractual Services Expenditures. Unlike l
T Downstat: <l 406 % 221,74 . ¢ 11,798 $ - 55,839 § © 289,382 $ 546 “$29 138 713 . . RS : oL Erson ervii i i pe fi ££i 3 S WA ] i
Attiea 1,786 596,639 535,607 - 108,638 1,240,885 334 300 el 695 RN N Contract ﬁwsmes. €xp endlturgs ,Whlch are fixed bykstaffmg requ1rementsg Miscellaneous I
| Hostorn 232 _ 32‘; gg; '235'332 12},,%82 . 1;\; Z,é’i . 333 o 133 gg 23’{ _ o : - X fugi uai Services are more susceptible to management and control. For example, Vi
o ... . Clint . 2, ’ i, ’ . 2 i ! L . i i AF i 3 2 293 . e ; &
U Groas Meadow T2 4100469 186,865 82,327 579,662 283 128 a7 168 - = & careful monitoring of inmate inpatient days through DHS utilization review can lead to
. Auburn - L8 o 406,708 98,900 624 598,22 21 ¢ o om N D - more ‘efficient use of hospital care. Similarly, augmented infirmary facilities and
e c ki 96 201,727 ,698" , LT : ; 5 _ - 40 s g
Vo e hen 1,887 165"589 CEeer . 11zleer 525388 232 Cm e aa v » , . W p _ personnel might make possible greater utilization of facility infirmaries for recuperation i
ik Elmira - 1,821 _ 377,854 46,302 77,883 502,039 248 - _80 . 51 __ 330 O Ea b of surgical cases, again diminishing the number of hospital inpatient care days. Another i
Subtotal 18,603 $3,774,397 0 1,269,584 § 748,167 § 5,795,103 § 299 $100 $59 $ 458 o ] example, could be lowering the cost of specialty care and consultant services per inmate
Medi ' ( | ‘ ; 11 % served through improved management and . it
Bedford Hills 405§ 484,677 $ 65,607  $ 81,880 § 631,974 . $1,197 $162 - $202 $1,560 L y ' & P g greater use of infacilitysp eelalty clinies. o
, A.lbiogl' 305 229,249 71,1(20 26,953 . _327,362 . 152 233 88 . 1,073 " : RN & ; ) ' I8
i Queensbra o6 02, 8 W Mee s e e R B o Table 28 shows DOCS direct inmate health care expenditures for miseellaneous 0
) 2 , ) 28, : » : m SRR & contractual services. These data exclud al transf E
¢ . Art?ur‘,;nn " ﬁ; :ﬁg (1)33 :Zlgg,ggg 1{3’22; sgg ggg ggg }gg . 133 ggg gl ‘o g ll a xclude journ ransfers and, for that Peason, do. not 7
Ossini o . S L IR A : [
; . WiaoOrange 425 037054 36,173 © 34,802« 274,033 8 85 CeT easo Tkl k u y agree. with data presented in preeedmg tables. i
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Woodbourne 665 253,922 29,579 26,010 - 309,511 2 4 3 s - SRR o ; Of the total $2, 196 860 in Miscellaneous Contractual Expendltures $1 922,425
_f»i " Subtotal 612 $3,523,045  § 774,714 § 567,023 § 4,665,671 § 544 $10 $93 § 768 _ : (89. 5 pereent) was %or mmate hospitalization. While most hospitalization oeeurred at the d
o { , - - o S , T , T : . £ . maximum security facilities, the medlum security £ 11 ti “}
.k i , _ L _ , . : . 5 y facilities spent more per inmate (§109) - .-
T “Hdgecombe 0§ 127,272 $. 2,83 § 55,106 § 185,281 ¢idld $32 - §612° $2,058 SRR RS P th&n the mammum faellltles ($96) : ; : : : >
Bayview. 110 139,569 8,149 - 4,829 r-. 152,547 - 1,269 74 44 1,387 : & r D o - . : ‘ ‘ ! .
- nooowamoopmoormoowE W B § W L  Total Miseel |
i Lir i . ) B g o : ’ g . § ‘
: Lineoln = gor o= e o syoss  ohse  cosar om0 o 163 1S (o o , , i it 1sce aneous Contractual Servmes ‘costs per mmate are hxghest in the C B
L ~ Adirondack - 130 39, 364. 4,069 1,250 ©ossE s RN R (R A ; . medium facilities ($126) arnd lowest in the maximum seeumty units ($106). _Hawever, the 1
g Hud ‘ 183 56,302 & .3 5 y : : i 57 L - L :
& et 1 8 SR - e 188 oo o i , tlzbi ::lrgﬁ; rgla;t‘:;ﬁly i‘ughhfteosts u;tzhree toftgme l'gax;lmum; f%ve of 10 medium and two of o
‘ Georgetown. . 1z 3,706 3,564 . 2,081 9,351 - 33 . 82 13 L o y Iacilities. is a ese high cos acilities that the reatest
@l Ta : 304 1,817 . §,m12 17,343 22,872 - 8 S IR SUN | : : ey . g b
s ~ e o i V2se . 366 27665 Tees 1 ¥ 2 . g potentnal for eost—effeetwe mnovatmn emsts, ;
Summit : 130 % 5,192 360 1,966 7,518 40 i 12 ~ 53, RSN & I S b o , ° 1
Monterey = ©o109 7 23 130 629 852 T : e ; | , o
I Parkside 6 - 863 746 1,409 - 111 1240 25 . o e 1 ; ‘The $27,918 for Medleal Groups may understate physmlan speemhsts and consul-
’ Otfrer — = 2,402 _ 55,580 ST,9%7 _-- °  NA  NA WA T tant eosts. These costs were not always idéntifiable from th d o
Subtotal 1,648 § 518,080 $ 75,870 ' $ 173,852 § 768,118 ¢ 315 $ 46 $105  § 466 . ; EER therefore also may be included in the Ogher Services categor > payee B pt‘ovnded and N
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- Source: LCER staff frum NYS Departmen of Audit and Control, State accounts, R~§ and Ré- Creparts ‘ : L s ° : ; ‘@ ’ ‘ & _ N Fﬂm@m Mmage;mem , i
. o R T T el f Seveml State agencies provxde health services to inmates of State eorrectlonal
‘ ‘ E . | o eI o s o = [T £ IR | hamll%x:;‘les. Each employs its own budgeting and accounting procedures to record inmate .. : Lo
‘ . ;o . . _hea service expendntures~ however, no common . purpese or° subpurpcse category o I
ok The table shows wide vamanon in expendlture efforts Notleeable are the hlgh per SRR (TR O D facilitates aggregation of such expenditures or designates such services as rendered by - o
inmate costs generatcd at female facilities, Bedford Hills ($1,560) and Bayview ($1,387). -  ©| ~ 1+D . one agency for gnother. Because 'inmate health expenditures are not consolidated by the —~ ° 8
“The high Bedford Hills per inmate cost largely stems from the seyen-and—one—half he;,;alth S T e ‘budgeting and accounting process, the Legislature, the Governor and-the public do not . 130 SR
“staff positions added due to the Todaro v. Ward ‘decision.’ The high costs at Edgecombe S have eomplete fmanmal and performance data on the mmate health sewme progr&m, B B
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P (seven) for a small population (90) facility and unusually high outlays for.equipment, -~ - | & o ’ . ' T E oY e
K L ;-supphes, ete. Edgeeombe heal‘th‘ promders also serve other New York City facilities, . Ao ) Pohcy and Proeedur'e o e j 5 S IR : R
;‘ :x , i o @ r i 3 . : Tk, ) . N R L 2 L . . .
R © The table reﬂects w1de vamatmns in per “inmate dlreet health care costs, even = S ' DOCS does not have a fm&nexal man&gemem: policy. and proeedure m&nual for ot
o . within the different seeumty levels.  For example, Attica at $695 per inmate spent more - SOE I L mmate health service expendltures and payments Cox‘:rectmnal faexhtnes generany e
than thce Elmlra at $330 per mmate,f This vam&txon largely is explamed by Attwa’s : CRNEETE LR T R o e i ' L
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Table 28

E N . N a
E ' . DOCS Direct Inm te Health Care Mlsce]laneous Contractual Expenditures
Z SR o 1979-80
Faciliti , ‘ : . ~ ‘Expenditure
acilities . o s
\ e Inmate Hospital- ~ Medical  Other |
'ofb ge‘gxgigl Population _ization Groups Services '?qtal : Wlnmatg
| Mii‘éi‘é?’" i,'zss ¢ 517, 907 $ 1, 12(8) $ 3}1 gg $ g%g,;gg» $'a;g§
inton 2,484 . 288,252 | 2,47
g];'l:ai?rll\lleadow 1,452 177,419 7,639 891 123,3327 132
Elmira 1,521 78,468  -- 3,438 a1,006 . 50
Auburn 1,583 58,183 - 4, 551 27,357 091 3
Eastern ’ 948 37,345 30 15,135 _52,584 e
Coxsackie 696 24,564 154 1,866 23 a4 ‘23
Green Haven 1,867 Zi,ggg 517 22 ,gz:i Y 727 o
t te L 406 ] b-_,._; A ¢
D%‘Q,Lgio%al 12,643 §1,208.012 514,079 $122,146 31,3443 $196 .
3 Mg‘sigrﬁ‘ng 1,142 $ 202,284 $ 100 $ 6,571 § 208, 933 $§§gp
Fishkill 1,174 147244 279 15,285 }gg g 139
‘ Arthur Kilt 731 130,023 - 516 35 119
Albion 305 - 60,846 249 9,609, 70,7 4 g
Bedford Hills - 405 34,278 2,055 29,175 65 sggl e
- ‘ Otisville 471 27,729 - 10,622 38,%4- i
A Mid Orange 425 26,606 - £,358 33,779 n
S Woodbourne 665 22,717 0 6,902 R
R Queensboro 295 22‘% - 145,3%3 a8 76
R Vallki 499 , - , ,
e W%%g'lt%m 5,112 § 066,800 § 2,753 $102,620 § 712,173 $126
b M&n;fnﬁgeregor 140  $ 17,249 $ 3, 211'_ $-' 2 105 § 22,235{; $ﬁ1§i
Sy  Hudson 183 8.64 709 3883 2’059 51
Adirondack - 130 4,069 - - 4,068 3
[t i S+ g’gg; =% Ta 3.564° 32
3 town 13,152 g - 32
ggggsg:na' 111 ° 2,171 30 2,508 ‘, 23(])-%, 1g§
Rochester g'(z) ‘ ggg 3 928 ERTE S 3
mit -1 7 o v
%‘Q’;viéw . 110 140 25 485 : ggg ?
i 132 W 75 369 o444 5
Lincoln o 75 869 | 5
Edgecombe 32 ‘ e sl 45 | zg o Zg b.
5 iR 15 E - 04 95,658  N/A Y
‘ : : 15 7499 3,085 15,1 /A
b O total {58 § 47,613 §11,085 § 21,751 § 60,450 $ 49
o ” ’ 1 $108
EF o " Total 20,403 $1 922,495 $27 918  $246, 517 $2, 196,860  $108

}v' . bLess than $1.

o) N

eNew York Clty, Irbqums

@

o .

Excludes ]ournal transfers, thus does not agree Wlth precedmg tables

| 0
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v

Source LCER staff from dam prmnded by NYS Departmem' of Audlt and
, - Control October 28, 1980. o
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operate as separate fiscal entities. As such they are governed by the provisions of the
State Finance Law, the Medical Fee Schedule and OGS purehasing polieies.

DOCS central office does not audit health service vouchers or monitor health
service expenditures; these roles are viewed as facility responsibilities. Centrsal ofﬁee
will provide financial management assistance, upon request of the facility personnel

In conversations with finance officers at the 13 facilities, LCER staff found some
dissatisfaction with and confusion about DOCS financial management and policies.
Specifically indicated were needs for clarification of DOCS budgeting and accounting
policies and for mservme training of facility finance management personnel.

A DOCS central administrative fiscal review team, operating under an LEAA
grant, was organized during August and September of 1980 to assist correctional
facilities: reduce financial work backlog, assess and correct faeility financial procedures,

recommend changes in procedures, and determine if recommended changes were made by
the faclhty during a follow up visit.®

Financial Control

Though‘ institutional stewards were responsible for correcticnal facility financial

- management, they were unable to effectively monitor and control health service outlays

at the facilities LCER staff visited. Generally, outside health service expenditures were
authorized by the head nurse, nurse administrator or Facility Health Services Director.
Purchases were made or monies committed without involvement of the institutional
steward or his staff. The stewards were unable to account for health service supplies and
equipment on hand, and could not effectively manage purchases, duz to lack of inventory

control. As a result, the finance office was unable to monitor or eontrol eash flow untll
after the payee vouchers were reeelved ‘

After recexpt of the voucher, the nurse admmlstrator or other pereon in eharge of

‘the health service unit was required to review the expense for authenticity and accuracy.

Due to unayailability of trained clerical help in the health unit, professwnal “health
prow.ders' time was spent checking vouchers.

~
LA

Mﬁemtwe )Irmmm&e He@l&h Care Dellwery Agpmmehes‘

'I‘here are three basxe models of pmsoner health eare. :

) (%

B -~The eustodxal agency, l.e., department of eorreetlons provxdes health ; |

servmes, : ‘
= \\
- =-A health agency, i.e., dep&rtment of hcalth or other st&te ageney is
charged with the responsxblhty, or " 5 ek g

c_> o

©—mA commumty provider of heai’th servwes, such as a hespltal or medxeal ,
- center or & prxvate medieal servxees managemem: <omppny, enters mto
3 eentraetual agfeement to care“for a pmsoner populatnon.

f/

In most state eorfeetlonal systems, meludm° New York St.ate, the ageney respon-

- sible for the custody of the prisoner also provides the health serviees. Seveml problems,

)
&)

howevex*, are almost always inherent in the eustodxal model appmach. el
-89~
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These health findings should be fully considered in placement and transfer decisions.
: LCER staff were int;ormed in a phone interview that the Michigan Department of
Fundamentally conflicting objective between furnishing health gare axéd ’ , ' Corrections does this.
o . ‘0 eurtai health care or extra demands : ! ]
security may result "tl curtailed aceess to. LB The inmate health care utilization analyses presented in Chapter II indicate that a
upon the seeurity system. i d ests s : few inmates draw heavily on correctional health services while most inmates seldom or
--Resource allocations are controlled by non-medical staff ;an ttl;gx?uc or- ' only occasionally use health services. Inmates with chronie, acute or recurring problems
for augmented health resources must be balanced against o B might be placed at specifically designated correctional facilities, equipped and staffed to
rectional priorities and needs. 8 : provide more intensive or specialty health care services. This technique might allow
Health professionals working in a prison may be asked to perfox:m | better distribution and more efficient use of health staff and equipment resources,
c:stodiali:, or non health tasks. This blurring of the health and custodial | 4 D ) Lo _ o ] o
i rofessional identity problem for the health pro- €y - Aga;n., Mlchlgan has taken steps in this dmectlon: .I.nmates with chronie illnesses
gunc.tloérills Creates a pr g (e.g., arthritis, asthma, ete.) are housed at designated faecilities.
essional. : - .
ional systems have switched from the eUStOdifil to : f Because the indireet cost of seeurity accounts for 44 percent of inmate health care
Recently sevel;jall cckugtzn(;grze;segggg aiyé: expertise in health delivery, unrestricted g costs, improved planning and Mmanagement of the security component has potential for
;c]hzlrtlﬁa%ctih atgg‘rgii?r? ?ﬂ;hanc‘:ad regeruiting' ability and a better bargaining position w1tg t D reducing the costs of care. Several alternatives are available:
e identifi s ¢ - P iorities of health an ‘ '
: . i that differing priorities o | ) )
funding agencies. . ;I‘h: g?gga:ils:;i]‘.{gn::rieai;sa cource of eon%‘lict. © | ’ --Increasing the use of on-site specialty clinies, (this will require an
correctional administrato : updating of the medical fee schedule);
, i ison ~
In the third alterative--the contractl_igl m%dgl—;glles :ﬁeigcezz g:sgo;selgilg alfo[:‘] aE;lI;ge— } ~-Adding secure ward beds at communi ty hospitals;
i r of hea ! ' S . s .
heal:h f‘earet arﬁaﬁsseigz ?oe: r;xf?s,l:)rrllltpyogg?;leioi One example is the agreement between l ¢ D -~Improving utilization of existing secure ward faeilities;
ent firm to s ;. : ; i . : .. . .
{?,e,“ NYC Deparptments of Eealth and Corrections and Montefiore Hosp 1tgl to provide O : --After surgery, limiting the number of hospital days with greater
medical services on Rikers Island. : utilizatiogl of thedfacili;ies' infirt{naries ffor recovery, (thi?fwﬂ)l probably
: L . : require the upgrading of some in irmary facilities and staffing):
Another is the State of Illinois contract with a private ;;T’ledlﬁ‘l éni]??iaegse;nent firm : i} x‘; anding th[;gr congstr otive sorear y R ::" ’P e
: : i Dwight, and Centralia correctional fa . £ - e ‘Uctive surgery program into other minor sy gery
for health services to the Pontiac, Dnghk » and ‘ { B (local anesthesia) areas; and
Advantages include: o O =~Continuing to develop and improve inmate hospital service capability.
--Health providers, in the business of 'rgnderi.ng health care, can be During field visits to the correctional facilities, LCER staff were told of difficulty
‘expected to provide quality services efficiently; ; L In recruiting and retaining qualified health professionals, especially physicians (See
_ . vices staff is facilitated; s R i4 pp. 49-50). Although several impediments were repeatedly mentioned, the problem boiis
Recryitment of healt.h ser ) . th ’ re svstem PR D down to extreme difficulty in finding physicians to work a 35 hour week for the available
-~Relatively few lawsuits against the prison health care sy ° - O 3 compensation. The situation calls for the exploration of innovative methods of staffing.
S ' : i | ial program needs ; . o
Again a disadvantage may be friction between health service and custodial prog One way to improve the availability of physician manpower might be the
and approaches. ' development of individualized contraets with physicians [as permitted by Correetion Law,
. ‘ S : : iD Section 70(8)] . Such arrangements could be based on the total State resources available
Improving Inmate Health Care at Reduced Cost ‘ , SO ‘ (salary and fringe benefit costs) to compernsate a physician. Moreover, such negotiated
‘ T » health o & b Physician agreements could include cost-effective documentation and take into account
i o o i i ‘ iding.- are S he maldistribution of physician manpower. the unique time availability of some practi-
t shows the high and growing costs of providing health c _ ~ the ma : phy power, ique tin v me p
prison }‘:::a[;g: g;e;? ﬁiug%lights problemsg in the health care delivery 'S%Stem. Severgl tloners and varying physician compensation levels throughout the State.
; ist se these costs and/or improve the health care system. : ; ] , S o
altgrnatlves exist to reduce , - o . ; T & second approach might be mére coordination with area medical schools/teaching
The orientation of inmates to the range and type of inmate health Services g  hospitals. Residents could spend part of their time practicing at correctional facilities.
available was found to be minimal (See pp. 17-18). The promulgation of a patient's bill of O O DOCS already does this on a limited scale in the reconstructive surgery program (See
rights might be an easy way to alleviate this shortcoming. South Carphng has done this. - | PP 25-26). , ~ |
: 3 P . g 5 aeaq ot S ’ informed orally and i Th , . v fﬂ the "phvsici hort LS| vt to include St t
i ite reception/classification process inmates should be infor) .ore 4 € expansion o 1 “physician s 1ortage area esighation to include State
in ijtggrzngtgégrzge?and/SGOPG‘ of health services available and their rights to health 1 ip correctional facilities is a third option. This could make tuition support available to
care during incarceration. In addition, esch correctional facility should provide inmates ol 1 medical students in exhange for their commitment to work in State correctional facilities
with a explanation of the health services aveilable and how to gain access to them. . B gE - for a prearranged pericd of time after graduation. . ~
. . C : ¢ ! y ) - o ) . ) . )
Careful review and evaluation of esch newly admitted inn e vices. :
- health would help to iggr;tify inmates in neéd ofJ 'spgefaliy or suppoxftlve heali:h services.. x RN D | e
L o=80- B - : ’ R S
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LCER found that because of DOCS decentralized budget system there is no
integrated statewide financial plan for inmate health services (See pp. 50-51). From the
State perspective, it is difficult to plan, to set objectives and priorities, and monitor their
achievements, without an appropriate financial and program plan. The development of a
DOCS integrated inmate health services budget, the use of computerized financial
classification and accounting techniques to track inmate health service costs and the
implementation of a single inmate health service management information system would
be steps in that direction. Such management tools facilitate accountability to the
Legislature, the Governor and the public a5 well as provide a basis for measurement of
program accomplishment. South Carolina and Michigan have established centralized
inmate health service budgets. ‘

Environmental health considerations, LCER staff discovered, have been neglected
in the State's oversight of correctional facilities (See pp. 54-57, 73-74). The roles and
responsibilities of the Commission of Correction, DOH and DOCS divisions charged with
environmental health oversight need redefinition to eliminate overlap, gaps in supervision
and to improve environmental management and planning. :

Finally, although HPC is required to review the plans of State agencies relating to
the provision of health and mental health services, no State inmate health plan has been
required from DOCS (See p. 75). HPC's exclusion of correctional facilities from the
planning process should be reevaluated. Without question, correctional facilities impact
the community health care resources in their localities. There is need to bring such
health resources into prison health care, both to provide outside scrutiny of inmate health
care and to expand health care services at correctional institutions.

Chapter Summary

O In 1979-80, New York State spent $42.4 million to provide health care to an
average prison inmate bpopulation of 20,403 inmates--$2,079 per inmate. Each
1979-80 dollar spent by the State for inmate health care was distributed: 50 cents for
direct inmate health service, 27 cents for security coverage, 21 cents for fringe benefits
and two cents for administration and oversight. ' :

O Improved management of the inmate health care system could r<sult in reduced
seeurity costs and associated for fringe benefits. Having a high potential for improving
the efficiency of security officer coverage are such techniques as: (1) increased
utilization of secure wards, (2) upgrading infirmary staff and facilities so that inmates
can be transferred from ecommunity hospitals te infirmaries for recuperation, and (3)
increased use of "in faecility" specialty clinics and reconstructive surgery programs, (4)
central staff utilization review of inpatient hospital care. - ~

Accurate and complete inmate health care financial and performance informa-
tion was not available. Although several agencies were involved in providing direct health
service or program oversight, no common purpose’or subpurpose account code was used to
facilitate the aggregation of inmate health service information.

O The absence of definitive DOCS financial management policy and procedure for
health service outlays, contributed to inappropriate financial practices in the correctional
facilities. Finance offices did not give prior approval for heaith service outlays, and
therefore were unable to properly control such expenditures. Health providers were
reviewing vouchers for authenticity and accuracy, a job that could be handled by clerical
personnel familiar with the health services component. '
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- Deputy Commissioner Admlmstratlve Services;

- APPENDIX A
INTERVIEWS AND CONTACTS

- New York State Agencies

Cominission of Correction,

Chairman; Chalrman, Medwal Review Board- Counsel; Director, Bureau of Administrative

Servwes, Dlrector, Bureau ‘of State Faellktles, Facility Health Services Evalu-
ators (2

Department of Audit and Control

Asmstant Dweetor, Bureau of State Accounting Systems,

Supervisor of State Appropria—
tions, D1v1smn of Audits and Accounts,

Department of Correetional Services

Deputy Commxsswner Correctional Fa—
cilities; Special Legal Assistant to the Commlssmner, Offiee)of Counsel; Confiden-
-tial A531s‘tant to the Commxssmner.

Division of Health Serviees. Assistant Comrmssmner, Health Services; Dental Services
Dlreetor/Reglonal Health Services Director; Health Services’ Coordinator/Regional

‘Health Services ‘Director; Health Services Administrative’ Coordinator/Regional

' ) Health Services Director; Regional Health Services Director; Associate Budget

Analyst; Research Assistant; Utzhzatlon Review Coordmator, Principal Statistics
Clerk.

'Division of Support Operations. Dlreetor, Assistant Dxreetor, Laundry and House-
keeping Services Superwsor, Dmeetor of Nutmtlonal Services. :

| Correntlonal Emergeneg Resbonse Team. Facility Operatlons Speemlist.

; Division of Budget and Finance. Chief Budgeting Anaiyst; Assistant Dxreetor, Correc~
tnonal Service Finance; Senior Budget Analysts (2); Prmelpal Account Clerk.

“ D1v1310n of Management Informauon §3§tems, Director. ‘

‘Division of Program Planning, Reseam.h and Evaluation. Dweetor, Computer Pro-
grammer, Researeh Analyst, Dmeetor, Bureau of Records and Statistics,

Bureau of Classnfxeatlon and Movement.
Vdmator, Inmate Movement.

SuPervisor, Inmate ClaSsifieation; Coor-
Division of” Faelhtles Planmr_ng and Develogment ASsisf:aht Director, Facilities
Planner 1, Prmelpal Aeeount Clerk e .

' Central Pharmacy (New York C ntc;z), Supervising Pharm‘aeist, Senior Pharmaocist.

T T 5 o ey T S 0 e
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3 * Department of Health e G
! " Regional and Local Health Management, Deputy Commissioner, Associﬁat‘e' Radiological e
Health Specialist. | - N = SR : @l
Division of Food and Drug Protection, Direetcr_.,f SRR . ,,
 Division of the Budget o= b
: - Deputy Chief Budget Examiner, Senior Budget Analyst, Management Systems Ur_ut._ ol
,Facilities:Development Corporation | (, Ll
Difector, Finance and Fisc_al " Management; SuperViSQr; Purchasihg‘ Operatioﬁs; Super’vispr;”.. o :
Purchasing Agent. ) S ’ N ‘ : | ol
Health Planning Commission
, Vice-chairman. S
ik Office of Mental Health | : | : L4
‘ Bureau of Foremsic Services, Director, Assistant Director, Program Evalugtion ‘
Director. ‘, S R
' * | ' Office of Budget and Fiscal Maﬁégemen‘t, Diréqtor of Bﬁdget Services, Senior Budgeting ’ .t
? Analyst. : R AR S e g : &
§ Special Projects Unit, Director. | o U | o | O EI ¢
* ‘%; . » : @ . N . : o &3 ‘
3 State Education Department | s
{ Office of Vocational Rehabflitation, Chief, Bureau of Intemgenc;y Programs. |
State Board bgitharmééy, Executive Secretary. |
ﬁ .LCER Sample C@frem‘mml Faenma@ | @
‘ % Camp Adirondack, ’Supenv‘intendent, Institutional Stejw,ari’cl, Px‘,ineipal’ibgerk,Nurs’g I, North * ’
B ‘Country Family Physicians Group, Inmate Grievance Resolution Committee, In-
- mate Lisison Committee. - R S
Sk Arthur Kill, Superintendent, Deputy Superintendent for Progra.ms, Deputy Supet:ir.ntergdent
for Administration, Deputy Superintendent for Security, Nurse _Administrator, - 6]
. Facility Health Director, Pharmacist, Inmate Grievance- Resolution Committee -
i - Coordinator, Ijmate Grievance Resolution -Committee, Dentist, ‘vPsychlatmst’,ﬁ
¢ Psychologizt; Dental Assistant, Account Clerk, Inmate Lisison Committes, =
: Attica, Superintendent, Deputy Superintendent for Administrative Services, Deputy R
" . Superintendent for Program, Nurse Administrator, Director of Satellite Center, e
; ~ Inmate Grievance Resolution Committee, Inmate Liaison Committee, Senior Bud~  ~ = ¥
iR - get Analyst, Facjlity Medical Director, and Pharmaeist. . = . . =
i e S e . o
¥ ¢
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| 'Stéte Uﬁiversity of New 'YOifk‘at Stony Bécok ‘

Ig’ewkYbrk,Cityf,Depart‘meﬁt of Hea‘lthi e TR e i o L

- Riker's Is.‘la’nd Montefiore Hospital and 'Medikéalkc,gentler

e

=

* Auburn. SuPerintehdeht,l Deput'y* Superintendent for Administrafion," Facility Health

5 Director, Director of Satellite Center, Nurse Administrator, Institution Steward,
Pharmacist, Inmate Grievance Resolution Committee, Inmate Liaison Committee.

Bayviev. SUperintenQ}ent, Nurse = Administrator, Faecility Health Service Director,
- Psychologist, Inmates. L ’ T S : o :

Clinton.  Superintendent, Health Service Administrator, Nurse Administrator, Nurse II,
. Clinical Director, Pharmaecist, Dentist, Inmate Grievance Resolution Committee,

Director of Satellite Center, Director of Merle Cooper Program, Institutional
- Steward, Budget Analyst, Psychiatrists (OMH) (2), Psychologist I (Merle Cooper
- Program). SnART R bR

Coxsackie.

Resolution Committee, Institutional Steward, Pharmaeist, Senior Accounts Clerk,

Elmira. Superintendent, Deputy Superintedent for Security, Facility Health Director,

Clinical Physician I, Nurse Administrator, Pharmacist, Director of Satellite Cen-
-+ ter, Principal Psychologist, Inmate Grievance Resolution Committee, Inmate
* Liaison Committee, Institutional Steward. o : g ' »

‘ Fishkill, vSuperintendent, Deputy - Superintendent for .Adrrvi‘inistra‘tion, Facility Health |

Services Director, Nurse Administrator, Director of Satellite Center, Pharmacist,
Institution Steward, Budget Analyst, Principal Clerk. Lo '

Lincoln. Superintendent, Deputy Superintendent for Administration; Deputy Superinten-

dent for Program, Senior Account Clerk, Nurse Administrator for Cerntralized
Services, Nurse, Faecility Health Director, Psychologist, Inmates, Correction

Officers.. C ~ o a .

- Mt. McGregor. Superintendent, Deputy Superintendent for Administration, Deputy

~ Superintendent for Security, Institution Steward, Clinieal.Physieian, Nurse II, Head
Cook,lnmatg G}j/-evanee Resolution Committee, Inmate Liaison Committee.
P ‘ ; ; ;

Queensboro. ' Superintendent, Deputy Supérintendent for Administrati'ot;,} Facility Health
- Services Director, Nurse Administrator, Psychologist, Institution Steward, Inmate
Grievanee Resolution Committee, Inmate Liaison Committee.

Woodbourne. - Superintendent, Deputy Superintendent for Administration, Deputy Super-

intendent for Security, DOCS, Regional Health Services Director, Facility Health

Service Director, Nurse Administrator I, Dentist, Principal Psychologist, Pharma-

~ cist, Institutional Steward, Inmate Grievance Resolution Committee, Inmate Grie-
vance Resolution Committee Supervisor, Inmate Liaison Committee. SR

'O_ﬁxer Persons and Agencies

- Administrators, Medical Director, Attorney, Department of Social Medicine.

i

o -

. School of Medicine, Professor of Family-Medie;ine;’ B 3 | e

K o

~ Prison Health Services, Executive Director,

o 2

c ) “99"‘» Qo ' . . E . (‘\"

Acting Superintendent, Deputy Superintendent for . Admihistration, Nurse
~Administrator, Psychologist, Facility Health Service Director, Inmate Grievance
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AUDIT METHOD

To evaluate the State Prison Inmate Health Care delivery system, 13 of the 33 correctionai facilities were
selected for concentrated review. Their choice was based upon considerations of size, security level and aumhary
faeilities (e.g., reception and- classification centers, OMH satellite services, elderly and handieapped programs,
youth and female clienfele). Table B-1 shows that the sample includes five maximum, four medium, and four
minimum security facilities. Their 10,495 inmates compmsed 56 percent of the total general confinement inmate
population of 18,701 as of July 2, 1980.

_ During August, September and Oetober 1980, LCER staff visited each of the 13 facilites to:

~-Collect information previously requested, .
~-Interview correctional facility staff and inmates (See Appendix A for per;ons interviewed),
~-~-Conduet on-site inspection of health services, psychiatric services and tour the facxhty
--Search a pre-selected sample of inmate health records to ascertain:

-Inmate health problems/history and medical/psychiatric status,

-Inmate use of health services, and
-The eondition/adequacy of those records.

For the inmate health records survey, LCER staff drew a simple random sample* of inmates from & DOCS

alphabetized master list, dated July 2, 1980. The list contained only inmates in the general prison population. .

Inmates in reception and classification were excluded because of the high probability of their transfer to another
correctional facility. To provide a 95 percent confidence with level *five percent margin for error for the 10,494
inmates in the 13 selected facilities, a sample of 371 was needed. As shown on Table B-1, 379 inmate records were
included in the study. For purposes of confidentiality, all personally identifiable data were execluded from inmate
records survey data collected. ;

I
R Table B-1 v
Correctional Faeilities Visited by LCER Staff

Correetignal e July2
- Facilities Visited " : ‘Inmate Population
Maximum Security: i
Attica 1,648 : 57

Number of
Inmates in Sample

Auburn. : 1,568 L
Clinton o 11,899 Y54
Coxsackie ‘ 696 . 18
Elmira . 1,170 41

Subtotal - ' 76,981 246 .

Medium Security: ' - :

Arthur Kill " 745 , 27
Fishkill ; 1,183 - ‘ 54

~ Queensboro s 290 11

Wcodbourne o 669 . - S 23
Subtotal Co . 2,887 : 115

Minimum Security: , :

- Bayview i - 122 3
Lincoln L 142 2
Mt. MeGregor . 151 T 4

. Camp Adirondack : 212 . : 9 a

- Subtotal : . 627 S 18

- Total = : 10,495 i a9 . R

Source: LCER staff.

B

*Witho‘ut replacement, random start.
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APPENDIX C
_— - STATISTICAL TABLES

Table C-1

DOCS Division of Health Services
Expendltures by Funding Source
1975-76 through 1980-81

TFiscal : 0 Source of Funds

Years : State Federal Total
1975-76 $ 63,132 . $413,132 .  $476,264
1976-77 78,356 659,140 737,496
1977~78 . 7249, 445 : 249,346 498,791
1978-79 .. Lo 231, 864 69,914 301,778
1979-80 ‘ '244,242 = . 244,242
1980-81 285,785% - »- 285,785
®Appropriation.

Squrce: LCER staff from New York State De-
partment of Audit and Control data.

Table C-2

DOC's Division of Health Services Staffing
1975-76 through October 1980

) : Number as of March 31 . October 29
_’gyge of Staff 1976 1977 1978 1979 1980 1980

" State Funded:

Full-time Professional 1 1 5 4 s 10
Ron-professional 1 A 4 6 _6 5
Subtotal p) 2 9 10 11 15
Federally Funded:
Full~time Professional 7 8 —— - - -
Non-professicnal .5 s - = - -
Subtotal 12 13 = = = =
Total 14 15 9 10 11 15

B
Source: LCER steff, fctober 1980.

/i

“Table C-3

OMH Bureau of Forernsie Servxces
Admlmstratwe Costs for Services to Correction and Parole
1977 78 through 1979-80

Fiseal Personal . Other Than . . ;
Year - Service Personal Service ._Total
. 1977-18 $38,616 $ 5,792 o $44,408
1978~79 - 19,137 . 2,869 22,006
1979-80 . 38,353 8,752 44 105
1980-81% 71,517% ’10,,737“ 82,314%
*Estimated by LCER staff. e ‘ '

o' Source: OMH, Bureau of Forensic Servz‘ces, De— :
¢ cember 23, 1980.

-
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U Tablec-4 e e RO R Table C-5.

State/Loeal Inmate Health Related Expendltures and Staffmg ER B SIEE & R ) B " Securit \
' Commlssmn of Correction Medical Review Board = 0 L . . v EEACTY : eumcsc:riteiftflgli ;’% ggﬂffgessample
' Health Servmes, State Umts : S : B ' ) 1980

L R

Source of e S e e e S o L SR L ,
; Funds and Umt : 1976'77’ e »]f977'"78 ‘t’ v,1978—?9 - E P 1979:80 : 1980'81 ’ e S d | LCER N K Correetiori'al Ofﬁcer FTES
:  State: P S S S ‘ o A - Sample Facility Medical Satellite Other = Total
"% Commissioner's Offleeb “$ 56,400 $ 56,400 $ 52,400 § 53,900 $ 51,000 & o , Maximum © L , - ‘ ‘
- Medical Review Board . 2,746 11,068 . 15,454 14,527 ..12,666° S O —_— . : '

e S e e S S

Health Services Unit - == ==, 325, 97,997 e L “Attica v 1

‘State Facilities =- 153,292 . 174,251 _ 234,027° _ 188,037 I , . Auburn 1

Subtotal © . °$ 59,146 $ 200,760 % 242,105 $ 413,778 § 350,600 | | R Clinton 2
: » i [/ 0T T R » @& = < S Coxsackie

SRS Federal ‘ S SR S R SR b ' ‘

« Elmira
L Medical Investlgatlon o R e S i R ’ o B ‘ ‘
b - and Improved Medical = ‘ T - . , , S o N . Subtotal ‘ 59.9 - - 48.8 183.3 272.0

Services to Prisoners -~ $ 16,094 § 62,880 ‘$ 133,935 $ 26,096 = - S SRR L
, ' B Medium -

114.5
29.4
94.0
12.1
21.9

‘;L‘R&am"v‘,}rﬁ-ﬂ-;u:t‘b’“’".
BT N
- RR =

g
&
Mo m

° . o

Total $ 75,240 $ 263,640 $ 376,040 $ 439,875 $ 350,600

- f"‘(—‘g’:/A<

‘Total Commission , : ‘ e _ St Arthur Kill | ; 6.8 ,
Expenditures : S e o L L . b i , Fishkill . 14.0 13.6
’ ' ‘ ! 6.8 e
3.0

1
!
1
1
T DD et

e w.

. ) ‘ .‘ R ) B B : 3 ) . N b
| State Purposes § 777,804 $ 919,303. $1,076,521 $1,284,602 | I - oo 9 \ ;,
Federal Funds 498,280 _ - 387,577 _ 418,556 _ 293,416 445,147 el L oot £ = 4.0

Total $1,276,084 $1,306,880 $1,495,077 $1,576,018 $1,662,447 2 Subtotal 50.6  13.6 8.4  79.6
Filled Positions o ‘ ‘ ‘ ' ‘ ' “ o ‘ - '
State Funded: _
B . Commissioner's Office 1 1 1 .
SN A Medical Review Board 1 1 , 1 : ©
vt Health Systems Unit - - N ) i
State Facilities ~ Lo 9 -8 o1 _ : . ‘ v v ,
‘ 5 Federal Funded: | ‘ » ) : p . : ‘ B - - ) . ‘ . : . : . - | . X . Y e . . ‘ :;) ’ - Subtotal . 2 . 5 4 7- . s | ‘ > -‘- N * 2 ] 5 .
R Medical Investigationto . . . ORI R 1o Total 130 SN 3w :
‘Services to Prisoners =~ = -~ o R . ‘ ‘ ' 2 , ‘ Merle Cooper R e _69.0 - ..69.0
"‘Total'y o : 2 ‘ ' . : ' o
Commission Staff =

L ]
S 0om

R e "' LR v
-]
(3]

T x"""f‘"i"“

Minimum

S

7

Bayview - 1.6 - em 1.0
b ~ Lineoln L - - e --
: Mt. McGregor . 0.5 S e - © 0

Camp Adirondack 1.0 ~ ’ 1

e QT b et
O O
‘\;5(9

e
&

Tt
o jo
P
[ ]
()
o

8. e il _ Grand Total ! 113.0 - 62.4 240.7  416.1
State k " 45 48 . 55 8L N 8T . B T R S
Federal K ¢ 17 : w8 B0 AT SN S : Ll Source: LCER _staff.

W
X

~ Total | o528 1 e 3 64 1 1] E e [ e

e - Estlmated : SR R o i N
o Estimated by alloeatmg one-thxrd Commlssmn of Correetlon offlce expense plus e b ‘
~» _Commissioner's salary. : S

‘ Ineludes unusual overtune expense due to eorx’eetzonal offneers stmke. S Ry e v

#
)

= Saurce. Commzsszan of Correctwn, Bureau. of Admmistrative Servzces., | N ST

EHE B B . 3 . “ E
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? APPENDIXD
AGENCY RESPONSES
Department of Correctional Services , M
- Office of Mental Health ‘
Commﬂssnm of C@ﬂ?e@hﬁﬂ
' Depm'&memt of Heaﬂth
Health Planning Commnsfsmm '
Page numbers of the prelzmznary report dszer from
those in this printed report. Thus page ‘numbers mentioned in
the agency response have been changed bry LCER rsmff to .
correspond to thzs fmal report.; RS,
W:th the agreemeni of DQCS );’C‘ER s*aff revzsed and
shortened the DOCS iresponse to . elzmmate text no longer
relevant because of changes made in this printed. report. The.
: full copy of DOCS initial response o the LCER audit is
available for mspectwn at LCER off'lces, R : -
;f % o “'wfgy
L . . O
[} ! & )
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. STATE .OF NEW YORK
DEPARTMENT OF CORRECTIONAL SERVICES.
THE STATE OFFICE BUILDING CAMPUS

ALBANY, N,Y, 12226

- THOMAS A COUGHLIN m.

COMMISSION b. R

o

* hpril 7, 1981

Mr. Samford E. isell

Director' :

Legislative Cmmu.ssmn on
Expenditure Review

: 111 Washington Avenue
. Albany, N’ew York

12210

‘Deaer mzssell. ‘ v B .‘

'I?us is in response to your request for a review of the confidential

draft of the. xeport on "State Pr:.son Irmvate Health Semces"

: | We I;ave attempted to deal with tl'u.s report in its eni::.rety° 'I‘herefbre,
as you mll see, we have an extensive response. As I uwnderstand it, however,

‘several aother agencies have been asked to comment-and will be submitting
their responses directly to the Commission.

Oonsequently, we will not reply
o certain aspects of the report:°

I would like to point out as a way of lntmductlon to our response that

the atta:z..mnent of an efficient dellvery ‘of quality health services is a major
* goal of this Agency as evident in the importance it holds in the Five-Year

Master Plan, which was recently released, and also in the Ag‘encz s Budgst
Reguest for 1981-82. I believe the L.C.E.R.'s report should take cognizance

of this and give I.t greater prcmmenw than it has in the draft report.

e Tharﬂk you for the opportxm:.ty to review thls draft.

I hope cur comments
w1ll be uSeful in your rewsmns ' o
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‘ ' 7 JRE@R@D T 5 A t il allk f 1 term internalization of cafe with a eorresponding réduction in
" . iy ion i i ‘wil ram of long term 1
Department of Correctional Serviees' Reeponse to LCER W ‘ ) ﬁﬁ;lgz;tncerﬁefea witl aflow & progra ¢
Program Audit v 2y o R ’ : - ‘
Foreword : 0 ¥ P L General Comments
The Department of Correctional Services welecomes the opportunity to respond to. the Preliminary and Contide t1a1 g The Department of Correctxonal Seryices has completed its five year Master Plan (1980- ~1985). The Master Plan v
State Prison Inmate Health Services Report compiled for the Legnslatxve Commission.on Expenditure Review. The //eport ¥ identifies goals for future policy and management initiatives. The goals for health services are: provide quality health !
highlights many of the areas Wwhizh the Department perceives as major impediments to further improvement of our health ) 1 services to inmates and improve: the effectiveness and efficiency of their delivery. These goals are further defined by the £
delivery capability and in this regard is a very important contribution to addressing the issues of health care. The report, following objectives and indicate some directly related activities: -~
however, misses the mark in several areas because of an inadequate understanding of the mechanisms by which health services : . R
are organized and delivered within the Department. , Establish standards for the provision of Health Services:
Each area of the report with which the Department has dlfferences ‘Will be addressed separately in the body of the i é, «{f) -~The Division of Health Services is currently evaluatmg standards oromulgated by professxonal groups for
Department's response. There appears, however, to be a fundamental contradiction between Sections I, II, Il of the Teport, = ¥ Prison Health Care Systems, i.e., AMA, ACA, and Federal. g
and Section IV which needs to be addressed at the onset. |1 ) L. 1
b -—The Division s currently updating all previous policies, procedures and*guidelines for incorporaticn into B
Sections I-1I seem to be written from the perspective of actions the Department must take to bring its health delivery i the Department's Admlmstratlon Manual.
practices into ecompliance with professional standards. This would entail the eommitment of substantially more resources to : -
the health eare of inmates than the Department currently enjoys. On the other hand, Section IV seems to put forth a rather : i Improvement in the reepmtment »nd retention of Health Care Professionals: i
distorted financial picture of the costs related to direct health care. The authors of Section IV have attrib”:« ] many costs to - ’ ;
the provision of health eare to inmates which are not directly budgeted for health services. : While this s.nformative, the y it 3! ~-The Division is a participant on an Interagency Cominittee under the auspicies of the New York State
inelusion of these “indirect" costs in per capita expenditure calculations gives a distorted picture of health costs. Indeed, the ) @ a4 Health Planning Commission studmg recruitment and retention problems of Health Manpower in State o
Division of Health Services is a eonsumer of Security Services, and services from other State agencies (Health, Edueaitoxi, : : service. i
Mental Hyglene, and Commission of Correctmns) With the exception of the Commission, the Division of Health Services is'a .
relatively minor consumer of these serviees (using the report's inflated figures for seeurity costs®, Health Services accounted : g o Z-All health personnel {as noted in the report) are properly registered and/or licensed.
for only 7 percent of Security personnel costs for fiscal year 1979-80) in comparison with the costs of providing these services 5 . . o ) ' i o
to other organizations and agencies. . ‘ Development of an information system to evaluate service delivery: v
: ; : it
The Department is certainly not insensitive to the costs of Health Services. Many of ‘the actions taken by the g . ~~Currently evaluative mechanisms:
Department in the past 18 months have been directed towards containing costs. In this area, the Department has created & EER al
additional secure wards to reduce Correction Officer overtime; instituted utilization monitoring and eontrol of hospital care to o B -a procedure to eontrol-and momtor LOS in Commumty General Hospitals; i
treat more inmates in the same number of days; and attempted to upgrade the capabxhtxes for diegnosis and treatment of R g ~utilization of mfu.mm.,es, i : . i
- inmates within correctional faemtles. ) . ; —outside consultants; * : : : i :
R ~provider profiles; and ‘ o
In order to make further progress toward the goal of inereasing quality health care to inmatés while controlhng . 4 : -mortality reviews. L :
escalating costs, direct support by the Legislature and Governor's Office will be necessary. B ¥ : . '
3 i ~~The Division of Health Services has initiated & program to study and improve current health record
The Department ‘has made a Vvery concerted effort to establish multi-year goals for itself. . The Department has - : 1y : : " practices. )
recéritly completed a strategiec Master Plan which sets forth goals to be attained over the next five years, The Master Plan oD k & g
provides the foundation for Departniental activities including financial planning and budgeting, and population management. ) R ) Strengthen the overall management of the Health Services Delivery System:
The LCER Report almost completely ignores this effort as evidenced by its conclusion that "Insufficient attentlon has been i &
given to the planning, organization, management and oversight of State prison inmate heaith services." ' v --Budget request '81-'82 reflects additional items required for strengthening the overall management of the i
, g S Health Services Delivery System. ‘ bl
In order to build a rational integrated health delivery system for inmates, the followmg issues will have to be resolved: . . . =
--Medical Fee Schedule-The Medical Fee Schedule has served the State well, but it must be understood that the 3 Efficiency Actions ) : : i
schedule was designed to provide reimbursement for indigents and it has serious limitations when it js applied @ it I i
to a correctional setting. The low rates of reimbursement for clinical specialists and the providers of medical - ‘ | In June of 1980, the Assistant Commissioner for Health Servites proposed six efficiency actions to the Facxhty Health
devices make it unattractive for them to enter furrectional facilities. By the same token, because the 3 ' - . Services Directors to ensure Health Services are made available in the most efficient and effective way possible. Progress to i
majority of our inmates require armed Correction Oificer escort to leave a faeility, inmates are not especially ‘ date: . f
welecome in the offiees of providers either. ‘ R : o
R -~An effective system of prior approval for planned admicsions o community general hospitals, ineluding ;
It would be most beneficial if a mechanism could be devised which would allow. the Department to attract - ERERE I £ . peer review and a "holding" mechanism to eliminate transferritg inmates prior to admission. i
consultants who would be willing to provide services within facilities. : 5
o ; : ) . --163 fewer admissions in 1980 than 1979 with 1,139 less patxent days. 4
--Staffing-The Departments is at a ‘competitive disadvantage in this area not only 'with regard to outside health f@ Sl E : : ) . o
providers, but with-other State agencies as well. The Department’s competition for health manpower cen offer o = : . ' —-Percentage utilization of secure units has increased to 68 percent of total inpatient care. A
facilities, equipment and support networks which the Depariment, cannot. Our recruitment and retention - : AR A ) e S
problems include not only physieians, but physieian assistants, pharmacists, niirses and Xray technicians. B ~=Efforts continue to recruit qualified consultants to provide clinies within correctional facilities. 40
It would be helpful to explore and implement some of the techniques eurrently being discussed by the Armed : O ‘ A ~=-Day surgery is now being used by certain facilities, i.e., Elmira, Attica and Auburn. &
. Bervices. Because our setting is so demanding, assistance to attract high qual y practitioners who can cope is : } : L B : :
a necessity. : ' ) ; 5 ‘ -~A methanism - to determine inmates' eligibility to enter a hospital without  security escort is being : A
v i SN - SRR e determined as part of the "prior approval" for admission. . : ‘ &
--Facilities and Eqmpment-Actlon in the first two areas will allow the Departrﬁ nt to lmprove its health care 4 . P T o ’
capacity, but to maximize its internal care eapaecity action will also have to b&L taken in ths area. Although 1 ~-Eligibility for care and treatment vxa Veteran's Administration is being mlestxgated ‘
renovation is being undertaken in some faeilities and planned in others, serious d Eflclencxes still remain.- ! . : o) :
a : ' : ‘ ) . a o ' ~~'Operation Benefit' is researching the potentlal of inmate elxglbxhty for Medxcare reimbursements to the
Our diagnostic equipment also merits serious attention. A limiting factor in many fecilities' use of outside ‘ . N - _Department, e
eonsultants is the inability to provide these practitioners with the mlmmum level-of equipment neeessary for : g S o ‘ JJ i
them to work. . . o , : " ~~Prior approval for outside dental treatment policy has been reviscd and implemented.
R L% ' ) ;‘“; ‘ .
*See Page 104. , & R o © ﬁ‘ ! U
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-=Aneillary services in facilities will be assessed and evaluated, in the near future.

Health 'Serviceé Program Initiatives, Accomplishrﬁe'nts 1980-81 and Program Proposals 1981-82

Shecial Bi sropriati 81 provide inz for the development of a secure ward

e i al Bill Appropriation of 1980-81 provided funding for the d t of a s :

k T{l ih(éoflil:l:rtll g{n:;esspli?spitsl Whipc[‘l‘l 'vfill foeus mainly on the provisions gf.orthopedxg eare. "Il‘hllstumt égi:ltzt%iagg
g‘ en in March, 1981. Additionally, funding was made &\(ailable to initiate two six-month Interm e
Pgograms at B:adi'ord Hills and Auburn respectivefully, which are now operational.

~-Expansion of 'training opportunities for Department's high level facility and Central Office manggers.

--A concerted effort regarding ‘vacancy control policies in order to maintain es§§51)tial health serviees has
reduced the overall Division of Health Services vecaney rate to 9.6 percent (Mereh .

~--Funding to provide aéditional pharmacy staff has brought the Department into compliance with State laws.
Eight new part-time pharmacist items were created and filled. .

ep S i h status of inmates at the Downstate
- D! has developed a program fo assess thg_mt.ake health s e :
gl;zelg%%irtg:::er‘as These pfindings will be considered in inmate ‘plaeement, and transfer decisions. Ihls

program will evertually be used throughout the systgm.

--The Health Services Division continues to monitor and’ improve ‘the utilization of existing secure-ward
arrangements. : :

—-Initiatives have been undertaken to itierease the use of on-site specialty elinies in an effort to gontrbl othIde
hospital trips and Correction Offieer overtime expenses. :

The Governor's 1981-1982 Budget Request recommends-a number of health service initiatives aimed at further itpprovmg the
Department's heslth delivery capability. These include:

$ i id- il ity hospital. This action.
- i developmnt of & new secure ward in a mid-Hudson region community i
I;;l’xur}d;?gléo:h?:umber gf secure wards utilized by the Dep{n'tment to six and further reduce eonsum[;:tlon
iof Correction Officer overtime in support of health activities. . o
~-flecurity funding to permit the expanded operation of a gys_temwide unit for the physiesally disabled at
' _sen Haven to care for inmates with serious multiple, ¢hronic hgalth problems. } T

i L .
--Funding(\,\? 26 medical positions for the Department's capacxty expansion.

-—The development of health standards for ,th&;gth\v\ision of equal and consistent quality health care
throughout the system. : :

T clude that Inmate Health Care in State Corréctinnal Insiitutions was found “wantmg'" vyhen measux;,ed agqm:t r'iraht;ogan}‘li

o cor; d standards is perhag;s an over-statement. Many cf the "National"“standarqs are stxll ina state Q revr:lsm. .J e A
g::;agafds were not published until July 1979. The Federal guidelines became.avaﬂable to the Departhrpe?t oe y in January
1981. General acceptance to a particular set of standards has not been determined by most states at this time.

One determining conelusion to the delivery of quality health care is the rate of mortality. The Depsrtment's mortality rate

continues to be below the documented figures for the population_ in New York Statej 9.1v'deaths per 1,000 in New York State
with 1.5 deaths per 1,000 in the Department of Correctional Services for the year 1979. .

I Concurrences

: i i imi : i f concern to the Division of Health
as highlighted in the preliminary report are areas which are also of- : ‘ ;
Servieeng,a;t’}é'.:) valgéicﬁ?ee S%hegule, inadequacies of the current health record system, recruitment and retention of staff, ete.

The final repert of the LCER can .aceomplish a great deal if several of these outstanding "con‘qg,rns can be resolved.

¢
-

Referex:ice "The outdatedrxedical Fee Schedule mens that specialists and consulting physicians have little incentive to

‘ attend clinics in correctional facilities."! Page 25.. ° .

.. Comments. Refer to qﬁr comments on the first page of this‘izpsponse. T

Reference. . "The re’cruitmgnt of qualified health serviées persorinel has been.a problem." Page 48, . ’

Comments. The Division coneurs with the LCER's i‘indings regarding the reeruitment and retention of qualified health

Historically, our niost significant problem has beeh in the recruitment of physiciang for the many reasons eited in

5‘?;5?2333. Staff from the Division have been serving on the Health Planning Commission's Interagency Task Force group

which is studying the réeruitment-retention issue, It is hoped that meaningful reforms which will allow for more flexibility in -

providing physician coverage wili be recommended and approved. X \\
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. It.should be noted that va‘é‘ancy rate has shown a steady decline over the past year. This decline in the vacancy rate can
be attributed to favorable new policies forwarded by the Commissioner, increase vigilance on the part of Central Office staff

and 'the Acting Regional Health Services Directors. At this writing, the health services vacancy rate is approximately
9.6 percent. : ‘ : o : : ) ) .

- Reference. . "There were no mechanisms to review ‘the health delivery system in any of the facilities visited by the
LCER staff." Page 40. o R

Comments. The lack of an adequate me‘chanism for the review of the health Vdeli,very‘system"’has been a priority issue
with the Department. The importance of this-issue is reflected in the Department's 1981-82 budget submission where staff
was requested to establish & medical audit team. Funding was not gpproved for this funetion, However, the Division currently

is reviewing the feasibility of contracting with the Office of Health Systems Management for medical audits of six facility
health units. : )

" Reference, "... health service personnel in the institutfons told LCER staff that inmates were receiving better
medical care in prison than they did when they were on the outside. . . several health providers said that the care received by
inmates was better than the average i.dividuel could expect. . ." Page 40. )

Comments. It is the general feeling of the ageney that the qualtiy and level of eare rendered within facility health
units meets Medicaid program requirements. As cited elsewhere in the LCER report, all providers were found to be properly
licensed to funetion in their positions. Furthermore, the agenecy has endeavored to integrate -the provision of care within the
facilities with the mainstream of health care in the community as evidenced by the utilization of community general hospitals
for outpatient and inpatient care. Our attempts to improve the medical records program, and establish a medieal audit
mechanism will further embellish the quality of care available to the inmate population. :

Reference, "The baseline indicator of the héalth care received by inmates is the health record. The importance of the
record being complet_e, legible, and properly filled out is a generally accepted standard of the medical profession." Page 41.

Comments. The Division concurs with the LCER statement referenced above. A good medical records system is one of
the building blocks in the development and organizetion of a quality health care delivery system. The medical records serve as
a source of information coricerning the health status of our inmate-patients, the levels of care rendered, the involvement of
our health care staff, and the general level and quality of professional activity. Management of a statewide ambulatory care
system hinges upon a good records system. The medical records system is a determinant of the effectiveness and a mark of

~‘the efficiency with-which health care is provided.

Development of a sound management information system has been identified as a major objective in the Department's
Master Plan. Therefore, the Division has increased emphasis on the review of the current system with the purpose of
Znproving its utility to the health cere provider and the health care manager. ‘As a first step in this review process, we have
pressed for the establishment of additicnal Senior Medical Records Clerk items for those facilities without items and the
filling of Senior Medical Records Clerk items where vacant.

Reference. Inconsistency in documentation on Ambulatory Health Care Record. Page 15.. ‘

. Comments.. The Department has verified the LCER finding that several of the facilities cited were not consistently
making entries to the Ambulatory Health Record as directed by Division of Health Seviees' policies., Steps have been taken to
ensure the continuous proper utilization of the Ambulatory Health Record in the future.

Reference. "Prisoners appear to have certain special -health needs in addition to those in. common with the
non—incarcer-a&ed population.’ Page 8. ff. S o

. Comments. The Department coneurs with the LCER's findings; While we have not done any épidemiological surveys it
appears that our population: does have a higher prevalence rate of hepatitis, chronic liver disease, sexually transmitted
diseases, hypertension, tuberculosis, and seizure disorders. -According to data submitted in 1980, upper respiratory, skin
disease/rashes, uncomplicated hypertension and asthma were among the %op ten diseases diagnosed for all faecilities.

“An epidemiological study would be‘benef{'.cial to our heai'\th planning,
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Reference. Exhibit I¥"a¢1herence to standards." Page 12. o ) B

Comiments, The Department concurs with the LCER that the application of nationally recognized standards to the area

of prison health care is advisable. Te this end we have undertaken a review and comparison of the various standards: . AMA,

ACA, DCJs, and APHA. This evaluation is not complete at this time because most of the standards are still in draft form. We

e have tried to apply the AMA Standards; this is evident in our 1981~82 budget submission. Furthermore, LCER recognized the
" fact that our Division's Polieies, Procedures and Guidelines Manual was generally in compliance with AMA Standards, :

_<Reference. Inmate Orientation. Page 13,
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-~ Comments. The Departmert appreciates the merit of an orientation program. Unfortuna:‘.ely,_ sufficient s .  Varianees Section i
. exist in the Tacilities, or Cgfalrh-al Office staffcto prepare such a program at this time, . The LCER is eorrect when it states thr?t : Jeriances seetot - ’ : v . . . .
we have not’ developed a statewide policy to varry out the AMA and ACA Standards ‘which would requm'e an quentlzthgfl.::tii:oﬁ B “JThe variances that the Division fourid in this report appear to generally reflect a lack of understanding of the concept :
: health delivery system. However, a limited orientation is given to all pew inmates .t the Department's major classi : : and mechanism for an ambulatory health eare delivery'system. -We have found a number of areas where the LCER Report is at
: -~ center, Downstate Correctional Faeility. - , ‘ i o variance with the eoncept of an ambulatory health care system, with the mechanisms for delivering such care, and with the : :
: ’ - ; facts as presented by -thé Department. Scme of these points. are differences of interpretation, but where clarification is cak
" ‘ Referencé. N singlé uniform pharmacy management system (should) be deyeloped for use in all facilities and that it be ; W needed we have separated these parts out here and in t?le next section.
forindlized in a poliey and procedure.” Fage 16. . : = . ) : . | »
: : ) ) i . . : s : f ce. ici Altérnatives: : I .
. Comments. The Division coneurs that a standardized operationel manual is necessary for the uniform operation of all : ... Reference, Physician Manpower Alternatives , o v ; i
faecility phermacies. Such'a policy is being formulated at this time by the, Central Pharmacy staff. However, it should be : : ~contract ) o ‘ ‘ i
noted that the Central Pharmacy staff’s first obligation is the proper operation of the supply/support function. @ i ~coordinati on with area medical schools/teaching hospitals . , ﬁ
i T ~expansion of "Physician Shortage Area." Pages 91-92. ’ : . - i
Reference. "The DOCS=DHS did not maintsin information on the number and type of specialty clinics held at the ’ ' Comments. Of the three alternatives suggested in-the report, two have been previously attempted by the Division of
various correcitonsl facilities." Page 24. r T Health Services. The suggestion to use confracts which feature fully funded benefits was attémpted-in the spring of 1980. The -
: . ] . . N . . . e 9, ‘Division identified three physicians who were interested in working under this type of arrangement and the contrget was
Comments, The LCER'S citation is correct. The Division of Health Services has ;ec;ogmz;csl_tslgs. d: f;gzez:gdagl o:g D B ubmitted to Civil Service for approval. Civil Service (Office of the Counsel) disapproved:the contracts on two grounds: first, B,
. othiers in its data retrieval system. Therefore, a new consultant form has be.:, designed. "I‘( ehorm 1510 be Y S the inability to recruit physiciens to regular State item had not been demonstrated ﬁ\o their satisfaction, and second, &
p consultants and will provide among other information the site at which the consultation took place, . physician working under contract may not supervise the activities of State employees. i\ ) . :
: ] o ) : S i o - . 07
e . oo . - - r— {7 Both Attica and Green Haven Correctional Facilities have been officially designate¢)/as medically underserved areas by i
: Reference. "The availability of specialty health clinics at the correctional facility varizd among the 13 facllities. i the appropriate Health Systems Agencies. The Division of Health Services attempted to seture National Health Service Corps =
Page 24. ; ; ~ : Physicians in both these facilities. » ‘ ' w3
. Hizati 5 ili ialfv elini Division . : . . ‘ . ) . N oglaer ‘
Comments. The development and utilization of in-facility specialty clinics has always been encouraged by the D; : - Appropriate ‘sharing errangements had been worked out with local ‘heslth agencies to increase ‘the viability of our
of Health Services. However, the number and type of these clinics must be determired at the local level bafseql?pongnmattta - proposals, Unfortunately, the Division of Health Services' efforts coincided with Federal cutbacks in this program end the
needs, the availability of providers, as well as facility staff and space available at the individual correctional facility. Presen H effort was not successful.
p resources limit certain types of specialty clinies. . ¥ . ‘ : , .
& = B The approach of using post-graduate physicians~in-training is-mueh more difficult to implement. The Board of Regents n
& L : . R - irds during this period (1975-1979) S has established stringent eriteria which must be met before an institution can be certified for teaching purposes; these i
: Reference. "Overall admission/discharge and patient days increased by9 two-thirds during this p : w » eriteria would be very difficult to achieve within a correctional setting. The reconstructive surgery programs cited in the
*',f Inmate population increased by 28.3 percent for the same period of time." Page 29. 1 report are wholly under the control of the contracting institutions and draw .on nearly all the facilities to provide enough cases 21
Comments. The Division of Health Services recognizes that ingatient utilization of community general hospital .ax:d : P to support t.hre program. This situation is elegrly dlffgrent then provision of routine primary care services. - f; !
tertiary hospital .sgrvices.dramgtically increased during the period . cited. Inaismuch a: (tihis represents the appropriate The Division is entertaining the possibility of developing a program in conjunction. with a medical school or teaching
! integration of facility services with those of the community at large, this increase is warranted. ’ P hospital to conduct regional clinies in specialty or sub-specialty areas within a correctional facility. Sucecess of this type of
3 .. s . i eire ae . . @ e program rests not only with developing a suitable contractual foundation with the provider, but in providing suitable facilities
However, the,piwsmn also recognizes its responsibility to.ensure appropriate utxh;a’;l_on of inpatient days and the value @ £ D and equipment for the process, Other problems included in development of a project of th’is type are:  movement of inmates;
i of monitoring. To this end, the Division has developed a utilization review mechanism which: , processing inmates into and out of the host institution; and securing holding of inmates from participating facilities separate
4 T o - e 14 . from each other, k .
g a) reviews all requests for planned admissions, ) .
: b) categorizes approved requests on the basis of need, : . o L .
5 c) “ensures physician monitoring and follow-up of case, Reference. "Type of Provider." ‘Pages 21-22.
i d) monitors lengths of stay, L R 2 , N _
4 e) reviews all cases where length of stay exceeds Medicaid norms. . J ' Comments, An inadequate understanding of the primary care delivery system used by the Department is demonstrated
i & ¢ n in this section. Primary care in the DOCS is based upon treating inmates at the level of care dictated by their conditions.
i) iy ‘ . . : . . ) : This delivery system features registered nurses who provide the initial siek call sereening, and treatment based on their level
i : Reference. "Generally, the areas were found to be adequate with the‘basm ?gulgmeglttaln eﬁdffdtgepf?;?ge,:g:tt ‘;‘:,i‘:,"‘,‘: SR of competency and in accordance with approved joint protocols, Referrals to physician aésistants and/or physicians are made,
emergency care, However, most were not as clean or well equipped as a community hospital sho v p aecordingly. This enables the Departient to maximize its limited resources while assuring inmates full aceess to the primary
deficiencies were at Pishkill. . . Bayview, .. Arthur Kill. . . Attica." Page 38. - i . care network. Do ) .
Comnients. Remedial action is being undertaken at several of the facilities cited to maintain adequate. emergency R Facilities which have the use of physiclen assistants have & pattern of care whereby approximately 60 percent of
i equipment. 1t sould also be noted that several faciltiy heslth units are glso under renovation or _about to be renovated, tfhe : ) encounters may be handled by the nurse, 30 percent by the physician assistant, and 10 percent by a physician.
4 facilities include Pishkill, Bayview, Ossining, and Auburn.. The Division's staff is also involved m;kg\lanning‘ health units »gr & o ] ’ ‘ ¢ ! ‘ . | ith
; three new facilities. Division of Health Services' staff is”also reviewing Departmental plans fur capacity expansion to ' ) 1D The goal of the Division of Health Services is to provide a health delivery system in whieh inmates have teady access to
determne its impact on health delivery capabilities in the affected facilities. ‘ { v the lavel of care required by their condition. To a very large extent, this goal has been achieved even within the severe fiscal
4 : b ) i and environmentai constraints imposed upon this Depertment. . :
; Department health units cannot be compared to a conimunity hospital; the Dgpartment opex:ates A;)nbulatory Health n ‘ ’ t p p :’t 5 ep(,rt | R
Care Units, provides infirmary care and treatment, and provides emergency car¢ as indxcated. 1 ‘ . ‘ o - . o .
: B : o s : : ‘ R _ i ) : Reference, Correcfional Officers at Attica and Auburn "administering controlled substances." Page 16. .
e ) S . . ", . L R [ —————— : s . ,‘ o R . : . : 0.
- Reference. Dentel Care. Page 16. . = : k , , . SR & ‘ - . Comments, To administer 8 medication implies that-the person administering the medieations
*sz " . Comments, The Division of Health Services and the administration of Arthur Kill Correctioné_il Pacility are scutely & o y D . 1) verifies the physician's ofders, " ’ R 3 ; '
: aware of Arthur Kill's insufficient dental resources relative to existing dental caseload.' To correct this def{c!ency, a dex_xtal R : 2) - assures i dengifglcatioh of the r.%?ts on receivin g, : ; - v .
- assistant item was converted into a dental hygienist to inerease the level of paraprofessional gupport. An additional half-time : U i 3) - assures correct medieation is being administered, ) .
; dentist position was also requested by the facility and supported by the Division gf Health Services in both the 1980-81 and the ) : .y _ ) 4) * documents medication takeri, - : _ o e
5 1981-82 hudgets. The items were not included in the final budget document in either year, therefore further reclassification. is B & ) 5) - person administ ei‘.ing is aware of expected results and any untoward reaetion,
5 being investigated. . o = ' ' L LR 1 - ST e L L s ,
¢ . Ci ] ~.Inno way -are Correctional Officers charged with these responsibilities.” Due to the number of patients, and the
@ RS S0 : logistics ' of programming and security requirements, Correctional Officers are .requested to distribute the preseribed
; = , ‘ t D - ~medieation (individually packeged and adequately labeled) at the required time. . In all facilities except Auburn and Attica, all
g A | State and Federal controlled medications are being administered by licensed personnel. In these two facilities, medications
; i ‘ : e S - are distributed by the Correctional Officers, ' , co . ~ -
-110- | | | | o s T /
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Reference. ~Bhysicians. Pages 34-36.

. Comments. The report is besed upon a siirvey during.a period when the Department's vacancy rate was hlgh (refer to
" the section on vacancies). In the interim, the Department has successfully filled all but 1.5 funded physrcxan items
Departmentwrde. This eff ort has suceessfully overcome the glaring imbalances noted, -

Within the framework of aless than optimal strategy on the part of New York State Gov ernment, the DOCS has done
quite a remarkable ]Ob ‘of providing highly competent licensed physicians in a less than attractive settmg. These physicians
provide ehmcal servnces, some hospital eare, and 24 hour on-call coverage.

Facilities now have a mix of primary care provrders adequate to provrde for the basic health needs of the inmates. ’

Because the Department has had. difficulties in recruiting physicians, a strategy has been developed which eonverts certain
unfilled physician items into physician assistarts. This trade-off has proved to be beneficial in those instances where it has
been aceomplished. - The Department gams two physiclan assistant items from each physician item. converted, and physician
assistants have proved to be mu¢h easier to récruit than physicians, - The presence of physician assistants has allo».ed us to
make very timely responses to inmate primary health eare needs and to-meet all applicable standards. The Division of Health
Services has been most satisfied with the performance of physician assxstants within the correctional setting.
. N :
N

Ny

Reference. Staffing Standards. Pages 35-37. ‘ : )

//

Comments. The Division of Health Services has previously developed ’model staffing plans for each of four sizes of

facilities.” These model staffing glans, even though they were far lessrich in t{ rms of the numbers of staff involved, are bemg
used as the basis for budget requests and a basis f or allecation of resources.

The LCER Report seems to indicate that staffing patterns. could be“z ‘°ter=mned in multiples of the recommended
pattern for a 500 bed facility. This does not take into consideration any econo;,r. .s’bf scale and are not very useful.

Reference. Inmate Health Providers. Page 37.

Comments. The report is accurate when it states that understaffing has resulted in the use of inmate workers.
Characterization of these workers as health providers is, however, inaceurate.

Inmates hold health unit jobs as porters, laundry and linen workers, clerks, and health eSSistants. ‘The only inmate job
which is in direet support of health care activities is the inmate health assistant title whieh functions at the level of a nurse's
aide, and functions under the direct and immediate supervision of a health professional.

The Division of Health Services encoureges the use of inmate health assistants; a formal training”course had been
developed in the past to train carefuly selected inmates. Three released inmate health assistants have passed their State
Boards for professionel nursing. Reportedly others have obtained ‘employment in health care facilities.

The use of inmates for elerical funetions which mvolve the handling of health records poses much more of a problem.
The Division of Health Services is defmlteli .Jjposed to this practice. However, this opposition is tempered by the reslity of
insufficient clerieal staffs in'nearly all our facilities and our inability to acquire additional clerical support. Since health care
cannot adequately be provided without the medical record the choice is clear; compromise by letting inmates handle records
rather than risk an unaceeptable level of practice without the medieal record.

Clinton is cited in the report for employing an inmate in its pharmacy, this issue needs to be clarified. In the past,

Clinton did Use a carefully screened inmate under the direct and immediate supervision of the pharmacist to pre-package -

medlogtwn (generally non-presgription). However, this practice was discontinued when & pharmacy- aide item was made
available : . o

IV, - PFinanein, -

Reference. "During 1979-80, the State spent more than $42 4 millmn or $2,079 per inmate to provide health services to
inmates of the 33 State correctional facilities.” Page 79.

o

o report inmate heaith services expendxtures, DOCS meludes only the Division of Health Services and direet mmate

~ health services expenditures. . . . The Department's expenmture data usua]ly have understated program costs." Page 81.

Comments, - There has been no attempt by the Department to understate these costs. The health services appropriation

and expenditures are currently presented to show actual direet costs associated with the provisions of such services., These

include gll facets of personal service and the wiole range ofcother than personal service expenses. The Department's (DOCS)
anntel total approprlatwns and expenditures are readily available to the Legislative Finance Committees and the Division of

elements is available within present funding allocations, such a system capability is eventually contemplated in-the future as
per the Department's five year Master Plan, p. 69, Standard B; p. 86, Articles F and G.

Reference. The report lists an array of figures in its analysis with explanatorynarrative. Page 79.

Comments. For example, one section of narrative states that "Inmate health serviees provided by DOCS in 1979-80
amounfed to $13.4 million ($658.30 per inmate), significantly higher than the $10.4 millich ($508.61 per inmate) reported in the
Division of Health Services 1981-82 request. The $10.4 million figure quoted in the report as 1979-80 expenditures is actually
a health service appropriation figure for 1979-88.

Reference. "Several State agencies prov1de health services to inmates of State correctional facilities. Each employs
its own budgetmg and accounting procedures to record inmate health service \nxpendltures, however, no common purpose or
subpurpose category faclhtates aggregation of such expenditures. .. ." Page 87.

"Because inmate health expenditures are not eonsolidated by the budgeting-and accounting process, the Legislature, the
Governor and the publie do not have complete financial and performance data on-the inmate health services program." Page
87.

Commients. The present Department of Audit and Control account system does provide expenditure data relative to any
ageney's partlclpatxon in DOCS programs. However, in order to consolidate these multi-agency expenditures into a single
health serviées report capability, substantial changes would have to be made to the ‘Audit and Control computerized
accountmg and expenditure systems. As we pointed out previously, this would require the development of new computer
programs; and increased computer processing capability and eapacity. In addition, increased clerical support would be required
to handle the processing of this additional workload. Before the development of such an accounting capability, a feasibility
and cost-effectiveness study analysis should be conducted to ascertain the practicality of suech a venture. This study and
analysxs should_have central, coordinated direetion, such as from the.State's Division of the Budget because of the number of
agencies involved. Should the study show that the system is cost effective and feasible, the development effort could be
included as part of. the DOCS five year Master Plan endeavors pendmg appropriate funding support. See page 86, Articles F
and G of the DO‘“ o 3ster Plan.

‘ Feference. "DOCS Central Office does not audit health service vouchers or monitor health service expenditures; these
- roles are viewed as facmty responsxbmtres." ‘Page 89, .

Comments. The suditing of health service vouchérs is a responsibility of the Department of Audit and Control: The
vouchers are, in fact, processed at each facility and copies are forwarded to the Department of Audit' and Control for
recording, payment authorization, and collecting of expenditure data. To duplicate any of this clerical processing at Central
'Office would be a costly, unnéecessary duplication of effort. Health Service expendiiures are monitored quarterly at Central
Office Health Services for managerial oversight purposes. . i

Reference. "In conversations with finance' officers at the 13 facﬂlties, LCER staff found some dissatisfaction with and
confusion about DOCS finaicial management and policies. Specifically indicated were needs for clarification of DOCS
budgeting and aceounting policies and for inservice training of facility finance management personnel." Page 88.

Comments. Central Office does conduet periodic. meetings for facility stewards to clarify budgeting and accounting
‘policies and promulgate related financial information, Positive steps are to be taken relative to the Department's five year
Master Plan to improve the scope and timeliness of such training needs and to strengthen training programs for superwsors,
rand middle and executlve management: Page 86, Articles D and G.

Reference. "DOCS does not have a financial management policy and procedure manual for mmete health servxce

r

=« -expenditures and payments." Page 87.

Comments. There is a Policy and Procedure Guidelines Manual for health services which has been made available to
each facility for use in any area not*specifically covered by the State Finance Law; the OGS purchasing poliey and the
Department of. Audit and Control aecounting directives. These latter laws, policies, and directives have been promulgated for

. the purﬂose of providing uniformity and consistency in the Statewide procedures related to voucher processmg, payments and
' expend ures. . ) . . ‘

Y
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Reference. "Though institutional stewards were responsible for correctional facility, finaneial management, they were
unable to effeetlvely monitor and eontrol health service outlays at the facilities LCER staff visited." Page 89.

Comments. In most instances where such inadequacles oceurred, the shortage of clerieal support personnel was the

the Budget through the Department of Audit and Control's monthly expenditure reports R~6, R6C, and others, The same underlﬁng cause of the problem. The amount of paper work processed in facilities has continued to steadily increase but

expendxture data for other agencies providing services to DOCS is available from these source documents and reports. AR s e ; - requests for new"clerical items to handle this workload increase, brought about by the growing inmate populatlon. Jave not -
changes in this arvangement as suggfsted by the report would require detailed adjustment and revision of the De;?artment °¥ S DR S i S been approved, ‘There has to be recognitxon of this need at the State budget development level. It is anticxpated Ltl;nt: two of
Audit and Control's.account systém to accomodate the development of a new expanded account coding capability together “ : SR | -the elements in the Department's five year Master Plen, p. 69, Standard B and p. 86, Improvement of . qun..gerlal

EffectiveneSs, Articles D and F, will result in improvement in this situation.

with an enlarged, ¢ompatible computer. componerit. - In addition, new eclerical items would be required in the Department &s ) W e .
wnll as Audit and Control for the addltlonal workload generated by the new processing requirements. While neithep of theSe O o S £3 :

&




- »inpatient care from demandfor such care,

o

o noE

Need to indicate the  structuring of O.T.P.S accounts does not fend itself to detailed'mbnitoriﬂg‘ of 'expenditurés'.:‘
-Further,. the cash accounting system employed by New. York State creates lags in the report of expenditures. A change in:
accounting: system -as. recommended by the Governor and. Comptroller (G.A.A.P.) is necessary before close monitoring ‘of
expenditures can take place. : . : AR ; e e SR

a

V. . Clarification Section

: .

There are & number of points which need to be clarified. The LCER report fails in many casés to‘u‘senthe information

available, and in other cases may not have understood the partieular situation, Consequently, a separate seetion is devoted to.

. clarifying several points.

Reference. Sick Call. Page 14.

Comments. Sick call at the faeility is not constrained as to time, but rather determined ixpon the demand for health

sct-e:ening or p.rogram/security requirements, -i.e., loek in time. Further discussion on this ‘assumption is listed under the
Variances Seetion. . o : S . ’

* Al facilities ineluding Attica and Elmira conduct routine general sick'lcall four times a week with t%énty-féur hour )

emergency capabilities ‘in accordance with AMA Standards.” The fifth day is reserved for "reception-history and physicals,

periodie physieals and monitoring of the ehronie-ilL"

Reference. Dental Care. Page 16,

Comments. Painis a symptom and not a diagnosis. The diagnoses resulting in pain would no doubt be eonsidered under’

" the diagnoses for emergency care and treatment. Emergency care for dental is treated the same as emergeney care for health

sgr:ic;{s. Referrals are made to outside providers if treatment can_not be rendered appropriately within the facility at any
given time. : : ' ‘

B

Reference, Ambﬁlatory Health Care. Page 17. ’

~ @

Comments. It was not the intent of the Division of Health Services thiat Ambulétory H’ealt'h Céi-e Record by'eénsidered - :

a complete re.cogd of inmate§' ambulatory care.. The AHR was and is ,\i)ntended as the sole means of recording ambulatory
encountex;s with" DOCS prqwders. . The "AHR is but a portion of the inmate's complete medical record which includes
consultation reports by outside providers, as well as records of infirmary care and fnepo'i'ts of outside hospitalization. )

»Reference. ’I‘he tendency for a few inmates to draw heaviiy on the health éervice deliVerySystem. PRy 'Pége 19 :

Comments. It would perhaps be improper to assume this analogy is at variance with generélbopﬁlation or communit‘y” at

Iérge in their utilization of the community health care facilities
g S

Reference. "An inerease in the availability of elinies was suggested to.reduce the cost of inpat'iént:and ambulatory care
as well as the attendant cost for seeurity.” Page25. - ' ) SR AR S

Comments. Though the LCER points to-the increase and availability of specialty elinies as ‘& means to ‘reduee the eost

- 'of inpatient eare, the Division of Health Services reeognizes no direct correlation between the two. The inherent value of - *

specialty clinies lies in their use as.an efficient means™to improve a faeility health unit's-ability to distinguish need for inmate

=2
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Reference. Medical Hold. Page 29.

)

actuality medieal hold Is applied only to priority cases awaiting planned hospital admissions, - The intent -of this poliey is to &

~ assure that inmates receive scheduled surgery and to assure the acute care needs of the inmates are addressed on a planned:

basis as efficiently as possible.. . -

Reference. Table: Alidqa,tion of Inmate Health Resources; Heslth Services positions. Page 33.

. Comments. In reporting ‘_the‘a allocations of the inmate health resources, the LCER overlooked the twenty hours of
physician coverage available af Fishkill. 'Reportedly this analysis was made during the on-site visit.’ It does not indicate:

.-positions versus hours on-site,. On-site hours does not reflect the call backs, or the available 24 hour on-call coverage for a

3

physician o ghysiei'an assictant. o> - :

Reference. Regional Director. Page 51, °

a

Comments, - The LCER has ihixdequa_tely charactei'ized the Division of Heslth Services' policy on medical hold, In -

o
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Attied, Bedford Hills and Clinton..

¥

Commenfg. To say that Regional ‘D‘irecvtors'must perform their duties on a part-time basis does not adequately reflect

the comprehensive role of such directors. It also ignores the fact that there are two Regional Health Services Directors

w

engaged in full-time oversight of their facilities, -as well as the recent appointment of Health Services Administrators at

s i

Reference. Inmate Grievance Procedure, Page 51.

- Comments.” The inmate grievance procedure in its totality is not'represented by the LCER. Not included in their

' } déscriptilgn of the grievance process is the role planed by the Central Offjce Review Committee (CORC).

Reference. 'I}tilization Review. Pages51-52, » A
" Comments. Prior’ to the establishment of a utilization review system in the summer 1980, the Division of Health

Services had no basis for a comprehensive utilization review.effort; that being a program encompassing prospective, -
. eoncurren\and rettfospective elements. - o ) . .

The goal of our system is'the rational allocation of hospitalbaséd heaith services to those in need. - This is aceomplished

' by means of answering 'specific questions regardirig whether or not care professionally recognized as appropriate to a problem

requires services be provided in an ippatient setting. -

Though it is correct for the LCER to state in the third paragraph on page 52 that a more rigorous request and review
procedure was initiated, the purpose of a prospective effort has been-misrepresented.- Correctly, the purpose of a prospective
UR system is to prevent inappropriate hospital admissions. These oc}/h
or when the hospital is not the appropriate site for care. (\W‘J”

* ‘The role of the utilization review coordinator in this effort is to confirm the apropriate documentation for each inmate

" planned admission request and ngt solely requests for elective surgery. ‘Assignment of categories by the Physician's Reveiew

Committee to such requesf is” accoridng to the severity and manageability of particular health problems within the
correctional facility setting and is not based on their urgency. Urgency is a word that characterizes emergency admissions and
not those that can occur on a planned basis, : : .

A description of coneurrent utilization. review as attempted by the LCER: without mueh success in‘paragraph three

should more accurately-state that the monitoring of hospital stays in excess of nine days is aimed at detecting lapses in the

coneurrent review activity of hospitals as mandated by Section 405.24 of the State Hospital Code. ’
By way of ¢larifying the LCER description of retrospective review in paragraph five, ;:ﬁt is the role of the Utilization
Review Coordinator to examine each case to determine the degree to which the‘g‘duration of diagnoses specific stays are in

P

- complance with pecognized length of stay standards.

Reference. Outside Ambulatory Care. Page 53.

Comments. 1In the description -of the outside ambulatory care, the LCER dogs not mention that the AHR was not .

designed and therefore should not be used for recording and generating informaiton regarding outside ambulatory care. To use

it as sueh would serve to misrepresent the status of the health unit triage.

Reference. Security Staffing of LCER Sample Correctional Faeilities ir 1980 Table C-5. Page 103,

. Comments, There is a variance with DOCS statistics regarding this Table C=5.

VL Mental Health :
B Gemeral : .
B ’ N 7.

" The Correctional Services Master Plan clearly indicates its position concerning the need to establish and maintain
special services and programs.for inmates with specific types of problems. Included among the several sub-populations . :
.dentified as being in need of special serviees are: . the mentally retarded;.inmates with acute and chronically disabling

psychiatrie disturbances.
- Inan effbif _td adﬂpesg; the nee&s of the above 'gub—populaﬁox{é, the Department determined to: i
1 ' bévei@ﬁhe»é’ap&city to icclent{f&; habilitz;t“e and r’eixﬁ:e\grate'the retai‘dgd' inmates.
' 2. " Review OMH services and develop éapaci;cy fo house and treat chrénic cases,

‘3. To establish Intebmediate Care Programs.

.4. - To develop the ‘eap?ac‘it'y,to;px}qvide and ecordinate .pSychothergﬁeufic services syﬂs"cemwidevin a joint effort with

= 3 i X | 7 - I

r when there is no. medical necessity for hospitalization -
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: : o . . i as well as ; Negative
i L . 111 address the degree to which the Department has accomphshed its. stated mission, i g egal i ‘ ‘
The ensuing dlscu}ssrxonkw ' . . e . o ) LCER cited several deficiencies which are directly related to differences in policy and procedures under which DOCS
1 future p,ro;ect,lons,g : . and OMH respectfuly operate. :
: : : Pesitive & ) ;
: ’ L Mentally Ret’arded Inmates Reference. Lack of access to medical/psychiatrie records. Page 61. |
: . : sti ' 1,756 retarded and develop- Comments. This i§ a problem area which is the direet result of confidentially leglslatlop. However, there is a propcsed :
, Reference o nThe Department has no special prog}'amfel;;}-égxbe?sn';e:;tﬁzz ea?m:i:lsm;teege%;:ded-" Page 6. . Agreement for the Exchange of Information between the two Departments currently under review, :
T IT L tly in the system. Approxima - : o ' , ' ;
mentally disabled jnmates curren : ) : opulation is retarded, ; ) .
' While current literature suggests that asmuch as9 percent of the gaéﬁtgﬁggiaftuii% suggests that an Gl ; Reference. Transfer of inmate clienits without prior notification to the Satellite Unit. "A major criticism documented
Comments- fforts conducted at Clinton, Elmira and Downstate Reception a’: are retarded. A subsequent study by ; B in LCER staff interviews and found in Commission of Corre¢tions mortality reviews, was the lack of pre-notice of transfer for
recent e tOt:sthe NYS Department of Correctional Services inmate p 09“1‘;1 “t“:a roximately 400 inmates within the inmates who were active users of satellite center services. This resulted in gaps in eare and delayed follow-up of psychiatrie
estimated 2 perech 'OIs ortive of the 2 percent estimate, and allowing further that app! : s : treatment and medication with these patients. Lack of continuity of mental health care had been a contributing faector to
syr? o Ulﬂévfégl:i%elsphuggmeni in long term sheltered environment programs. . inmate deaths resulting from suicide." Page 61. -
system would g . ’ tarded inmate. This
: t is taking a holistic approach in its effor ts to gdequate}y service the Sef,f: gi‘ftig: :& Mental Retardation : ) Comments. This is a problem area which resulted from such variables as the lack of clearly delineated policies and
__The Dep athzxilalL e between our Department, the Bureau of Forensic Sem{lces,fa:s» acial Task Force on the retarded 5 procedures, lack of formalized linkages between the Satellite Units and faciltiy administration, confidentiality guidelines, and,
requires continhe Di bgi;lities The above has been ensured throug_h the formulation o P ' : E in-certain instances, the need to effectuate an immediate transfer without pre-diselosure of the intent for security purposes.
and Develop_m%tal dlsa reséntatives from the aformentioned bodies. . b iD This was an area of focus during the joint dudits which has resulted in the Satellite Unit Chiefs meeting regularly within
offender which includes rep : S . L R : facilty Executive Staff, thus creating a formalized linkage between the facility and satellite. Head Clerks are instructed to
ioes for retarded inmates are provided in the following manners ; : notify the satellite at least 24 hours before an inmate receiving mental health services is transferred; and DOCS is considering
Currgntly, service ’ ! ; B et idén tify the MRDD person so that special a proposal to assign all inmates receiving mental health services under a single counselor which will further strengthen the
1 The Extended Classification Uirllilattt?g‘]”g:tat;hi‘ss e‘%‘;zlrgt“?s fu:ther augmented by a gmnt‘n‘;age artlg ]S));l;ae(igs; communieations between the satellite and the facility-at-large.
. e e . :
D eersity by nc;%g%g fxlﬁiil‘:a%, "Expanded Programming for the Incarcerated Mentally Retaraad & :
,'i,r:,‘{f;ﬁ%is‘;ble 4 Person.” ' o Reference. Closing of Satellite Ward without prior approval of OMH. Page 61.
' . i retarded cases. . P, : ‘ ,
) Academice Voeational Program at Green Haven, which has the capacity for 25 mentally O i Comments. There is ongoing dialogue between DOCS and OMH concerning the closing of the inpatient unit at Attica. .
2. The Aca : OMH has provided DOCS with statistical data which relates to what they perceive to be the impact in their service delivery :
3 The Residential Activity Program at Attica. eapability caused by the unit's being closed. This information is currently under review by the Department,
: i
t Elmira. . !
4. The Sheltered Workshop 2 VL.  Environmental Health (Pages 54-57). f
Ctoper Program at Clinton. _ . . . ’ . ¢
5. The 'Merle 40P bregaiation Urﬁt (Vietim-Prone) Program at Clinton which became operational in o The following are comments on the draft presentation: }
am Prepara L2 4 £
6. The Asses;nterg; a:ex::rogr . : @ 1. It is true that we have never had 100 percent compliance in the completion of form 1500. This is because of the
February o y . . . may. also be serviced by OMH Satellite lack of staff to accomplish any meaningful nutritional reporting system. This Division, along with the Deputy :
: 7 ’ OMR/DD person' who also suffer from é_cu'g, :{e:hromg mental illness YV ‘Commissioners, continue to press this matter. : i
; ' i New York Psychiatric Center. .
: Units and/cr Central Ne yene 2. Menus are only a tableau of how finished produets will be presented. They are not a gauge or measurement of
5 S nutritional intake.
: . fatri ms 1 : ° :
4 I Inmates with Psychiatric Proble < o The record of the integrity and quantities of specific food commedities consumed in each of the 12 nutritional
i ‘ i - " Ppages 21, 23-24. i ] T food groups is measurable. This information appears on the Form 1500 on a monthly basis, and on the Form 1527
n. . _-State inmate mental health care needs are pervasive. . . ' .PAEES &ly 497 ; on a daily basis. This information is used to determine the nutritional adequacy of any menu. This information is
B_Efill‘;".’.‘?_e; see OMH Saté uites‘ Central New York Psychiatric Center; seven %s'ﬁz e%rggzrgd ’agains}; a Zt;;r;c)j“{-:d (see A.C.A. -Manual of Standards for Adult Correctional Institutions, August,
i ‘ en ON ! J s n - ervices No, i - ) ’ :
Comments. Although the report allues £ 8¢ CIEC, 0" ention that two Intermediate Care Programs heit seey | | : |
nonfsafemtef OI¥IH “;‘f,fl’ﬂl,v;er ‘ie‘he on% a’t Auburn r;as a bed capacity of 48 and th?i:one ::agzgfa(l)rin F:ebruar.y of this year and The ebility to develop, apply and monitor nutritional policies or standards does not require a staff "dietitian." 4
operational éﬁa%m;ddmon to two new Satellites (one at Downstate b:l:!méi r?:l:n tesioner has mandated that Satellite Nor is;a dietitian re(;uireg for training programs. A trained dietitian (trained in Dietetic Administration) with a
; igoutlihzer :al}c gssining is projeced t6 become operational in Selpl'iczmber)zr ;gagecei ¢ opening of the Assessment and Program o : ;herapeutsl;: ?tgckgmund, is needed to advise the Director of Correctional Nutritionai Service and/or the Health i
i e 2 . 31iti . 1) . . + d :
¢ A b ; £ all new DOCS facilities. Ay t diate Care Programs in . W = ervices Staff. :
Units be ineorporated in the planning .0 . tad ‘development of four additional Interme > Fre 15 ) . . ;
. S Viatim=Prof] ton and the projected develop ol s o di chiatric care to i
PR théi\;xcatll n:etl:: (:nlllgi zﬁngam:ny increa[:xe the Department's ability t9a1prov1§: o??;;":ﬁ%:&ii fg currently under We have long recognized this need,, specifically, in the therapelitic diet area. We are currently working with the ;-
the fortheom'ng c'sai}d services. Also, a proposal which would address the special needs o 5e5 €54 ) Director of the Administrative A.D.A. Internship (Department of Mental Health), Health Services, and our own 5
3 inmates who reqmrfm e , v o ) : facility nutrition services staff in the development of a therapeutic diet manusl which will be acceptable to -, i
study by the Department. : . health and food services staff. , ' ' \ (
i . o o ; 3. The Directive (Né. 3002) covering the Sanitaticn Schedule, Procedure and Repc‘w*"'*:feg)that this is to be a "self i
i 3 - s y . p < ’ ) e e 3 ey 3
; m.  Bureau of Forensic Service ’ ’ ; ) 5 - © ; © inspection. It was primarily designed as a manegement tool for the individual faciltiy management teams. 1
L oo e : R - L : center services, facilities, 1§ . . ] . R _ = ,
E sy nThére is no formal procedure for regular review or evaluation of sa.tellite e oo ~ 4.  The Directive (No.3009) covering Sanitary Inspections by the Department of Health was developed on
: B.Eﬁ?ieﬂdc-‘i'mff cOmpetenée-" Page 59. R Lo A 5 : pgcember 1, 1980 at Support Operations request as we too recognized the then. problems. It would appear
: proceduras, o 5 . . . >MH ompleted ‘in Januery of this year. The report does address the ‘initially, that this new procedure will assist in alerting the Central Office in & more timely fashion. T §
o i its involving DOCS and OMH were completed 1 gLy o~ ¥ : . e o
Qﬂr_ni?;_s.tlg’gl(t);?ggpl:rt- ngse joint audits will continue on an annuat bgsig. , 2 5. We certainly agree that there is a need for training programs for all food service staff. A training relief factor, i
concern raised by the &/ e i : : L : : ‘additional personnel to supplement an already insufficient number of staff is needed to allow operations to ;
< , i function at a reasonable level during training period. | . ' o 1
@ gt @ 6. The information on the lack of submission of Housekeeping Reports is aceurate, ‘
May 7, 1981 ) 3%
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(EW VORK STATE. - T | Mr. Sanford E. Russell -2+ April 22, 1981 ik
_OFFICE OF MENTAL HEALTH _ 44 Holland Avenue, Albany, New York 12229 | B i
: o SR . Ei' Lo Page S-3, thirdparagraph: In addition to the description of §
* JAMES A. PREVUST, M.D., Commissicner ; ] services provided, Forensic Services provides consultative mental b
o g = T o : - health serV1ces to_all of the State's 33 correctional facilities. ;
S oo IR . : ‘Furthermore, Forensic Services operates a Parole Mental Health i
E e . §§ o Clinic at 40th Street, Parole Office in New York City, which in I
- April 22, 1981 ’ﬁ:iEQB&?‘i Rt addition to meeting the mental health needs of parolees in the 1
R RN ' 0 0 metropolitan New York area, also provides mental health services i
- ; R R BERE ‘ : - ) to inmates of metropolltan New York correctlonal facilities operated :
Mr. Sanford E. RuSaell SR L o L - hy L.0.C.S. ; N i
giée§§gi State Legislative - - LR o | ' Page S-3, fourthparagraph " The Satellite Units are currently ;
Commission o Ei endlture ReV1ew . ; not prov1d1ng,cost center information. However, in January of 1981, I
111 Washineton Avegue &l 20 the Bureau of Forensic Services developed a new manual reporting 3
Albany. N % . 12210 . o N system to supplement DMHIS information currently being provided. i
Yy NoLo o . This new reporting system details services provided in the seven .
Dear Mr. Russell: ‘ ¥ Satellite Units, as well as ‘services provided toc all other correctional |
- . : : , : facilities within the state system and the services provided by the h
o . it
In response to 'your communication of March 2, 1981 I would ol ¥5:> Parole Mental Health Clinic in New York City. i
like to provide you with my comments and suggested correctlons<‘ @ £y et b
" e Page S-3, flfth paragraph From July 1980 to January 1981, i
gg;sjigin% to the LCER report on "State Prlson Inmate Health L OMH in conJunctlon with DOCS conducted a survey/audit of all seven g
. ' S : R Satellite Units. This joint agency endeavor included a review and i
First as a general comment, T am concerned Wlth the general “evaluation of the Satelllte bu ts andplncluded review of procedures i
tone and perception of the Offlee of Mental Health's® Forensic - “@} ~<3 vand(staff performance.”™ = : ' ) i
Service System as portrayed in the report. The report outlines a ~ o 5 b
number of areas of deficiency rather than: noting OMH's responsive- ‘ Page S- 3 sixth paragrgpg Concerning the sharing of c11n1ca1 il
ness in providing mental health resources. to the correctional information between OMH and DOCS, the report cites that meetings -
system particularly over the last five years when this. agency's “have occurred between the two agenc1es.&b In addition to the meetings, )
commitment to the needs of the forensic population was escalated it should be noted that a memorandum of understanding which de- iR
dramatically. . Since the inception of OMH's correctional mental ) lineates clear guldellnes for the sharing of information-has been i
health program, I.believe that thls Department has made a signifi- @ I prepare? by OMH Counsel's office and has been.ieviewed by DOCS H
cant contribution toward improving the quality of care to the y Counsel's office. In a March 19 letter from the Associate Commissioner &
mentally disabled offender incarcerated in New York State prisons: - for Health Services in Corrections, the Department of Correctional s
The report neither draws historical comparison to the quallty of Services has suggested two minor modifications to this agreement. -
mental health services as they existed when under the auspice of In turn, OMH has officially adopted these suggestions and the two &
the Department of Correctional Services nor does it compare the kY agencies are prepared to sign a final memorandum in the early part o
extent of mental kealth services in the New York State prison _ @1 _'{{3 of May @ ' : : ‘ : &
system to what currently exists in other states._ I am aware that ' 5 , . . . B e : Lo : 5
this Départment's relationship with DOCS requires improvement in. o] - Page 585 thlrd.parag?aph, -Itashou;dibe-clearly stated that 4
order ta foster the evolution of a viable system. However, I be- | i vacancy levels are determined by a number of factors, not the least 3
lieve that a national and historical comparisen will reyeal that 5, : of which is the requirement by the Division of the Budget that c
New York State is currently in the fbrefront of prOV1d.ng a mental b A programs. operate w1th1n an authorlzed fill 1eve1 The number o
avallable in the uountry G R ‘) A by rently 107 positions and as of March 11, 1981 the number of positions
: - SN ' | filled was at this level. : ‘ R '
; Turnlng now’ to spec1flc omments related .to. elements of the By ‘ : , L
report, I will respond by c1t1ng page number and paragraph with <5Page<59 second_ paragraph: The poll of each "satellite unit and
correspondlng comment' ‘ other units™ was conducted as a double check of available personnel
, LT and payroll data, not because such data were not readlly available.
: B ft i ' :
- . i ¢ . ‘ iR @ il “




~based input from the field.

Mr. Sanford E. Russell -  April 22, 1981

Page 59, last paragraph: As cited above, the Office of , o
Mental Health and the Department of Correctional Services have - :
conducted a survey/audit of the seven Satellite Units. This pro-
cess exceeds the recommendations of the American Association of
Correctional Psycholggists to have a yearly study conducted by ‘
headquarters personnel or an outside group. Rather, it incorporates
the recommendations and exceeds them in line with the mneed ex- S

pressed by both OMH and DOCS.

In addition,'since the inception of the Central New York‘
Psychiatric Center/Satellite Unit system, monthly meetings have
been held on a regular basis between field and Central-Qffice staff

to provide a consistent forum by which evaluation of the effectiveness &

policy decisions receive broad

of the system occurs and necessary

Page 60, second paragraph: It should be noted that in addition
to the outside agencies responsive to inmate grievances, all OMH
complaints are subject to review by the Mental Health Information
Services and the Prisoner's Legal - -Services. Both of these agencies
have had constant communication with the Central Office of the Bureau

of Forensic Services.?

Page 60, third and fourthparagraph: There is in fact a ‘standard-
ized Teporting format which has been implemented (effective January 1, @
1981) and this narrative format, in conjunction with a comprehensive
‘monthly statistical summary supported by an array of source documents,

~is currently providing necessary service data.

R -
Y

The Bureau of Foremsic Services would be more than happy to
meet with you or your staff to further explain the comments akove.
I would like to thank you for theée opportunity to comment on the
Commissioner's draft report. el . ERT

s v

Sinceréiy yours,

;mes A. Prevost, MiD.

Commissioner
*Audit text revised . o Y }
: | roo)
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- STATE OF NEW YORK - EXECUTIV;E DEPARTMENT
- STATE COMMISSION OF CORRECTION
~ ~ TOWER BUILDING
THE GOVERNOR NELSON A. ROCKEFELLER EMPIRE STATE PLAZA
L ALBANY, N.Y. 12223

CHAIRMAN
STEPHEN CHINLUND

COMMISSIONERS
JOSEPH WASSER
KATHARINE WEBB

March 11, 1981

Mr. Sanfoﬂ@ E. Russell | g:ﬁiﬁ%g |

Director | = - : o

Legislative \Conmission on S
Expenditure Review

111 Washington Avenue

Albany, New York 12210

;
7

Dear Mr. Russell:

A copy of the report "'State Prisonvinma : i
y of £ t : 8 -
to me by Chalnman,Stephéh,Chinlund for-my rev?eg?alth Services” uss given

I wish to compliment your staff for the in auditi

. ,to compl. R _ methods used in auditi
Rbﬁ}cal Review Unit of this agency. They acted in a very pro?gsggégglthed
ethical way in dealing with our staff, S ' o

L . C y ' which, in m ini
;:g?iigg %;zie;?eaigpzsszioghthgt FhS;BSCFR.(Bureau of State COZ?ZEE?;gZi
i Review) . , e jurisdiction of the Chairman of the Medi
Review Board and a part of the Medical Review BUreadil n or the Medical

I just wish to call your attention to,page 71

I would appreciate your c P : ,
reflect that,dgsision.e your correcting the flnalbcqpy of tbe‘report to

; »ustvI,may,have_the opportunity to meet'you in person a£ scme futuré

time,
b
Very truly {iiijj S
T 4,94‘” L ‘ f}w_b}
i . . JOSEPN) WASSER
2 ~~Eaimissioner and Chairman
Medical Review Board

e L s e e s e et

Bt SRR =



Q’ : P
| | s | |
: - STATE OF NEW YORK -~ v R R i B - - NEW YORK STATE DEPARTMENT OF HEALTH %@o RERTR -
3 'DEPARTMENT OF HEALTH e [ERE T A A & . b@ Ty . ol
b ALBANY IR SR ey R e L : : | g Comments on Report on State Prlson Inmate Health Services Olv o
L e o B | 5
pmn;;:iles:i::; M.P. . ( . S o - | - SR » o e | “‘ o . . - Prepared by Leglslatlve Commlssmn on Expendlture Review i @
? 0 . _ o o e . L R : g : | Court Mandates (p.3) | o
‘ : 4 ' : . March 23, 1981 - C g @\g‘ Partially as a result of the review aff orded by the LCER study, the Department of Health ;
; ‘ i : ‘ ’ o ; @@ b e has initiated a program for the tralmng of Department of Corrections food handiers. The
: ‘ ’ : o ' ¢ 4 D ‘initial ] program is bemg condueted in April at the Attica Correctional Facility. It wﬂl be [
; O } v1deotaped and used in all correctional facilities. ‘ o o
s 7 Dear Sandy » ’ ; o ‘ , o ’ , v 1 Authority of the Department (p.8) ‘ ‘
B han o s R The speclfle authorlty of the Department of Health is set forth in PHL 8206-1(g). The v o
: repsrt on State Pgisog g;;& f:rﬂzgitgpggmzy 10 review yomr preliminaxy R o clause requires examinations and inspections of the sanitary conditions of State institu- i
k ; ? : : : o B B _ ~ tions, copies of the reports and recommendations to be prov1ded to the Commissioner of SR
ﬁ _ ' h =57 SRR * Corrections. Such specifie delegation by the Leglslature is the authority for the reports
functions, and acgi:iiiggr:fgigzrgilggggezg ;h:l ggwere s reeponli‘biliti@ss RO provided to the Commissioner rather than the generic authority of clause (f) relating to
L “mental and food senit J © in monitoring environs o enforcement of the law and the code or the specific authority of clause (h) relatmg to
T ood 8 ation services in Corvectional facilitics, I have i, ~ migrant labor camps. .
Lo ; attached & 1list of the concerns of the Department that I belicve should be . S
gggpng?g;g ;;“;;_ gf;@&figal _repart, twightth%@ suggested emendments, the e 5 Distribution, of DOH Reports (p.56)* | :
. . o und document that could assist the Depovtment im ‘ :
carrying out its environmental and £ood pragreme in State Gorrge‘tiomel : U Although distribution of the reports and recommendations of the Department of Health is 2
facilities. : s R a responsmlhty of the Department of Corrections, it may be helpful to include a note that - L
4 R copies of the field inspection report and forms are left with the approprlate facility
P . Commission staff provided a full Opportunity for my steff . R AT o . official a at the conclusion of the inspection to avoid delays in corrective ‘action. o
a3 to advise on the progrem. They ave to be congratunlated on the professionnl a3 ’ 2 ‘ ‘ . ' , ~
i : Banner in which ‘bhey &pprceched thig eZaplex and senei‘hive progzan review. e T ; Enwronmentalliectlons (p.73) R ‘ . L i
- | ' , PR , S Food \aamtatlon receives top priority because of its known risks. The policy of the iy
g *’ ‘ ’ - -7 Sincerely, e ’ DT . o ‘Department of Health has been to include the inspection of ‘'one or more cell blocks for
& . . . L : ' ’ v 4y environmental sanitation as well, time permitting. About 409 of the 79 inspections made ' o
R ‘ ‘ b e @‘ between October, 1977, and June, 1980, involved such inspections,” and eight reports
Sl 7 ) EE I P IE - = : EREE . 1 . included recommendatlons for 1mprovements. The Department of Health now requlres 4
és g : ‘Devid Axelved, M. D, : ; @& B S ' tha‘t enmronmental samtatlon be included in all mspeetlons.
i | o Commiggioner of Health o s . B
iy Ix@z’ Senford T Rueeell C o , : - o SR RRRTN B ‘f , Inspection Fmdmgs, Food Service (pp.73-74) ‘ - : : ' 1 o
’ Director ’ ' T . RO N FE & i The summary ' appears to emphasize the importance of the presence of vermin. - °© Ee
ol State of ey York ; - R o s : DA P{éﬁ D Food—handhng defleleneles, partleularly proper attention to time and temperature criteria - r
S . legislative Commisocion on S . oo S S , el ~ in the storage, prepara‘tmn, and service of food, are, or should be, the prmclpal eoncern. ‘ ‘
. G Expenditure Review - - o 4 v C ‘ & Standards used in inspecting all State mst1’tutlons are equal to those used in commercial R
i ' 111 Weshington Avenue = ST T ; L A B S T estabhshments, they are not "lower" as cited. In geneval the sanitary aspects of food )
- Albeny, New York 12210 v - RS . AR DR o service in State mstltutlons is bettex' ‘than- that found in commercial establishments of
: ; _ A , i R _ X R BT - similar sx\ze. L : : N
) g , VR R el own Water Purity (p.74) ,.
b , v L e e T T _— SR . Continous mohitoring of pubhc water supplies is. performed by the Department's Division Ao
4 S : ’ S v L ‘ - D N A coof Enmronmenﬁ;al Heallzh, mcludmg the water supphes to eorreetlonal faclhtles. o «; ER I
CE s T T e L g XeRay M°“W°PHLL(274)‘* iR e U
T et o e TR R s A e T o el o The Department's Dwxsmn of Radmlog*le Health eonduets the x-ray m;omtormg program. B U I
R 5 I T R ‘ Lo s SRR OIS I : fv‘Audnt text revzsed, T T : o :
: o o 22 Sl i g S B L RO ’ : N R ! :
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a

B S R , : :
* HUGH L. CAREY g 4. .The HPC has rev1ewed Health Manpower Shortage Area

L v B ‘ . - ‘ - R ' . \?‘ . | ;‘ " vv | .
JGOVERNGOR o - : : : e _ﬂ. | @Qb\g‘ ‘ ‘ . . o : 5 ar‘equests made

| i;reg1ona1 health systems agencies
| KEVIN M. CAHILL, WD, o ‘ : f , 4 , ‘ - N to the National”Health Service Corps which
© CHARMAN AR ‘ , . T h e - designated the Greenhaven Correctional. Fac1]1ty
o , | : T - March 23, 1981 B B o / | and the Attica Correctional Facility as HMSA's.
Tmi;iiiafSA En.mmx | L 5 TR : o e . The HMSA designatibns make these sites eligible
S ¢ | B | o | o for Nat1ona1 Health Serv1ce Corps phys1c1an p]acement
| . o . v L S ‘ ‘ ; i,‘_fév - o .5, The HPC part1c1pated in Department of Correct1ona1 v‘
Dear Mr. Russell: Cw o rEERa A , s SRR T | e ‘-3er/1ces -0ffice of Health Systems Management :
& . ol 7 S o dijscussions opening up an approach to use OHSM
. - Thank -you for sharing your pre11m1nary report "State Prison ¢/ SRR - fO»esurvelllance of DOCS h
 Inmate Health Services." I have reviewed the report's comments regarding I : o R ealth care serv1ces
‘the Health Planning Commission. As the text on pages 105-106 indicates, ' : 4 o These activities indicate that DoCS concerns a
" the Health Planning Commission has not reviewed the Department of ' | , comp]ete]y ignored in the health planning program as sugggitggtb;egge“'
Correctional Services' plans for the provision of hea1th services to S | . narrative in the report. I believe th\ text should be mod1f1ed to recognize
inmates. ; , o ] ~ the ‘above act1v1t1es ~
The C ible under Exécutive Order No.6.2 -f |© | " Thank f““d o
e Commission is respons1 e under xecutive Order or . - 7 ank vou for the opportunit
advising on a broad range of health and health related issues arfect1ng o ' y PP nity to comment on the report
all the people of the State. As a small agency, the Commission must ’ o » o : . ‘ )
carefully focus its activity across -an entire spectrum encompassing v L 'Q ' ‘ o - S1ncereiy yi;:s’
the environment, prevention and health service de11very aspects of . BEEEP U i v SRR s
significance to health. Correctional Services, serving a population of {;) @ D o L Jjﬁzggfzéu"ﬁf <2F>b/£;2ﬂ¢“9é€4<~./¢/ 4L<
22,000, has a minimal 1mpact on the gener1c hea]th system serv1ng over Lo : - e ; " Robert P. Whalen. M. D
. . ) - i & L ; 9
17 000,000, - . _ , . - ) ; e v : S : V1ce Cha1rman
e It should be noted, however, that issues affecting Correctional R S | EI ///”““\\g ) ' .
Services have rece1ved the attention of the Health Planning Commission. ol . SN ﬁ R \L,\\ . , e
’ o o =F P 4 @ v “ S ‘ R Ao
1. The HPC has been concerned with physician recruitment - R : Mr, Sanford E. Russell, D1rectoﬂk/\\ T
and retention problems of New York State government, SRS | B Legislative Commission on Expend1ture Rev1ew 4 <
including DOCS, since 1978.: I have attached a recent o : 111 Washington Avenue - ,
update of phys1c1an recruitment and retention problems . el o - Albany, New York  12210- S PRI S
‘wh1ch spec1f1ca1]y references DOCS (pages 22-23, 43). | ! ol :iE , ST R TR . el s

2. The HPC has assisted the Division of the Budget “and the
“ . Office of Employee Relations in the deve]opment of a - ‘ s : e e
" request for a proposal to undertake a major consultant f R o Attachment . L ,
study of New York State government vrecruitment and ‘ N R ! ' . i o o - e e v o . o
retention problems of health personne] among State : ol . - R SRR Lo o o : : S e
> , : FRRT « .y - L o , , - e |
agenc1es, igcluding DOCS. . , ; e o : : S :

s

3. In 1979 the APC intervenad to reso]ve a potential ’ ” A S S . , . T e
e -w1thdrawa1 of back-up acute care services provided o B PR | R , s T e o T ‘ T L
by the U.S. Public Health Service Hospital to the | o I S £
Arthur Kill Correct1ona1 Fac111ty o : . ol 4
Q ) - iz - . < t - i’ ) 9 e
Lo : R Ry

R
. .
. R v - .
[ . ) ‘ ’ : E A Co @
o . S . . . ) o S . . = o
. s . o @ L . Lo
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R SR R‘ROGRAM Aumrs OF TRE, iy

Mangower Trainlng in Tew York State) February 16, 19712 : )
Nareotic Drug Contral In New Yorle State, April 7, 171% 7 -
Fish and Wildlife Researeh in News Yorl State, June 24, 1871,

Marital Conefliaticn i Neir Yerk State Stpreme Court;, August 16,1071,

Construction of Dormf rh and Other Ui -Facihtia:,Deeemberl,ls'Il.

»

Offtfee Space for, New York State, January 17, 1072 0 .

State Supplied Horgng for Employess, Pebruary 11, 1872,

> Middle Income Subsidized Housing in New York State, February 29, 1972,

New York State Criminal Justice Mm'mnhon System, March 1'1, 1912.
New York State Division For Youth Programs; Apm 21,1972,

. Snow ard Ice Control in New York State, May 31, 1972,

Urban Bducation Bvulummn Reparts for the I..egislature, June: 30, 1972. R
The Role of the Desiga and Construction Group in tne New Yorkstnte

-Construction Program, July 7,:1972.

Consminer Food Health Protection Serviees, August 17y 1972.
Ml Conzamer Protectmn Prosvains, September 15, 1972,
8tate University Consh-uchm Fund Program, October 5,1972.*
Scrphis and Umxsed‘Lnnd n Nets York State, January 15, 1873.

- Evaluation of Two Year Publie College Trends, 1956-1871, April 2, 1973..

Bducational Televisian in New York State, July 6, 1973,
Construction of Mentnl Hygiene Pacilities, October 3, 1973.
Cotumunity Bental Hedlth Services, October 10, 1973,

The Acguisition and Construetion of Drug Abwss Treatment Facllities,
January 18, 1874,

State Univessity Health Seience Pr

, Janiiary 24, 1874,
Day Care of Chilitren, Pebrinry 14, 1974, o .

State Aid to Libraries, March 4, 1974,

Health For G ment Employees, May 30, 1374.
o B n . .
Civil Service Recruitment of State Professional 1, June 17; 1974,

Retoil Serviees in G A September 10, 1974,

5 B

Nizelenr Development ond Radiation Ctmtro?, Dctober 1,1874.
College for the Di::ﬁmntazed, Octnber 15,1874,

Driver Licensing and Centrol Pfcgmmn, Oectober 20, 1974,
State Histarie Breservation Programs, November 1,1974. ‘

Ynduistrinl Develspment in New Yaris State;, November 25, 1974,

Programs far the Aged, March 31,1975,

Wew Yazk State Folr, Apeil 16, 1975.

New Yark State Parkways, Apru 21, 1975.

-m-sme Regiosal Ptaming Comaicsion Programs, May S, 1675.
Foctas (hre Far Chitiren, Ndy 29, 1975.

nm:muzgeu Stuimts in Publfe Two-Year Colleges, duly 25, 1975,
Humen Rights Prégrams In New Yozk Siate, August 18, 1975,
Patients Releaced From State Prychiatein Centers, August 29, 1975.%

' _Finzzeial Ald to Crime Victimg, October 51,1875,

Purcons Relearsd Prom State Devel tal Centern; December 18, 1975,

Q
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Net York State Job P Pr December 30; 1975,

Pre-Hindergarten Programs, December 31, 1975.%

< 'DOT Real Bstate Progmm, April 15 1976,
’ Solld Wustejt Mumge;nent ln‘ New Yorl Stnte, May 20, 1976, ..
- Boards of Cooperative Educstionnl Services Programis, June 28, 1976,

Boards of C perative fonal Services P , June 30, 1976;

Wotlanen's C fon Pr for State B

P

, July 30, 1976.%
‘Public Pension Find Regulation, October 29, 1976, ‘
Computers in New York State Government, Decembér 1, 1876,

' ‘Health Plannieg in New Yerk Sigte, January 3, 1977.

The Optionol Serviee Charge Law, Mareh 11,1877, o
Immunization of Children, May 27, 1977,

' State Parly dnd Recreation mgmm, October nz 1977

State 'nnvelCo:zfs, Decerber 15, 1977.

Vezereal DEeace Ccmtrol, Degembj; 16,1977,

State Envin t ‘Parniw,l:‘ mb 19, 1977.

Pugil Troncportation Prcgrnms, January 30, 1978 * .
Housing Maix 2 Code Enfoz in Ilew York City, March 31, 19;18.,'

Adhm&mrkl’bmﬂngmdnegubum, July a1, 1978.

“Selwol Feod Programs, ‘August 7; 1978, : . v

SUNY Developing snd Nentraditional Collsen, September 26, 1676,
Newbemm Metobokie Sereenl m, October 31,1978,

Pizeal Bifeet of State Sshool Mandatés, Decerber 20, 1078
Setool Distriet Budget Voting and Coatiag
Stote Ald for Oparating Serge Traatment Flants, Api118, 1979, 2

“Crime Vietims Compensation Program, Aprll 23,1979, - .~

Drln!dngl)r!ve:l’mgum.rdnyls 1978, . L -
Unzsployment foz Stats Empl

o5, July 20,1979, .

Wk Pm;;tum for Welfove Redplmh, July 27, 1979,

CETA Programs I New Yeek Siate, Aigust 24, 191_9.
Parols Rezource Ceters Drogram; August 31, 1979,
Lozl Govemnment Use of State Cantroets, Ocmbé 15,1979,
Uz of Stato Adult Buyelintric émhem, February 29; 1980. -
—‘Jvm! Guard Skemzth ond Armazlen, Mnrch 1'1, 1880, -
Behol Disriet Gommittess en the Hnndlmppcd, Aprit 15, 1980, ;
Delinguenzy H\zv-hun ond Youth Developma'qt P’wmm, Muy 2, 1880,
Brzrgy o2 in siata Faeiﬁtles, Juns 11, 1980,

 Oceopaticant mmmﬂm in Bmﬁary Senols, July 9 1900.
N maotsmmrk"r ental Centera, Nover 6,1930. e i

Beergy e ond Development Programs, December 24,1680,
Stote smxaizeum Teat Publ.ic Housing, December 31,1980, -+
Tarp ayer Sctvices Pregram, March 85,2981,

“Titls XX Soelal Serviees, Mareh 13, 1981,

. Btata Prison Inuate Health Scrvicos, dune 19, 1981, "«
e ‘ A *Out of prlnt, logn cop!es uvuﬂuble upon Fequest,

g,

- Vezation Credit Excange, June 16,1978, L F

£

9 Budzetliz December 26; 1978,
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